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Wednesday,  February  19,  1992. 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES  FISCAL 
YEAR  1993  BUDGET  PROPOSAL 

WITNESS 

LOUIS  W.  SULLIVAN,  M.D.,  SECRETARY  OF  HEALTH  AND  HUMAN  SERV- 
ICES 

Mr.  Natcher.  The  committee  will  come  to  order. 

At  this  time,  we  begin  the  hearings  on  the  budget  request  for  the 
fiscal  year  1993  for  the  Departments  of  Labor,  Health  and  Human 
Services,  and  Related  Agencies.  We  have  before  the  committee  at 
this  time  our  Secretary  of  the  Department  of  Health  and  Human 
Services,  Dr.  Louis  Sullivan. 

Dr.  Sullivan,  it  is  always  a  pleasure  to  have  you  appear  before 
our  committee.  You  are  a  good  Secretary.  It  is  a  pleasure  to  have 
you.  I  believe  this  is  your  fourth  appearance  before  our  committee 
as  Secretary — you  are  the  17th  Secretary  of  the  Department.  I  be- 
lieve that  is  correct;  you  are  the  17th  Secretary.  It  is  a  pleasure  to 
have  you. 

But  before  you  start,  as  I  said  to  you  last  night  at  the  dinner 
honoring  you  and  Joe  Early  and  others,  the  budget  that  you  have 
presented  to  us,  bringing  it  up  through  OMB,  and  maybe  through 
the  White  House  on  one  or  two  occasions,  is  a  good  budget  to  start 
with,  and  we  appreciate  it. 

You  know,  Mr.  Secretary,  long  before  you  were  Secretary,  you 
know  the  problems  that  we  have  had  at  different  times  in  securing 
enough  money  for  these  three  departments.  We  still  believe  on  this 
subcommittee — and  we  are  all  friends  on  both  sides  on  this  subcom- 
mittee— we  still  believe  when  you  take  care  of  the  health  of  your 
children  and  educate  your  children,  you  are  going  to  live  in  the 
strongest  country  in  the  world. 

It  will  be  a  pleasure  to  hear  from  you. 

Secretary's  Opening  Statement 

Secretary  Sullivan.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure 
to  appear  before  you  and  your  colleagues  on  this  subcommittee.  I 
appreciate  very  much  the  very  good  working  relationship  we  have 
with  the  members  of  this  subcommittee  as  we  work  to  address  the 
health  and  social  welfare  needs  of  our  citizens. 

(1) 
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Before  we  start  today,  I  would  like  to  take  this  opportunity  to 
recognize  the  many  accomplishments  of  Representative  Roybal, 
who  announced  his  retirement  this  past  week.  As  you  know,  Mr. 
Roybal's  advocacy  for  our  Nation's  senior  citizens  and  minority  citi- 
zens, and  his  leadership  on  behalf  of  our  Social  Security  and  Medi- 
care programs  are  worthy  of  the  greatest  respect  and  admiration.  I 
am  not  alone  when  I  say  we  will  miss  his  very  important,  knowl- 
edgeable voice  on  these  issues. 

Also,  Mr.  Chairman,  later  this  year  there  will  be  two  events  on 
the  NIH  campus  that  are  very  important  to  this  Department  to 
which  we  invite  all  the  members  of  this  subcommittee  to  attend. 
On  November  9  of  this  year  will  be  the  dedication  of  the  Silvio 
Conte  Building  on  the  NIH  campus.  November  9  is  the  birthday  of 
the  late  Mr.  Conte.  Hee  was  a  very  strong  supporter  of  biomedical 
research,  and  the  programs  that  this  subcommittee  has  considered. 

The  ground-breaking  for  the  William  Natcher  Building  is 
planned  for  the  11th  of  September  of  this  year  on  the  NIH 
campus.  I  am  told,  Mr.  Chairman,  that  this  also  is  your  birthday. 
We  hope  you  will  be  able  to  attend  on  that  date,  and  I  will  lead  the 
chorus  of  singing  "Happy  Birthday  to  You"  as  we  break  ground  for 
that  facility. 

We  very  much  look  forward  to  those  two  events. 

The  President's  budget  will  enable  the  Department  to  realize  a 
$41  billion  or  8  percent  growth  over  1992,  for  total  outlays  of  $585 
billion.  Our  appropriation  request  for  HHS  programs  considered  by 
this  Committee  totals  $198  billion.  This  is  $19  billion  over  1992,  an 
increase  of  almost  11  percent. 

In  order  to  operate  within  the  constraints  of  the  budget  agree- 
ment, we  have  made  choices  in  this  budget  that  focus  funding  ex- 
pansions on  proven  and  targeted  interventions,  while  reducing 
funding  in  some  areas  of  more  general  assistance,  such  as  the  Low- 
Income  Home  Energy  Assistance  Program  and  the  Community 
Services  Block  Grant  Program.  In  this  way,  we  opt  for  concentrat- 
ed and  effective  action  where  it  is  needed  most. 

The  President's  budget  carefully  directs  additional  resources  to 
five  strategic  priorities.  The  first  is  a  priority  which  this  body  has 
heard  me  speak  of  many  times  before,  and  which  is  gaining  more 
and  more  recognition  as  central  to  America's  future.  This  priority 
is  improving  the  health  and  lives  of  America's  children.  The  1993 
budget  for  HHS  includes  $76  billion  for  health,  service,  and  income 
programs  benefiting  our  children,  an  increase  of  almost  10  percent 
for  1992. 

As  only  one  of  many  proposals  to  help  children,  we  are  request- 
ing the  largest  expansion  in  the  history  of  Head  Start  by  seeking 
an  additional  $600  million.  President  Bush  has  made  clear  his 
strong  commitment  to  this  program  by  more  than  doubling  Head 
Start  funding  since  he  took  office  in  1989.  Our  unprecedented  in- 
crease for  the  Head  Start  program  will  mean  that  every  eligible 
child  whose^  parents  want  them  to  participate  will  be  able  to  re- 
ceive a  year's  Head  Start  experience  before  entering  school. 

Expanding  access  to  health  care  for  the  disadvantaged  and  un- 
derserved  is  another  major  priority.  We  take  a  multifaceted  ap- 
proach toward  improving  the  availability  of  health  services  with  a 
special  emphasis  on  minority  and  underserved  populations.  This 


approach  is  an  integral  part  of  the  President's  broad  plan  for  im- 
proved health  in  America,  and  is  contained  in  the  President's 
health  care  reform  proposal.  We  are  requesting  an  increase  of  $90 
million  in  funding  for  our  Community  and  Migrant  Health  Cen- 
ters, as  well  as  almost  20  percent  additional  funding  for  the  Na- 
tional Health  Service  Corps  in  order  to  increase  the  supply  of  phy- 
sicians in  underserved  areas.  These  proposals  represent  only  a  few 
of  those  contained  in  our  Five-Point  Plan  for  improved  access. 

Supporting  the  prevention  of  death  and  disease  is  a  longstanding 
priority  of  this  Department.  Investments  now  in  the  health  of  our 
people  will  yield  valuable  benefits  in  the  future  and  help  to  re- 
strain the  growth  of  health  costs.  With  your  leadership  and  sup- 
port, Mr.  Chairman,  this  Department's  spending  for  prevention  has 
increased  by  more  than  50  percent  since  1989  to  a  total  of  $8.7  bil- 
lion. In  1993,  the  Department  will  continue  this  emphasis,  propos- 
ing an  additional  $111  million  for  several  high-priority  prevention 
programs.  These  prevention  programs  include  improving  the  levels 
of  child  immunizations,  reducing  the  incidence  of  lead  poisoning, 
expansion  of  breast  and  cervical  cancer  screening,  and  combatting 
a  worrisome  upward  trend  in  tuberculosis  cases. 

Nearly  one-third  of  the  Department's  discretionary  resources, 
$10.6  billion,  will  be  devoted  to  biomedical  and  behavioral  research. 
The  1990s  have  brought  unprecedented  momentum  and  opportuni- 
ty in  scientific  achievement.  The  record  levels  of  support  included 
in  this  budget  for  biomedical  and  behavioral  research  will  capital- 
ize on  this  momentum,  allowing  for  continued  advancement  in  the 
search  for  new  possibilities  for  improving  human  health  and  for 
controlling  health  care  costs.  We  are  asking  for  a  5  percent  or  $490 
million  increase  over  1992  funding  levels  for  this  important  priori- 
ty. This  budget  also  expands  special  research  initiatives  focused  on 
health  factors  unique  to,  or  more  prevalent  among,  women  and  mi- 
norities, as  well  as  provides  additional  research  opportunities  for 
minorities  interested  in  biomedical  research. 

The  President's  budget  remains  committed  to  the  war  against 
drugs.  This  budget  increases  resources  for  reducing  the  demand  for 
illegal  drugs  and  supporting  the  treatment  of  victims  of  drug 
abuse.  In  1993,  a  total  of  $2  billion,  which  is  an  increase  of  $226 
million  or  13  percent  over  1992,  will  be  directed  toward  drug  abuse 
research,  prevention,  and  treatment  activities.  Our  treatment  pro- 
grams for  1993  will  support  approximately  111,000  drug  abuse 
treatment  slots,  over  17,000  more  than  the  previous  year,  which  is 
more  than  an  18  percent  increase. 

In  conclusion,  this  is  a  budget  that  demonstrates  this  Adminis- 
tration's commitment  to  providing  for  the  health,  income  security, 
and  human  service  needs  of  the  American  people.  I  also  believe  it 
is  important  to  stress  this  Administration's  belief  that  we  must 
attend  to  more  than  the  content  of  our  Government  programs.  This 
Administration  strongly  subscribes  to  the  need  to  nurture  those 
values  and  commitments  which  underlie  the  activities  of  this  De- 
partment. I  have  often  called  for  the  resurgence  of  a  "culture  of 
character"  in  America — a  culture  of  strong  families  and  strong 
communities  in  which  we  reinforce  one  another  in  positive  choices 
and  behaviors.  This  Department  will  meet  with  only  limited  sue- 
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cess  unless  a  stronger  sense  of  personal  responsibility  is  encour- 
aged and  supported. 

The  choices  we  have  made,  I  believe,  are  choices  that  we  can  be 
proud  of,  and  which  will  best  prepare  us  for  the  future.  These 
choices  reflect  the  Administration's  interest  in  directing  the  re- 
sources available  to  this  Department  to  those  programs  which  have 
a  proven  track  record  and  which  pay  long-term  dividends  to  our 
citizens. 

Thank  you,  and  I  look  forward  to  working  with  you  for  this  budg- 
et's enactment. 
[The  statement  of  Secretary  Sullivan  follows:] 


STATEMENT  OOP  LOUIS  W.  SULLIVAN,  H.D. 
HOUSE  LADOR/HHS/ EDUCATION  APPROPRIATIONS  SUBCOMMITTEE 

FEBRUARY  19,  1992 


HA -2 

Mr.  Chairman  and  Members  of  the  Qanmittee,  thank  you  for  inviting 
me  here  today  to  discuss  the  budget  request  for  the  Department  of 
Health  and  Human  Services  (HHS)  for  fiscal  year  1993. 

Before  we  start  today,  I  want  to  take  this  opportunity  to 
recognize  the  many  accomplishments  of  Representative  Edward  R. 
Roybal,  who  announced  his  retirement  last  week.    Mr.  Roybal 's 
advocacy  for  our  Nation's  senior  citizens  and  minorities,  and  his 
leadership  in  the  oversight  and  management  of  our  health  and 
social  welfare  programs,  particularly  Social  Security  and 
Medicare,  are  worthy  of  the  greatest  respect  and  admiration.  I 
am  sure  I  am  not  alone  in  saying  we  will  miss  his  very 
knowledgeable  voice  on  these  important  issues. 

The  1993  HHS  budget  of  $585  billion  in  outlays  represents  a 
growth  of  $41  billion,  or  8  percent,  over  1992.    The  Department's 
overall  budget  accounts  for  nearly  40  percent  of  total  Federal 
budget  outlays  and  14  percent  of  domestic  discretionary  spending 
for  1993.    Our  appropriation  request  for  HHS  programs  considered 
by  this  Committee  totals  $198  billion.    This  is  $19  billion  over 
1992,  an  increase  of  almost  11  percent. 

In  order  to  operate  within  the  constraints  of  the  budget 
agreement,  we  have  made  choices  in  this  budget  that  focus  funding 
expansions  on  proven  and  targeted  interventions,  while  reducing 
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funding  in  some  areas  of  more  general  assistance,  such  as 
low-income  home  energy  assistance  and  the  Ccmmunity  Services 
Block  Grant  Program.    In  this  way,  we  opt  for  concentrated  and 
effective  action  where  it  is  needed  most.    Our  activities  can 
also  be  viewed  as  sound  investments,  and  not  wasteful 
expenditures  of  scarce  Federal  dollars. 

The  health  initiatives  outlined  in  the  discretionary  part  of  this 
budget  are  an  integral  part  of  the  President's  broad  plan  for 
improved  health  in  America.    Hie  President's  health  care  reform 
proposal  reflects  this  Adrrdriistration's  interest  in  finding 
answers  to  the  challenges  we  face  in  assuring  affordable,  quality 
health  care  for  all  Americans.    Our  budget  reflects  the 
President's  concerns  regarding  access  to  health  care.    We  take  a 
multi-faceted  approach  toward  improving  the  availability  of 
health  services  with  a  special  emphasis  on  minority  and 
underserved  populations.    This  approach  is  detailed  in  my 
discussion  to  follow  on  expanding  access  to  health  care. 

Improving  the  Health  and  Lives  of  America's  Children 

The  President's  budget  carefully  directs  additional  resources  to 
five  strategic  priorities.    One  of  these  priorities  is  improving 
the  health  and  well-being  of  children.    As  America's  next 
generation,  our  children  are  our  most  important  asset  and  deserve 
our  utmost  attention.    The  1993  budget  for  HHS  includes 
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$76  billion  for  health,  service,  and  income  programs  benefiting 
our  children,  an  increase  of  almost  10  percent  from  1992.  This 
includes  discretionary  programs  such  as  Head  Start;  and 
entitlement  programs,  such  as  Aid  to  Families  with  Dependent 
Children,  Medicaid,  and  Social  Security. 

We  are  requesting  the  largest  expansion  in  the  history  of  Head 
Start  by  seeking  an  additional  $600  million.    President  Bush  has 
made  clear  his  strong  commitment  to  this  program  by  more  than 
doubling  Head  Start  funding  since  he  took  office  four  years  ago. 
Our  unprecedented  increase  for  the  Head  Start  program  will  mean 
that  every  eligible  child  whose  parents  want  them  to  participate 
will  be  able  to  receive  a  year's  Head  Start  experience  before 
entering  school.    Head  Start  has  proven  to  be  an  excellent 
investment.    Studies  estimate  that  every  $1  spent  on  quality 
child  development  programs,  like  Head  Start,  save  approximately 
$6  in  future  human  service  costs. 

This  budget  will  also  devote  more  resources  to  helping  children 
and  pregnant  women  in  or  near  poverty  to  get  the  health  services 
they  need  through  recent  expansions  in  the  Medicaid  program. 
Medicaid  funding  for  mothers  and  children  will  increase  in  1993 
by  $4.2  billion,  to  more  than  twice  the  level  of  four  years  ago. 
Almost  850,000  more  children  will  be  covered  in  1993  than  were 
covered  the  previous  year. 
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To  help  States  provide  our  children  with  quality  services,  we  are 
proposing  to  reform  the  administration  of  State  child  welfare 
activities  through  the  creation  of  a  $1.3  billion  Comprehensive 
Child  Welfare  Services  program.      The  Comprehensive  Child  Welfare 
Services  program  will  siitplify  administrative  requirements  for 
the  States  as  well  as  provide  States  greater  flexibility  to 
design  innovative  programs  to  treat  and  prevent  child  abuse  and 
neglect.    In  addition,  this  budget  provides  an  increase  of 
$412  million  over  1992  for  all  child  welfare  activities. 

Expanding  Access  to  care  for  the  Disadvantaged  and  Underserved 

Expanding  access  to  health  care  for  the  disadvantaged  and 
underserved  is  another  major  priority.    We  have  a  Five-Point  Plan 
for  improving  access  to  care,  particularly  for  those  with  the 
most  need.    Many  Americans,  especially  those  who  live  in  inner 
cities  or  rural  areas,  do  not  benefit  from  the  wealth  of  medical 
services  currently  available.    These  budget  proposals,  which 
address  the  problem  of  access  to  care,  are  a  component  of  the 
President's  health  care  reform  package. 

First,  the  President  is  requesting  increased  funding  for  our 
Community  and  Migrant  Health  Centers.    We  are  proposing  an 
increase  of  $90  million,  or  15  percent,  for  this  program.  In 
awarding  these  new  funds,  we  will  target  new  resources  to  those 
areas  of  greatest  need.    This  program  expansion  is  key  to 
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reducing  the  disparity  between  the  health  of  minorities  and  that 
of  the  non-minority  population.    Emphasis  will  be  placed  on 
meeting  the  needs  of  areas  that  lack  the  availability  of  primary 
health  services,  where  there  is  a  racial  or  ethnic  differential 
in  health  status,  and  the  income  levels  are  significantly  lower 
than  the  median. 

Our  Five-Point  Plan  also  proposes  increasing  the  supply  of 
physicians  in  under  served  areas.    Thus,  we  are  seeking  a  funding 
increase  of  19  percent  for  the  National  Health  Service  Corps.  I 
am  personally  committed  to  the  rebuilding  of  the  Health  Service 
Corps,  which  will  have  increased  in  total  funding  from 
$48  million  in  1989  to  $120  million  in  1993.    The  concept  of 
medical  professionals  paying  for  their  schooling  through  service 
to  those  in  need  is  sound  and  valuable. 

Our  Five-Point  Plan  strengthens  prevention  education,  with  a 
special  emphasis  on  reducing  high  blood  pressure.  Uncontrolled 
high  blood  pressure  can  lead  to  stroke  and  end-stage  renal 
disease,  and  both  add  billions  of  dollars  to  America's  health 
care  bill. 

Finally,  our  Five-Point  Plan  includes  two  proposals  directly 
related  to  children.    We  are  proposing  a  new  Ready  to  Learn 
initiative,  funded  at  $6  million.    This  will  support 
demonstration  projects  that  will  test  the  benefits  of  linking 
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critical  health  services  with  the  school  setting  in  order  to 
identify  children  who  have  health  problems  which  may  compromise 
*-heir  ability  to  learn  in  school.    The  Ready  to  Learn  initiative 
will  focus  on  eliminating  as  many  of  these  problems  as  possible 
and  educate  both  children  and  their  families  about  health 
behaviors.    My  request  also  redoubles  our  efforts  to  assure  that 
all  children  eligible  for  the  benefits  of  the  Early  and  Periodic 
Screening  Diagnosis  and  Treatment  program  get  them. 

Supporting  the  Prevention  of  Death  and  Disease 

Supporting  the  prevention  of  death  and  disease  is  a  longstanding 
priority  of  this  Department.    Investments  now  in  the  health  of 
our  people,  particularly  our  children,  will  yield  valuable 
benefits  in  the  future  and  help  to  restrain  the  growth  of  health 
costs.    With  your  leadership  and  support,  Mr.  Chairman,  this 
Department's  spending  for  prevention  has  increased  by  more  than 
50  percent  since  1989  to  a  total  of  $8.7  billion.    In  1993,  the 
Department  will  continue  this  emphasis,  proposing  an  additional 
$111  million  for  several  high-priority  prevention  programs. 

We  will  invest  a  total  of  $349  million  to  improve  the  levels  of 
childhood  immunization,  an  increase  of  18  percent  over  the  1992 
level.    This  represents  an  increase  of  148  percent  since  1989. 
The  Department  will  use  this  increased  investment  to  raise 
immunization  levels  in  inner  cities  and  other  areas  where  the 


12 

HA- 8 

expected  health  returns  on  these  activities  are  certain  to  be 
high.    To  reduce  the  incidence  of  lead  poisoning  we  have  included 
$40  million  in  our  1993  budget,  an  88  percent  increase  over  1992. 
This  increase  will  support  grants  to  States  to  identify  low- 
income  children  at  risk  of  lead  poisoning  and  refer  those 
children  with  high  blood  lead  levels  for  medical  treatment.  A 
worrisome  upward  trend  in  tuberculosis  cases  will  be  met  with  a 
95  percent  increase  in  funding  over  1992  —  for  a  total  of 
$40  million  to  attack  this  recent  rise.    We  also  propose 
expansion  of  funding  for  breast  and  cervical  cancer  screening  to 
$70  million,  a  40  percent  increase  over  the  1992  level.  These 
funds  will  be  used  to  pay  for  mammograms  and  pap  smears,  public 
education  efforts,  and  to  improve  the  quality  of  our  existing 
projects. 

Investing  in  Biomedical  and  Behavioral  Research 

Nearly  one-third  of  the  Department's  discretionary  resources, 
$10.6  billion,  will  be  devoted  to  biomedical  research.    The  1990s 
have  brought  unprecedented  momentum  and  opportunity  in  scientific 
achievement.    That  is  why  investing  in  biomedical  and  behavioral 
research  continues  as  a  priority  of  this  Department.    Advances  in 
biomedical  and  behavioral  research  improve  the  quality  of  health 
care  while  helping  to  control  health  care  costs.    The  United 
States  currently  leads  the  world  in  biomedical  research,  and  it 
is  our  goal  to  continue  to  capitalize  on  our  advantage  and  pursue 
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such  important  areas  of  inquiry  as  the  causes  of  human  addiction 
to  drugs  and  alcohol,  treatments  for  the  devastating  consequences 
of  HIV/ AIDS ,  and  our  path-breaking  research  in  human  gene 
therapy.    We  are  asking  for  a  5  percent  or  $490  million  increase 
over  1992  funding  levels  for  this  important  priority. 

The  President's  budget  supports  a  record  number  of  research 
project  grants  within  the  National  Institutes  of  Health  (NIH)  and 
the  Alcohol,  Drug  Abuse  and  Mental  Health  Administration.  A 
total  of  24,611  grants  will  be  funded,  which  is  2  percent  more 
than  the  previous  year.    I  am  requesting  additional  funds  to 
support  research  by  the  Agency  for  Health  Care  Policy  and 
Research  on  ways  to  improve  the  quality,  affordability,  and 
access  to  health  care  for  this  Nation's  citizens,  complementing 
the  President's  comprehensive  health  care  reform  proposal. 

This  budget  also  expands  special  research  initiatives  focused  on 
health  factors  unique  to,  or  more  prevalent  among,  women  and 
minorities.    A  total  of  $89  million  for  women's  health  and 
minority  health  research  initiatives  is  requested,  and 
approximately  $20  million  is  requested  for  the  newly  established 
Office  of  Women's  Health  Research  and  the  Office  of  Minority 
Programs  in  NIH  to  guide  these  major  research  efforts.  The 
woman's  health  initiative  represents  the  second  year  of  a 
$625  million,  14-year  project  to  understand  more  fully  the  health 
and  disease  status  of  women  in  the  United  States.    Also,  within 
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NTH  alone,  this  budget  includes  $139  million  for  programs  whose 
primary  goal  is  to  increase  research  opportunities  for  minorities 
interested  in  biomedical  research.    Of  particular  note,  I  am 
requesting  $12  million  for  a  new  program  of  grants  to 
Historically  Black  Colleges  and  Universities  and  similar 
institutions  for  the  construction  of  biomedical  research 
facilities.    This  program  will  assist  these  schools  in  building  a 
research  infrastructure  to  allow  them  to  compete  more 
successfully  for  Federal  research  dollars. 

Reducing  Demand  for  Illegal  Drugs 

A  continuing  priority  of  this  Administration  is  reducing  the 
demand  for  drugs  and  supporting  the  treatment  of  victims  of  drug 
abuse.    In  1993,  a  total  of  $2  billion,  which  is  an  increase  of 
$226  million  or  13  percent  over  1992,  will  be  directed  toward 
drug  abuse  research,  prevention,  and  treatment  activities.  This 
Administration  is  continuing  to  increase  the  number  of  drug 
treatment  slots,  and  to  this  end  we  are  seeking  expansion  of  the 
Capacity  Expansion  Program,  providing  $86  million  in  funding, 
nine  times  the  level  of  funding  in  1992.    In  total,  our  treatment 
programs  for  1993  will  support  approximately  111,000  drug  abuse 
treatment  slots,  over  17,000  more  than  the  previous  year,  more 
than  an  18  percent  increase.    We  are  also  asking  for  increases 
for  programs  focused  on  improving  the  quality  of  drug  abuse 
treatment  services.    The  Treatment  Improvement  Program  will  grow 
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to  $174  million,  an  increase  of  35  percent  over  1992.  These 
grants  help  to  ensure  the  effectiveness  of  treatment  programs  to 
improve  quality  treatment  services  as  well  as  treatment 
facilities  and  staff. 

Drug  abuse  prevention,  just  as  in  all  of  our  health  programs,  is 
an  important  focus  in  our  efforts  to  combat  drug  abuse.  Since 
1989,  funding  for  our  drug  abuse  prevention  programs  has 
increased  by  170  percent.    Concentrating  on  populations  for  whom 
the  consequences  of  drug  abuse  are  most  dire,  the  President's 
budget  pledges  $63  million  for  the  High-Risk  Youth  prevention 
demonstration  program  and  $58  million  for  prevention  and 
treatment  demonstration  projects  focused  on  pregnant  and  post- 
partum women. 

Managing  for  Quality  into  the  Next  Century 

In  pursuing  these  important  health  and  human  service  priorities, 
this  Department  cannot  neglect  the  importance  of  efficient  and 
effective  management  practices  to  program  success.    This  is  why 
one  of  my  1993  budget  priorities  is  managing  for  quality  into  the 
next  century.    The  Social  Security  Administration,  for  example, 
is  putting  into  place  a  strategic  plan  to  guide  operations  into 
the  future.    This  is  important  because  the  work  of  SSA  impacts 
the  lives  of  nearly  every  American,  and  the  responsibilities  of 
that  agency  continue  to  grow.    The  Health  Care  Financing 
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Administration  has  also  begun  a  long-term  initiative  for 
improving  management  of  Medicare  through  reforming  the  program's 
contractor  operations.    In  addition,  through  Physician  Payment 
Reform,  which  became  effective  January  1,  1992,  we  will  make 
Medicare  payments  to  physicians  more  rational  and  equitable  by 
shifting  monies  from  overvalued  surgical  specialties  to 
undervalued  primary  care  services  and  from  urban  centers  to 
underserved  rural  areas.    This  budget  also  proposes  a  Public 
Health  Service  Capital  Improvement  Fund  to  assure  the  long-term 
value  of  capital  assets  of  agencies  within  the  Public  Health 
Service.    Throughout  HHS,  we  are  emphasizing  improvement  and 
integration  of  services  we  deliver  to  the  American  people. 

Finally,  one  of  my  most  important  ongoing  responsibilities  as 
Secretary  is  ensuring  the  continued  fiscal  integrity  of  Social 
Security,  Medicare,  and  Medicaid.    Outlays  for  all  Social 
Security  programs,  which  account  for  more  than  55  percent  of 
total  Department  spending,  will  increase  by  $16.9  billion  over 
1992  because  of  the  600,000  new  beneficiaries  and  an  estimated 
3  percent  cost-of-living  adjustment.    In  all,  the  Social  Security 
Administration '  s  funds  will  provide  important  benefits  to  over 
44  million  people  in  1993. 

Health  care  financing  continues  to  be  a  major  component  of  the 
Department's  budget.  Even  without  including  any  impact  of  the 
President's  health  care  reform  proposals,  spending  for  Medicare 
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benefits  will  be  about  $127.3  billion  in  1993,  more  than 
21  percent  of  Departmental  spending.    The  Federal  share  of 
Medicaid  will  add  an  additional  $84  billion,  or  14  percent  of  the 
Department's  budget. 

In  conclusion,  this  is  a  budget  that  demonstrates  this 
Administration's  commitment  to  providing  for  the  health,  income 
security,  and  human  service  needs  of  the  American  people.    I  also 
believe  it  is  important  to  stress  this  Administration's  belief 
that  we  must  attend  to  more  than  the  content  of  our  Government 
programs.    This  Administration  strongly  subscribes  to  the  need  to 
nurture  those  values  and  crannutments  which  underlie  the 
activities  of  this  Department.    I  have  often  called  for  the 
resurgence  of  a  "culture  of  character"  in  America  —  a  culture  of 
strong  families  and  strong  (communities  in  which  we  reinforce  one 
another  in  positive  choices  and  behaviors.    This  Department  will 
meet  with  only  limited  success  unless  a  stronger  sense  of 
personal  responsibility  is  encouraged  and  supported. 

The  choices  we  have  made,  I  believe,  are  choices  that  we  can  be 
proud  of,  and  which  will  best  prepare  us  for  the  future.  These 
choices  reflect  the  Administration's  interest  in  directing  the 
resources  available  to  this  Department  to  those  programs  which 
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have  a  proven  track  record  and  which  pay  long-term  dividends  to 
our  citizens.    These  are  priorities  which  can  best  be  described 
as  long-term  investments  in  America's  future.    Thank  you  and  I 
look  forward  to  working  with  you  for  this  budget's  enactment. 
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Mr.  Natcher.  Thank  you,  Mr.  Secretary. 

Mr.  Secretary,  from  time  to  time  we  hear  people  speak  of  the 
amounts  appropriated  for  Health  and  Human  Services,  for  Educa- 
tion, and  for  the  Department  of  Labor.  Some  people  complain 
about  the  amounts  being  high  and  too  much.  We  don't  believe  that 
on  our  subcommittee. 

Since  I  have  been  chairman  of  this  subcommittee,  Mr.  Secretary, 
when  you  go  back  and  look  at  the  figures,  you  are  a  little  surprised 
at  how  much  has  really  been  appropriated  and  spent  throughout 
the  government.  For  instance,  throughout  this  period  of  time,  in 
Defense  we  have  $3.1  trillion  during  this  12-year  period  that 
I  have  been  chairman  of  the  subcommittee;  for  Education,  about 
$208  billion,  for  Health  and  Human  Services  appropriation,  we 
have  about  $1,208  billion— not  too  much,  Mr.  Secretary,  by  any 
means. 

Public  Health  Service,  about  $122  billion;  National  Institutes 
of  Health,  during  this  12-year  period,  about  $71  billion;  if  I  had 
my  way,  it  would  be  $200  billion,  Mr.  Secretary,  I  don't  mind  telling 
you. 

Those  are  some  of  the  figures  that  we  see  from  time  to  time.  We 
say  to  anyone  who  will  listen  to  us  that  not  too  much  is  being 
spent  to  take  care  of  the  health  of  the  people  of  this  country  at  the 
Federal  level. 

Mr.  Secretary,  there  are  some  proposals  in  the  President's 
budget  and  in  your  budget  which  the  Congress  will  disagree  with. 
As  one  member  of  the  committee,  however,  I  want  to  begin  the 
hearing  by  saying  that  there  are  a  lot  of  positive  proposals  in  this 
budget,  as  I  mentioned  in  the  beginning,  that  are  excellent.  We  ap- 
preciate the  fact  that  the  budget  was  sent  up  in  that  manner. 

The  $600,000,000  increase  here  requested  for  Head  Start  will 
bring  us  close  to  our  initial  goal  of  serving  all  eligible  four-year-old 
children  in  this  country,  as  you  know.  The  $9,376,000,000  request 
for  the  National  Institutes  of  Health  will  fund  more  than  22,000 
grants,  including  5,800  new  awards.  This  is  the  largest  number  of 
grants  in  the  history  of  NIH.  Mr.  Secretary,  that  is  good. 

The  $52,000,000  increase  for  immunization  programs  will  allow 
millions  of  children  to  avoid  disability  as  a  result  of  entirely  pre- 
ventive illnesses,  such  as  measles,  mumps,  and  diphtheria.  As  you 
know,  the  $90,000,000  increase  for  Community  and  Migrant  Health 
Centers  will  provide  increased  access  to  health  care  services  for 
many  Americans,  including  those  who  have  lost  health  coverage  as 
a  result  of  the  current  recession. 

Mr.  Secretary,  there  are  many  reductions  in  the  budget  request 
that  we  have  before  us  that  we  probably  will  not  support,  but  I 
believe  you  and  the  President  should  be  given  credit  for  the  impor- 
tant increases  which  you  have  requested. 

THE  PRESIDENT'S  HEALTH  REFORM  PROGRAM 

Mr.  Secretary,  the  President  has  recently  announced  a  major 
health  reform  initiative  for  which  no  funds  have  been  requested  in 
the  1993  budget.  How  do  you  expect  this  proposal  to  impact  on  pro- 
grams under  the  jurisdiction  of  this  subcommittee?  What  would 
you  say  about  that,  Mr.  Secretary? 
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Secretary  Sullivan.  Mr.  Chairman,  let  me  thank  you  for  your 
very  kind  remarks.  We  appreciate  them.  We  put  together  a  budget 
within  the  resources  available  that  we  think  best  meets  the  needs 
of  our  citizens,  and  we  look  forward  to  working  with  you  and  your 
colleagues  on  the  subcommittee  in  developing  the  final  budget. 

The  President's  health  care  reform  proposal,  Mr.  Chairman,  is 
one  which  has  several  components  which  will  have  a  very  salutary 
effect  on  the  health  of  our  citizens  and  on  the  access  to  health 
care,  as  well  as  have  a  positive  impact  on  the  budget.  A  key  goal  of 
the  health  care  reform  proposal  of  the  President  is  to  expand 
access  to  health  insurance  for  every  American.  There  are  two  com- 
ponents by  which  this  is  to  be  achieved. 

First,  individuals  at  or  below  the  Federal  poverty  level  would  be 
eligible  for  an  insurance  tax  credit  for  the  purchase  of  insurance. 
The  tax  credit  is  worth  up  to  $1,250  for  an  individual  and  up  to 
$3,750  for  a  family. 

This  would  phase  out  at  150  percent  of  the  poverty  level,  but  at 
that  level,  those  individuals  would  then  be  eligible  to  receive  assist- 
ance in  the  purchase  of  insurance  through  a  tax  deduction.  That 
deduction  would  be  worth  up  to  the  same  amount  as  the  tax  credit, 
which  is  $1,250  for  an  individual,  $2,500  for  married  couples,  and 
$3,750  for  a  family.  Individuals,  married  couples,  and  families  with 
incomes  above  $50,000,  $65,000,  and  $80,000,  respectively,  would  be 
ineligible  for  either  the  credit  or  the  deduction.  Millions  of  Ameri- 
cans will  be  impacted. 

Second,  in  addition  to  providing  a  financing  mechanism  for  uni- 
versal access  to  insurance  we  call  for  ' 'insurance  security,"  to  pro- 
tect our  citizens  from  "job-lock."  There  are  individuals  who  are 
afraid  to  change  jobs  for  fear  that  they  would  not  be  able  to  get 
insurance  in  their  new  job.  Part  of  the  President's  proposal  is  one 
which  would  eliminate  that  problem  by  guaranteeing  the  continu- 
ation of  insurance  when  individuals  change  jobs,  without  interrup- 
tion. It  will  also  have  provisions  to  prevent  insurance  companies 
from  dropping  small  businesses,  as  sometimes  happens  now  if  an 
employee  or  a  dependent  of  an  employee  gets  a  major  illness. 

There  are  other  provisions,  such  as  eliminating  the  ability  of  in- 
surance companies  to  discriminate  against  people  with  preexisting 
conditions.  Insurance  companies  would  have  the  latitude  for  a  cer- 
tain period  of  time,  perhaps  up  to  six  months  after  the  purchase  of 
insurance,  in  which  they  would  not  be  required  to  be  reimbursed 
for  an  illness  for  a  preexisting  condition,  but  after  that  six-month 
period  is  over,  this  would  no  longer  apply. 

The  insurance  companies  would  also  be  required  to  provide  cov- 
erage to  all  small  businesses  who  want  insurance.  So  that  compo- 
nent of  insurance  security  would  be  there. 

But  the  financing  of  the  President's  proposal  would  be  carried 
out  primarily  through  greater  efficiency  in  the  dollars  that  we 
have  in  our  system  now,  which,  as  you  know,  Mr.  Chairman,  is 
$800  billion  from  both  public  and  private  sources.  We  propose  to  do 
this  by  several  mechanisms.  One  proposal  is  to  change  the  Medic- 
aid and  Medicare  systems  to  a  prospective  payment  system,  as  we 
did  in  1983  with  hospital  reimbursement,  rather  than  a  fee-for-serv- 
ice  system,  which  is  open-ended. 
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Many  examples  show  that  changing  to  a  coordinated  cure  pro- 
gram results  in  high  quality  of  care,  continuity  of  care,  reduction  of 
cost,  and,  most  importantly,  a  high  level  of  patient  satisfaction.  We 
have  seen  this  in  private  programs  and  also  in  Medicaid. 

The  State  of  Arizona,  for  example,  has  had  the  lowest  inflation 
rate  in  the  Medicaid  program.  They  have  a  Statewide  managed- 
care  program.  Last  week,  while  in  Philadelphia,  I  visited  a  Medic- 
aid coordinated  care  program  called  Health  Partners,  Inc.,  where 
they  have  been  able  to  provide  broader,  more  comprehensive  care 
to  a  Medicaid  population.  Not  only  are  they  providing  better  care, 
they  are  making  a  profit. 

Those  are  some  of  the  examples  that  lead  us  to  say  that  the  fi- 
nancing for  the  tax  credits  and  deductions  in  the  President's  pro- 
gram, which  would  total  some  $35  billion  when  fully  implemented, 
will  be  derived  by  greater  efficiencies  in  the  system. 

Another  cost-driver  with  the  President's  plan  addresses  is  the 
malpractice  crisis.  We  estimate  that  that  adds  $20  billion  to  $30  bil- 
lion of  expenditures  each  year  in  defensive  medicine. 

Finally,  our  research  is  designed  to  give  us  a  better  handle  on 
what  treatments  are  most  effective. 

In  our  budget,  as  part  of  the  President's  proposal,  we  are  propos- 
ing to  increase  the  dollars  for  community  health  centers  and  mi- 
grant health  centers  by  $90  million  for  a  total  of  $684  million.  Ap- 
proximately 126  sites  will  be  funded  under  this  program.  By  this, 
and  the  expansion  of  the  National  Health  Service  Corporation,  we 
will  enable  our  citizens,  with  financing  provided  through  our 
health  reform  proposal,  to  come  into  the  medical  system  early 
where  the  costs  of  their  care  will  be  less.  Our  inspector  general  has 
a  study  which  shows  that  the  Medicaid  payment  for  a  doctor's 
office  visit  in  the  State  of  Missouri  is  $17  for  non-emergency  care. 
If  for  the  same  illness,  the  patient  went  to  an  emergency  room,  the 
cost  would  be  $120  for  non-emergency  care. 

We  want  to  encourage  the  citizens  to  come  in  early.  The  care  will 
be  better,  the  costs  will  be  less,  and  it  is  through  those  mechanisms 
we  believe  this  program  will  be  financed. 

Mr.  Natcher.  Mr.  Secretary,  would  you  have  a  statement  insert- 
ed in  the  record  at  this  point  of  the  President's  health  reform  pro- 
posal, including  information  as  to  how  it  is  to  be  financed,  as  you 
just  explained  to  the  committee. 

[The  information  follows:] 

The  President's  plan  is  a  comprehensive,  market-based  reform  that  builds  on  the 
strengths  of  our  current  system  to  provide  access  to  affordable  insurance  for  all 
Americans. 

•  The  President's  plan  guarantees  access  to  health  insurance  for  all  the  poor  who 

have  incomes  below  the  tax  filing  threshold  through  a  transferable  health  in- 
surance tax  credit.  The  credit  is  $1,250  for  an  individual  and  $3,750  for  a  family, 
sufficient  to  purchase  a  basic  health  care  package.  Approximately  95  million 
Americans  would  receive  new  assistance  for  health  costs. 

•  The  President's  plan  provides  insurance  security  for  all  Americans.  The  fear  of 

"job  lock"  and  limits  on  the  availability  of  insurance  for  those  with  "preexisting 
conditions"  are  eliminated. 

•  The  President's  plan  would  reduce  the  cost  of  health  insurance  through  major 

market  reforms.  Smaller  businesses  would  be  pooled  into  larger  groups  called 
Health  Insurance  Networks,  or  HINs,  so  they  can  receive  the  same  health  cov- 
erage advantages  enjoyed  by  large  employers.  Millions  of  people  who  now 
cannot  find  affordable  insurance  will  be  helped. 


24 


•  The  President's  plan  provides  new  help  to  the  middle  class  to  pay  for  health  care 

by  providing  up  to  a  $3,750  deduction  for  individuals,  two-person,  and  larger 
families  with  annual  incomes  of  $50,000,  $65,000  and  $80,000,  respectively. 

•  The  President's  plan  encourages  broader  use  of  coordinated  care  in  private  plans, 

Medicare,  and  Medicaid.  State  mandated  benefit  and  anti-managed  care  laws 
would  be  pre-empted,  and  Medicare  reforms  would  provide  incentives  for  in- 
creased enrollment  uncoordinated  care  systems. 

•  The  President's  plan  will  use  the  power  of  an  informed  marketplace  to  help  con- 

trol costs  by  providing  consumers  with  better  information  and  by  giving  individ- 
uals the  resources  to  choose  the  coverage  that  best  meets  their  needs. 

•  The  President's  plan  would  reduce  administrative  costs  through  regulatory  re- 

forms that  ease  paperwork  burdens  and  administrative  actions  that  promote 
electronic  filing,  use  of  electronic  cards,  and  the  development  of  computerized 
medical  record  systems. 

•  The  President's  plan  includes  major  malpractice  reform  that  is  aimed  at  reducing 

health  costs  that  result  from  defense  medicine.  Tort  reforms  in  this  area  would 
include  capping  non-economic  damage  awards  and  promoting  alternative  dis- 
pute resolution. 

•  The  President's  plan  would  expand  services  in  underserved  areas  through  in- 

creased funding  to  Community  and  Migrant  Health  Centers  and  the  National 
Health  Service  Corps. 

•  The  President's  plan  would  curb  unsustainable  spending  growth  in  government 

health  programs  by  eliminating  excessive  payments  and  stemming  program 
waste  and  abuse. 

•  Finally,  the  President's  plan  emphasizes  prevention  and  personal  responsibility. 

The  FY  1993  budget  includes  $24.6  billion,  an  increase  of  18  percent  over  FY 
1992,  in  preventive  health  activities  such  as  WIC,  Head  Start,  and  child  immu- 
nizations, and  Healthy  Start. 

Mr.  Natcher.  I  would  like  to  say  to  the  committee  that  last 
night  the  Ranking  Minority  Member  on  this  subcommittee,  my 
friend  Carl  Pursell,  and  I  attended  a  wonderful  dinner  at  Union 
Station  for  the  20th  anniversary  of  the  signing  of  the  Cancer  Act  of 
1971. 

One  of  the  recipients  receiving  beautiful  awards  was  our  col- 
league, Joe  Early,  on  this  committee,  who  has  worked  hard  ever 
since  he  has  been  a  member  of  Congress  on  all  matters  pertaining 
to  health.  I  want  the  members  of  the  subcommittee  to  know  that 
Joe  Early's  statement  of  acceptance  really  took  care  of  our  subcom- 
mittee, as  he  always  does. 

Joe,  it  was  well-merited;  we  were  delighted,  Carl  and  I  and 
others. 

Mr.  Secretary,  you  were  one  of  the  recipients.  Granting  this 
award  to  you  was  well-merited  and  well-deserved.  It  was  a  lovely 
dinner.  As  I  said  to  Mr.  Early  early  this  morning,  Joe,  we  appreci- 
ate you.  Mr.  Secretary,  that  applies  to  you. 

Mr.  Pursell,  I  yield  to  you. 

Mr.  Pursell.  Thank  you,  Mr.  Chairman. 

Dr.  Sullivan  I,  too,  want  to  congratulate  you  and  Congressman 
Joe  Early  for  the  well  deserved  award.  There  should  have  been  one 
more  award  for  my  great  chairman,  Bill  Natcher  as  well.  I  am  ex- 
cited about  ground-breaking  for  the  NIH  building  in  honor  of  you 
Bill,  to  be  held  in  September.  This  honor  is  long  overdue. 

We  are  also  very  pleased  to  see  the  plans  for  the  building  com- 
memorating our  previous  ranking  member,  Silvio  Conte.  I  have 
seen  the  maps  and  diagrams  of  the  facilities  for  both  Silvio  and 
Bill.  I  think  we  are  on  the  right  track  honoring  these  two  great  na- 
tional leaders. 
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INFANT  MORTALITY 

Mr.  Secretary,  I  am  pleased  to  see  the  development  of  the  infant 
mortality  program.  Initially,  there  were  10  centers;  we  have  now 
moved  to  15.  I  understand  they  have  received  planning  moneys.  I 
wonder  if  you  could  give  us  an  update  of  progress  on  where  those 
needs  are. 

I  know  that  the  heavy  urban  centers  were  initially  targeted  and 
I  think  there  were  some  changes  to  modify  that  to  include  some 
rural  initiatives.  Jackson  County,  in  my  district,  with  my  help, 
started  an  infant  mortality  center.  That  center  won  the  State  of 
Michigan  Department  of  Health  award  last  week.  With  the  help  of 
the  Kellogg  Foundation,  we  established  a  new  clinic  with  doctors 
and  midwives  to  provide  prenatal  care  for  the  indigent  .  We  had  a 
heavy  infant  mortality  rate  in  Jackson  County.  We  brought  it 
down  dramatically  in  one  year. 

I  am  very  excited  about  what  that  kind  of  initiative  could  do  in 
the  big  cities  of  America.  I  wonder  if  you  would  help  us  along  a  bit 
on  where  we  are  in  the  second  year. 

Secretary  Sullivan.  Yes,  Mr.  Pursell,  I  will  be  glad  to. 

Let  me  commend  you  for  the  leadership  you  have  shown  in 
Michigan,  as  well  as  on  this  subcommittee,  in  working  with  us  on 
this  issue.  We  are  concerned  about  the  fact  that  we,  as  the  leading 
industrial  power  in  the  world,  do  not  do  well  in  terms  of  infant 
mortality.  We  rank  23rd  among  the  nations  in  terms  of  infant  mor- 
tality. We  must  do  better.  This  infant  mortality  rate  tells  us  how 
we  must  bring  our  technology  and  human  resources  to  bear  more 
effectively  in  reducing  infant  mortality  in  our  country. 

We  know  that  there  are  a  number  of  factors  that  are  responsible 
for  this.  They  include  access  to  health  care  and  the  personal  behav- 
ior of  our  citizens,  such  as  smoking,  which  adds  to  at  least  10  per- 
cent of  infant  mortality  and  low  birth-weight.  Other  factors  are 
teen  pregnancy,  lack  of  prenatal  care  in  the  first  trimester,  and 
drug  and  alcohol  abuse.  On  some  Indian  reservations,  the  incidence 
of  fetal  alcohol  syndrome  is  as  high  as  25  cases  per  1,000  live 
births.  That  is  a  shocking  statistic.  In  many  instances,  these  in- 
fants will  never  realize  their  full  potential  to  be  independent  citi- 
zens. So  we  are  working  with  this  Healthy  Start  initiative  to  ad- 
dress that. 

We  started  in  1991  with  $25  million  to  get  these  15  centers 
funded.  For  last  year,  we  requested  $139  million,  and  received  $64 
million.  In  our  request  this  year,  we  are  asking  for  $143  million. 
These  are  all  new  funds;  we  are  not  taking  dollars  from  elsewhere 
to  fund  this. 

The  15  sites  we  funded  were  13  urban  and  two  rural.  The  two 
rural  sites  are  Aberdeen,  South  Dakota,  which  includes  several 
Native  American  populations,  and  South  Carolina.  The  Healthy 
Start  Program  in  South  Carolina  is  a  statewide  effort. 

The  other  urban  sites  include  Washington,  D.C.;  Baltimore;  Bir- 
mingham; Boston;  Chicago;  Cleveland;  Detroit;  Lake  County, 
Indiana;  New  Orleans;  New  York  City;  Oakland;  Philadelphia;  and 
Pittsburgh. 

Mr.  Pursell.  Those  selections  were  based  on  areas  with  high 
infant  mortality  rates? 
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Secretary  Sullivan.  Yes,  these  sites  have  infant  mortality  rates 
of  at  least  one-and-a-half  times  higher  than  the  national  rate.  The 
national  rate  is  already  too  high.  In  addition  to  a  high  infant  mor- 
tality rate,  the  selection  criteria  favored  those  applicants  that 
showed  the  greatest  potential  for  bringing  community  resources  to- 
gether, both  public  and  private  agencies. 

Mr.  Pursell.  It  will  be  more  comprehensive,  the  effort? 

Secretary  Sullivan.  Yes.  We  provided  great  opportunity  for  di- 
versity in  approaches  because  what  we  want  to  learn  from  these  15 
demonstration  sites  is  v/hat  works  best.  For  example,  we  know  that 
if  we  bring  mothers  into  prenatal  care  in  the  first  trimester  of 
pregnancy,  this  lowers  the  infant  mortality  rate,  but  we  don't  have 
a  handle  on  what  is  the  best  mechanism  for  doing  that. 

I  will  give  you  an  example  of  the  impact.  Approximately  70  per- 
cent of  all  mothers  in  America  receive  prenatal  care  in  the  first 
trimester.  Among  blacks,  Hispanics,  and  Native  Americans,  be- 
tween 50  and  60  percent  receive  prenatal  care  in  the  first  trimes- 
ter. These  are  the  groups  in  which  the  infant  mortality  is  the  high- 
est. Among  whites  and  Cuban-Americans,  over  75  percent  receive 
care  in  the  first  trimester,  and  they  have  the  best  infant  mortality 
rate. 

About  four  months  ago,  I  was  in  Japan,  looking  at  their  health 
care  system.  It  was  rather  striking  that  Japan  invests  less  in  their 
health  care  system  than  we  do.  In  some  areas,  they  do  well,  such  as 
fiber  optics  and  instrumentation.  Their  cancer  hospital  in  Tokyo  is 
a  throwback  to  what  our  hospitals  were  like  in  the  1950s  and 
1960s.  Relatives  come  into  the  hospitals  to  help  with  nursing  care 
because  they  don't  have  nurses.  The  average  time  a  doctor  in  an 
office  spends  seeing  a  patient  is  three  minutes;  for  consultations,  it 
is  20  minutes.  Japanese  citizens  are  overmedicated.  This  is  partly 
because  Japanese  physicians  dispense  medicines  from  their  offices, 
and,  of  course,  they  receive  a  fee  for  that. 

In  spite  of  those  deficiencies,  they  have  the  lowest  infant  mortali- 
ty rate  in  the  world.  Why  is  that?  I  think  there  are  several  things 
related  to  lifestyle,  but  among  the  reasons  is  that  98  percent  of 
their  mothers  have  prenatal  care  in  the  first  trimester.  They  have 
better  outreach. 

These  15  demonstration  sites  are  designed  to  give  us  ideas  about 
how  we  can  better  deliver  the  tremendous  capabilities  in  our 
system  more  effectively.  We  will  use  this  information  to  mount  a 
broad  national  effort. 

Mr.  Pursell.  I  understand  they  have  gotten  planning  moneys 
and  will  be  beginning  the  first  initiative.  It  appears  that  we  are 
moving  out  of  Phase  One  and  maybe  into  Phase  Two  in  the  devel- 
opment of  those  facilities.  It  will  be  interesting  to  watch  them 
make  some  progress. 

One  last  problem — Vin  Weber  could  not  be  here.  He  had  a  lead- 
ership meeting  this  morning;  he  wanted  me  to  express  his  regrets. 
I  know  he  is  a  personal  friend  of  yours. 

PROMOTING  PREVENTION  AND  HEALTHY  BEHAVIOR 

I  notice,  through  various  federal  reports  and  publications  that  we 
don't  speak  a  lot  about  nutrition  and  exercise  in  the  role  of  preven- 
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tion.  I  see  various  areas  and  centers  in  my  district  where  people 
are  exercising.  I  almost  think  the  general  public  is  ahead  of  the 
government  in  terms  of  prevention  programs. 

I  would  note  that  even  though  we  talk  a  lot  about  it,  there  has 
not  been  a  big  initiative  in  those  fields.  With  all  the  research  and 
the  big  dollars  we  spend,  I  think  the  Federal  government  missed  a 
great  opportunity  to  promote  good  exercise  and  nutrition  programs, 
particularly  in  the  elementary  schools. 

I  realize  the  partnership  that  is  necessary  and  the  Federal  role.  I 
want  to  make  that  comment  for  the  record.  Maybe  we  will  talk 
about  it  another  time. 

Secretary  Sullivan.  Thank  you,  Mr.  PurselL 

I  agree  with  you  about  the  importance  of  prevention  and  im- 
proved health  behavior.  Regardless  of  what  we  do  in  terms  of  re- 
forming our  health  care  system,  this  is  not  going  to  be  sufficient  if 
we  don't  work  more  effectively  to  change  the  health  behavior  of 
our  citizens.  We  are  doing  quite  a  bit,  though  clearly  we  can  and 
should  do  more. 

Frankly,  I  have  been  disappointed  about  the  lack  of  attention  we 
can  get  from  the  media  to  help  us  get  this  message  out.  In  Septem- 
ber of  1990,  I  hosted  a  conference  here  at  the  Omni  Shoreham, 
where  we  announced  the  Nation's  preventive  health  goals.  We  an- 
nounced a  pamphlet,  Healthy  2000,  which  was  three  years  in  the 
making.  Dr.  Roper  at  CDC;  Mike  McGinnis  of  the  Disease  Preven- 
tion Office;  the  directors  of  FDA;  the  health  directors  from  the 
States  and  also  some  of  our  cities,  like  Houston  and  New  York;  and 
private  agencies  like  the  American  Heart  Association  were  all  in- 
volved. This  was  an  effort  involving  thousands  of  health  profession- 
als to  come  up  with  what  we  would  call  national  objectives,  300  ob- 
jectives under  22  priority  areas. 

Dr.  Samuel  O.  Thier,  who  has  since  left  to  go  to  Brandeis  Univer- 
sity as  president,  stated  that  this  was  one  of  the  most  important 
conferences  that  he  attended.  We  got  virtually  no  coverage  from 
the  media  there. 

I  agree  with  you.  We  have  data  that  show  that  people  who  are 
physically  active,  who  exercise  three  or  four  times  a  week,  not  only 
feel  better  and  look  better,  but  also  live  longer.  They  have  a  lower 
incidence  of  stroke  and  heart  attack.  If  they  have  diabetes,  it  is 
more  under  control.  Clearly,  exercise  is  invaluable. 

Since  I  have  been  Secretary,  I  see  that  my  Department  lives  pre- 
vention. We  have  been  working  to  install  a  fitness  center  at  each  of 
the  10  regions  around  the  country. 

Mr.  Pursell.  A  lot  of  private  companies  do  that.  They  bring 
down  absenteeism.  It  is  a  budget  management  thing. 

Mr.  Natcher.  Mr.  Smith. 

Mr.  Smith  of  Iowa.  Mr.  Chairman,  I  want  to  endorse  what  you 
say  about  Mr.  Roybal  and  Mr.  Early.  They  deserve  the  recognition. 
I  wanted  to  remark  about  the  big  dinner  last  night,  the  contribu- 
tion that  you,  Mr.  Secretary,  and  Mr.  Early  have  made.  I  did  not 
attend  that  high  cholesterol  dinner,  but  I  know  it  was  a  good  one. 
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DRUG  ABUSE  TREATMENT  AND  PREVENTION 

On  drug  abuse  treatment,  you  said  you  will  have  111,000  slots. 
How  much  per  slot  will  that  cost? 
[The  information  follows:] 

$801  million  is  requested  to  provide  up  to  111,000  Federally  funded  drug  abuse 
treatment  slots,  an  18  percent  increase  in  slots. 

Secretary  Sullivan.  The  cost  per  slot  for  fiscal  year  1993  would 
be  $5,507,  which  represents  a  6  percent  increase  over  the  cost  for 
the  current  fiscal  year. 

Mr.  Smith  of  Iowa.  What  percentage — has  this  changed  any,  or 
what  percentage  of  those  who  take  this  treatment  will  stay  off  of 
drugs  for  one  year? 

Secretary  Sullivan.  I  would  like  to  get  back  to  you  with  that 
data.  I  think  it  varies  between  programs.  We  have  a  lot  of  work  to 
do  to  be  sure  that  we  know  which  is  the  best  approach  for  drug 
abuse  treatment.  In  fact,  about  six  months  ago,  we  funded  two 
treatment  campuses — one  in  Secaucus,  New  Jersey,  affiliated  with 
the  New  Jersey  College  of  Medicine;  and  one  in  Houston,  Texas,  af- 
filiated with  a  college  in  Houston.  Under  these  treatment  pro- 
grams, we  can  have  up  to  five  different  drug  protocols  under  obser- 
vation. Some  of  the  treatment  programs  are  claiming  a  success  rate 
as  high  as  70  percent.  The  success  rate  for  others  is  considerably 
less  than  that.  Further,  the  harder  we  look  at  those  figures,  the 
less  secure  we  are  about  them. 

Mr.  Smith  of  Iowa.  I  know  on  our  other  committee,  where  we 
have  been  handling  quite  a  lot  of  drug  money,  we  looked  into  this  a 
year  ago,  and  it  turned  out  that  the  best  figures  we  could  get  would 
indicate  that  for  those  who  stayed  off  drugs  for  one  year,  it  cost 
$43,000  per  person.  There  are  so  many  that  don't  stay  off.  The 
second  time  they  go,  even  a  smaller  percentage  succeed. 

I  certainly  agree  with  you,  from  what  we  can  find  out,  nobody 
has  the  answer  to  what  kind  of  a  treatment  program  works  best. 
The  70  percent  one  you  talked  about  is  really  a  rugged  treatment 
program  most  people  would  not  go  into,  and  they  would  not  say  if 
they  did;  they  would  leave  the  third  day.  So  it  makes  a  lot  of  differ- 
ence what  kind  of  treatment  program  it  is. 

But  we  cannot  cure  this  drug  problem  just  with  treatment,  can 
we? 

Secretary  Sullivan,  No.  A  number  of  factors  have  an  impact, 
such  as  the  degree  of  community  support  that  the  individual  has, 
whether  there  is  a  strong  family  support,  if  there  is  a  very  good 
follow-up  program  in  the  community,  existence  of  peer  support, 
and  a  number  of  other  factors. 

We  look  upon  drug  addiction  as  a  chronic  relapsing  condition, 
and  we  know  that  it  will  require  very  strong  follow-up  and  support. 

That  is  one  of  the  reasons  that  we  are  trying  to  emphasize  even 
more  prevention  through  our  drug  abuse  prevention  and  education 
programs.  We  are  spending  more  than  $500,000,000  funding  pre- 
vention and  education  programs  around  the  country.  We  think 
that  there  we  get  a  much  better  return  on  the  investment. 

Mr.  Smith  of  Iowa.  So  in  the  long  term,  we  have  to  prevent 
people  from  becoming  casual  users? 

Secretary  Sullivan.  Very  definitely. 
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I  am  pleased  to  report  for  the  last  few  years  a  decline  in  casual 
use  among  our  teenagers.  On  the  other  hand,  we  are  concerned 
that  we  have  not  seen  a  decline  this  past  year  in  casual  drug  use 
among  those  35  years  and  older.  We  think  that  represents  a  differ- 
ent group  of  individuals.  The  data  now  seems  quite  clear  that 
among  teenagers  we  have  seen  a  remarkable  drop  in  casual  drug 
use  of  about  37  percent  during  the  last  two  high  school  senior  sur- 
veys that  have  been  done.  This  is  across  the  board  for  all  drugs, 
marijuana,  cocaine  and  other  drugs  as  well. 

The  effort  is  paying  off.  Our  prevention  efforts  must  be  an  ongo- 
ing effort,  coupled  with  efforts  to  interdict  the  flow  of  drugs  coming 
into  the  country. 

We  will  never  solve  the  problem  simply  by  trying  to  interrupt 
the  supply.  We  need  to  work  on  demand  reduction  so  our  citizens 
will  not  use  drugs. 

Mr.  Smith  of  Iowa.  I  certainly  agree  with  that  statment,  but  I 
will  add  to  it  that  we  will  also  never  solve  it  with  treatment  pro- 
grams. What  you  are  saying  coincides  with  what  the  principals  at 
schools  are  telling  me,  there  is  a  reduction  in  the  number  of  stu- 
dents that  are  willing  to  go  into  casual  use  of  drugs,  the  turna- 
round from  what  it  was  three  or  four  years  ago.  Do  you  have  any 
reason  why  that  is? 

Secretary  Sullivan.  One  of  the  surveys  has  shown  there  has 
been  a  change  in  attitude  by  high  school  students  about  drug  use. 

Mr.  Smith  of  Iowa.  What  has  caused  that? 

Secretary  Sullivan.  I  think  it  has  been  our  education  programs. 
[The  information  follows:] 

The  1991  High  School  Survey  data  shows  that  annual  use  and  lifetime  use  of  illic- 
it drugs  by  high  school  seniors  continues  to  decline.  This  is  an  indication  that  our 
prevention  and  education  programs  are  working. 

Mr.  Smith  of  Iowa.  Does  your  budget  reflect  the  need  for  more 
education  programs  or  are  they  the  kind  of  things  money  can  buy? 
[The  information  follows:] 

Yes,  our  budget  contains  drug  abuse  education  programs  which  focus  on  teens  in- 
cluding: $63  million  for  the  High  Risk  Youth  program,  $41  million  for  the  Runaway 
Youth  Drug  Prevention  program,  and  $11  million  for  the  Youth  Gang  Education 
and  Prevention  program. 

Secretary  Sullivan.  No.  We  have  dollars  for  our  education  pro- 
gram. 

For  example,  we  are  requesting  for  our  prevention  and  education 
programs  an  increase  from  $507  million  to  $542  million. 

Mr.  Smith  of  Iowa.  That  would  only  take  care  of  inflation. 

Secretary  Sullivan.  It  is  a  7  percent  increase  across  the  Depart- 
ment; inflation  was  estimated  at  less  than  4  percent. 

The  increases  are  in  prevention  and  education  in  HHS  and  also 
in  the  Defense  Department.  Clearly,  we  do  believe  that  education  is 
a  very  important  part  of  this  effort  and  must  be  an  ongoing  effort. 

Mr.  Smith  of  Iowa.  Do  we  have  education  programs  that  could  be 
increased  that  would  help  or  not? 

[The  information  follows:] 

We  are  requesting  a  9.4  percent  funding  increase  for  the  High  Risk  Youth  pro- 
gram. ADAMHA  believes  the  grantees  have  done  an  excellent  job  in  developing  in- 
novative approaches  to  preventing  substance  and  other  drug  abuse  among  youth, 
and  the  agency  is  willing  to  expand  the  program. 
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Mr.  Smith,  of  Iowa.  Do  you  think  it  is  going  to  be  all  we  can  do? 
Do  we  know  the  answer  in  the  education  area? 

Secretary  Sullivan.  Well,  it  is  always  hard  to  pinpoint  which 
education  programs  were  the  most  effective.  We  try  to  reinforce 
the  message  at  multiple  sites;  not  only  in  the  health  curriculum  in 
the  public  schools,  but  also  public  service  announcements  on  televi- 
sion and  radio,  and  through  community  centers  and  private  sector 
organizations. 

A  lot  of  our  dollars  fund  community-based  organizations  because 
they  not  only  have  access  to  our  young  people  but  a  level  of  credi- 
bility with  our  young  people  that  we  do  not  enjoy.  Clearly,  we  are 
committed  to  the  education  program,  and  this  is  an  ongoing  com- 
mitment. 

Mr.  Smith  of  Iowa.  My  time  is  up. 

Mr.  Natcher.  Mr.  Porter,  I  yield  to  you. 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Dr.  Sullivan,  the  American  people  are  very  delighted  to  have 
someone  of  your  intelligence,  commitment  and  ability  as  Secretary 
of  Health  and  Human  Services.  I  think  you  are  doing  an  outstand- 
ing job.  I  want  to  commend  you  for  it. 

Secretary  Sullivan.  Thank  you. 

THE  PRESIDENT'S  HEALTH  REFORM  PROGRAM 

Mr.  Porter.  I  want  to  talk  about  health  care  policy  and  reform. 

Some  of  the  gentlemen  on  my  left  support  a  reform  that  would 
put  the  government  in  charge  of  delivering  health  care  services  to 
the  American  people.  What  do  you  think  of  that? 

Secretary  Sullivan.  Mr.  Porter,  we  believe  a  more  effective  ap- 
proach is  to  continue  what  we  call  the  ' 'public-private  partnership" 
in  our  health  care  system,  in  which  approximately  85  percent  of 
the  care  is  delivered  in  the  private  sector.  The  reason  for  that  is 
that  there  is  a  greater  flexibility  in  the  private  sector.  We  harness 
the  creativity  and  innovation  in  the  private  sector. 

We  have  the  most  highly-trained  personnel — trained  not  in  gov- 
ernment institutions,  not  in  Federal  institutions,  but  primarily  in 
private  medical  schools  and  other  health  professional  schools. 

With  6  percent  of  the  world's  population,  we  have  61  percent  of 
the  Nobel  Prizes  in  the  sciences.  That  is  because  through  NIH,  the 
National  Science  Foundation,  and  other  government  agencies,  we 
fund  most  research.  It  is  not  done  in  Federal  laboratories,  but  in 
universities,  laboratories  and  medical  schools  around  the  country.  I 
believe  there  must  continue  to  be  a  partnership. 

The  Federal  Government  has  a  role  to  play,  but  that  role  is  to 
provide  for  those  citizens  who  have  no  other  resources  or  access, 
while  continuing  to  rely  on  the  strength  and  ingenuity  of  the  pri- 
vate sector,  which  is  responsible  for  the  advances  we  have  now. 
Look  at  other  countries  where  they  have  nationalized  systems.  You 
don't  find  the  strong  innovations,  the  new  pharmaceuticals,  medi- 
cal devices,  and  the  highly-trained  personnel. 

We  have  people  who  come  to  our  country  from  overseas  to  train 
in  health  care.  We  don't  have  Americans  going  to  Germany  or  Eng- 
land to  train  in  health  care.  I  believe  that  we  ought  to  continue  to 
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lead  with  our  strength,  and  our  strength  is  having  strong  private 
sector  involvement. 

Mr.  Porter.  It  is  said  the  United  States  has  the  strongest  health 
care  system  in  the  world  for  those  who  are  in  it.  One  of  the  criti- 
cisms of  the  President's  policy  that  has  been  announced  is  that  it 
still  leaves  out  some  5,000,000  Americans  from  reaching  coverage. 
Secondly,  there  doesn't  seem  to  be  anything  in  it  that  is  new  about 
controlling  costs,  and  thirdly,  the  criticism  that  my  colleague  from 
Michigan  mentioned,  there  is  not  much  in  it  that  leads  us  to  great- 
er emphasis  on  prevention.  Can  you  address  each  of  those  criti- 
cisms? 

Secretary  Sullivan.  Let  me  take  the  last  one  first.  On  preven- 
tion, I  should  have  pointed  out  earlier  that  our  total  budget  in- 
cludes $8.7  billion  for  various  prevention  programs.  That  repre- 
sents an  increase  of  more  than  50  percent  in  the  dollars  we  are 
spending  for  prevention  as  compared  to  1989. 

I  also  have  an  advisory  council  on  health  promotions  on  disease 
prevention  that  is  working  to  advise  me  on  ways  to  more  effective- 
ly get  prevention  built  into  lifestyles  for  our  citizens. 

We  are  committed  to  prevention,  but  again  that  has  to  be  a  long- 
term  effort.  It  cannot  be  a  "flash  in  the  pan,"  or  something  we  do 
for  only  a  few  years. 

The  experience  we  have  with  tobacco  use  has  illustrated  that. 
We  have  known  since  the  Surgeon  General's  report  in  1964,  about 
the  adverse  effects  of  tobacco  use.  We  have  seen  a  decrease  from  a 
total  of  40  percent  in  1964. 

Twenty-six  percent  of  our  citizens  still  use  tobacco.  It  does  take  a 
long  time.  I  hope  we  can  shorten  the  time  it  takes  to  get  informa- 
tion across  and  to  get  people  to  act. 

On  the  access  to  health  care  through  the  President's  proposal, 
our  estimates  are  that  there  could  be  as  many  as  5  million  people, 
with  the  President's  program  fully  implemented,  who  would  not 
still  be  uninsured.  These  people  would  have  made  that  decision 
themselves.  We  don't  think  this  is  a  wise  decision. 

The  President's  proposal  depends  on  the  citizens  exercising  their 
freedom  and  responsibility  to  get  insurance.  We  provide  the  mecha- 
nism. Through  the  President's  proposal,  every  person — unem- 
ployed, homeless,  at  the  poverty  level — who  is  not  currently  in  the 
system,  will  have  access. 

Those  5  million  who  might  end  up  without  insurance  are  likely 
to  be  young  healthy  people  who  make  a  decision  that  they  have  no 
need  and  will  take  the  chance.  We  don't  recommend  that. 

But  the  fact  is,  our  society  has  been  one  that  has  been  built  on 
personal  responsibility  and  freedom  of  choice.  It  is  my  responsibil- 
ity, and  that  of  the  rest  of  us  in  Government,  to  educate  our  citi- 
zens about  what  their  responsibility  is  and  to  do  everything  we  can 
to  remove  any  barriers.  But  our  citizens  themselves  have  to  take 
responsibility.  Contrasted  with  the  34  million  people  currently 
without  insurance,  this  would  represent  a  significant  improvement. 

On  the  cost  control  issue — we  have  some  very  effective  cost-control 
mechanisms  in  the  President's  proposal  but  they  are  based  on  free 
market  principles.  They  are  not  a  Government  fiat. 

We  have  not  had  good  experience  as  a  country  when  the  Govern- 
ment has  tried  to  control  prices.  You  are  only  putting  a  lid  on  a 
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pressure  cooker  that  will  blow  sooner  or  later,  either  in  the  deterio- 
ration of  services  or  other  dislocations. 

A  year  ago  I  visited  a  Fortune  500  company  with  a  coordinated 
care  program,  and  the  third  year,  per  capita  health  costs  declined 
from  $5,000  to  $3,000  per  employee.  That  company  saved  an  esti- 
mated $200  million  and,  most  important,  90  percent  of  their  em- 
ployees were  happy  with  the  system. 

Another  cost-control  effort  is  to  attack  the  malpractice  problem. 
The  President  is  proposing  to  alleviate  pressure  here. 

There  are  a  number  of  other  provisions  that  we  have  in  the 
health  reform  proposed,  but  one  of  the  most  important  ways  is  to 
encourage  our  citizens,  with  this  financing  mechanism,  to  come 
into  the  doctor's  office  earlier.  Thirty  or  forty  dollars  would  treat 
your  influenza  or  pain  back  there,  rather  than  $250  to  treat  the 
same  medical  problems  in  the  emergency  room. 

The  quality  of  the  care  in  the  emergency  room  is  frequently  not 
as  good  as  in  the  doctor's  office.  Those  doctors  are  distracted  by 
gunshot  wounds,  automobile  accident  victims,  burn  victims,  et 
cetera.  It  is  through  this  combination  of  measures  for  cost  control 
that  really  will  preserve  the  freedom  of  choice  in  our  system,  and 
we  think  these  measures  will  work. 

Mr.  Porter.  I  am  pleased  to  see  the  President  has  a  comprehen- 
sive tort  reform  in  his  suggestions.  I  hope  you  will  advise  the  Presi- 
dent that  anything  he  signs  has  to  include  that  component  so  we 
don't  continue  to  waste  billions  and  billions  of  dollars  on  defensive 
medicine. 

Weren't  you  shocked  as  I  was  shocked  to  hear  last  week  that  a 
nursing  home,  I  think  it  was  in  Tennessee  or  Kentucky,  took  15 
medicaid  patients  and  invited  them  out  the  door,  because  they 
were  not  going  to  provide  any  further  long-term  care  to  them  be- 
cause their  Medicaid  payments  were  either  too  small  or  delayed? 
Can  we  afford  that  kind  of  system  in  our  country? 

Secretary  Sullivan.  Mr.  Porter,  I  had  not  heard  that  but  I  find 
that  shocking  and  really  cruel.  As  a  society  we  do  have  a  responsi- 
bility to  each  other. 

I  believe  our  role  in  the  Federal  Government  is  to  try  and 
remove  barriers  that  get  in  the  way.  The  President's  proposal  ad- 
dresses the  acute  care  problem. 

The  problem  of  long-term  care  is  one  that  we  are  working  on.  We 
know  we  have  to  come  up  with  answers.  It  is  a  more  complex  prob- 
lem, and  while  it  is  a  significant  problem  that  needs  solutions,  we 
think  the  acute  care  crisis  needs  to  be  resolved  first.  This  would, 
hopefully,  not  only  give  us  the  time,  but  also  the  resources,  needed 
to  address  the  long-term  care  problem. 

So  far  as  the  Medicaid  system  is  concerned,  there  are  a  number 
of  problems  with  the  way  it  works,  and  we  know  it  can  work 
better.  That  is  why  we  are  advocating  in  the  President's  proposal 
to  change  from  a  fee-for-service  system  to  a  capitated  system.  A  co- 
ordinated care  program  with  capitation  for  Medicaid  recipients 
would  be  the  standard,  and  those  states  that  want  to  continue  on  a 
fee-for-service  system  would  apply  for  a  waiver  to  do  that.  This 
works  for  private  companies  as  well. 

We  have  examples  to  cite  where  this  is  working,  people  are  get- 
ting very  good  care,  very  comprehensive  care.  Their  level  of  satis- 
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faction  is  high,  and  the  organizations  providing  that  care  are 
making  a  profit.  So  we  know  that  it  can  be  done. 

We  know  there  are  Medicaid  mills  around  the  country.  These 
Medicaid  mills  give  fragmented,  inadequate  care,  and  the  outcomes 
of  those  mills  leaves  much  to  be  desired  in  terms  of  medical  out- 
comes. 

Mr.  Porter.  It  seems  to  me  politically  that  the  President  has 
proposed  the  least  intrusive  reforms,  some  from  the  other  side  are 
the  most  intrusive  reforms.  I  can  see  Congress  passing  the  most  in- 
trusive reforms  and  the  President  refusing  to  sign  them. 

I  can  see  the  Congress  refusing  to  pass  the  President's  program 
and  remaining  in  stalemate  on  all  of  this  as  time  goes  on.  I  wonder 
if  we  should  not  be  looking  ahead  to  that  kind  of  stalemate  and 
trying  to  find  a  universal  access  system  where  every  single  Ameri- 
can is  covered  and  provided  the  same  basic  health  care,  on  the 
same  standard  that  is  based  not  on  the  government  providing  the 
service,  but  on  what  we  do  best  in  American,  free  enterprise  and 
competition,  and  build  that  universal  access  in  the  private  sector.  I 
am  just  lobbying  you  a  little  bit  on  that. 

Secretary  Sullivan.  Well,  thank  you.  I  would  hope,  Mr.  Porter 
that  this  year,  with  the  number  of  proposals  that  are  out  there — 
the  President's  proposal  and  that  of  a  number  of  our  Democratic 
leaders  in  the  Congress — we  can  have  a  full  discussion  on  health 
care  reform. 

First  of  all,  I  think  our  citizens  need  to  be  informed.  One  of  the 
first  crises  I  confronted  when  I  came  into  this  office  was  the  efforts 
underway  in  March  of  1989  to  repeal  the  catastrophic  insurance.  I 
argued  against  that,  but  that  argument  did  not  carry  the  day. 

One  of  the  reasons  I  believe  the  catastrophic  insurance  proposal 
failed  was  that  there  had  not  been  adequate  information  provided 
to  the  public  about  what  really  was  underway.  I  think  Congress 
felt  that  the  people  understood  the  proposal.  That  was  in  error. 

Now  we  are  talking  about  our  entire  system,  a  $800  billion 
system  representing  13  percent  of  our  GNP.  So  clearly  I  believe — I 
know  this  is  an  election  year — that  there  is  a  time  for  statesman- 
ship on  both  sides,  that  the  American  people  really  expect  that 
from  us. 

We  can  solve  this  problem,  but  it  is  not  going  to  be  solved  unless 
we  work  together.  I  hope  we  can  work  together  on  both  sides  of  the 
Congress  and  come  up  with  solutions. 

Even  if  we  cannot  get  everything  done  this  year — I  think  there 
are  some  things  on  which  everybody  agrees.  Malpractice  reform, 
for  example,  must  occur. 

As  you  indicated,  malpractice  claims  use  $20  billion  to  $30  billion 
and  not  a  single  penny  provides  needed  health  care.  Insurance  se- 
curity I  think  is  another  thing  that  we  could  agree  on. 

I  hope  that  we  could  go  even  beyond  that.  We  will  see  as  the 
year  develops. 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Mr.  Obey,  I  yield. 

Mr.  Obey.  Mr.  Secretary,  I  am  supposed  to  be  in  the  caucus  ex- 
pressing my  minimum  high  regard  for  our  tax  package.  I  need  to 
leave  here  very  quickly. 
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I  have  even  more  minimum  high  regard  for  the  President's  tax 
package.  I  will  keep  my  questions  short  and  I  would  appreciate  it  if 
you  will  keep  your  answers  short  because  I  have  to  go. 

BUDGET  REDUCTIONS 

The  President's  budget  proposes  to  eliminate  the  Farm  Safety 
and  Health  Program  in  NIOSH,  currently  funded  at  $21,485,000. 
Page  100  of  the  budget  justification  states  that — while  the  ac- 
tivities supported  by  these  funds  are  related  to  the  Year  2000  Ob- 
jectives the  administration  believes  that  continuing  CDC  support 
for  Farm  Safety  and  Health  is  a  lower  priority  than  for  other  pre- 
vention services,  such  as  immunization,  lead  screening  and  breast 
and  cervical  cancer  prevention. 

I  am  the  person  who  last  year  offered  the  amendment  in  the  sub- 
committee to  increase  funding  to  approve  the  administration's  re- 
quest for  immunizations,  so  I  don't  need  to  be  persuaded  on  the  im- 
portance of  that. 

Are  you  aware,  Mr.  Secretary,  that  dairy  farm  wives  experience 
more  frequent  incidence  of  breast  cancer  than  most  other  women? 

Secretary  Sullivan.  I  was  not  aware  of  that. 

Mr.  Obey.  That  happens  to  be  the  fact.  In  light  of  that  fact  I  find 
the  statement  in  the  administration's  justifications  kind  of  ironic. 

Can  you  tell  me  which  three  occupations  have  the  highest  rates 
of  injuries  and  fatalities  since  the  mid  1970s? 

Secretary  Sullivan.  I  believe  these  are  construction  workers, 
farm  workers  and  transportation  workers. 

Mr.  Obey.  Since  1970,  agriculture  injuries  rate  in  the  top  three. 
They  have  traded  places  with  commercial  fishing  and  mining. 

It  seems  to  me  on  cancer  grounds  the  administration  is  suggest- 
ing that  the  need  to  deal  with  occupational  safety  and  health  in 
the  agriculture  community  is  of  lower  priority.  I  found  that  very 
strange. 

Secretary  Sullivan.  Could  I  comment  on  that,  Mr.  Obey? 
Mr.  Obey.  Sure. 

Secretary  Sullivan.  In  my  opening  statement  I  commented  we 
face  difficult  choices  in  establishing  priorities  within  the  available 
dollars.  Phasing  out  some  of  those  programs  does  not  mean  we  are 
not  supporting  them,  but  that  support  for  them  continues  in  other 
areas.  We  have  a  $524  million  women's  health  initiative  to  look  at 
problems  such  as  breast  cancer. 

Mr.  Obey.  I  certainly  understand  that. 

Let  me  simply  make  the  point  that  there  are  five  times  more  fa- 
talities per  capita  in  agriculture  than  in  other  occupations  on  aver- 
age in  this  country. 

It  seems  to  me  that  to  call  health  and  safety  funding  in  that  area 
a  low  priority  miscounts  the  numbers  and  miscounts  the  threat. 

Let  me  ask  you  this:  Do  you  know  how  much  higher  the  per  cap- 
ital expenditure  on  mine  safety  is  than  it  is  on  agricultural  safety 
in  the  budget? 

Secretary  Sullivan.  No,  I  am  not  familiar  with  that  figure. 

Mr.  Obey.  Ten  times.  Yet  there  are  more  deaths  in  agriculture 
than  there  are  in  mining.  It  just  seems  to  me  that  the  administra- 
tion's priorities  in  this  case  are  misplaced. 
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Let  me  go  to  another  point  because  I  really  cannot  let  Mr.  Porter 
get  away  with  his  description  of  what  his  friends  on  his  left  want 
by  way  of  health  care. 

Mr.  Porter.  Some  of  them. 

COORDINATED  CARE  PROGRAMS 

Mr.  Obey.  I  know  of  no  one  in  the  Democratic  party,  at  least  in 
the  House  of  Representatives,  no  one  who  wants  a  government-run 
system.  I  know  of  no  one  who  suggests  that  we  ought  to  nationalize 
physicians,  or  nationalize  hospitals. 

In  fact,  I  personally  prefer  a  major  role  for  the  private  sector.  It 
seems  to  me  that  the  question  is  whether  or  not  the  private  sector's 
role  will  be  played  in  such  a  way  that  is  conducive  to  effective  cost 
control  or  whether  it  will  not  be.  It  seems  to  me  that  is  the  issue. 
And  whether  it  is  conducive  to  delivering  service  to  every  Ameri- 
can by  virtue  of  the  fact  that  he  or  she  happens  to  live  in  this 
country. 

Let  me  ask  you,  I  have  been  at  various  times  in  my  public  life  a 
fan  of  managed  care.  Isn't  it  true  that  managed  care  premiums 
have  been  increasing  at  roughly  the  same  rate  as  other  health  in- 
surance premiums? 

Secretary  Sullivan.  There  have  been  premium  increases,  but 
when  you  look  at  the  overall  cost  for  the  care  given,  I  think  there 
are  many  examples  where  coordinated  care  has  resulted  in  very 
significant  savings. 

Mr.  Obey.  I  am  not  asking  that.  Isn't  it  true  that  the  cost  in- 
creases for  managed  care  and  other  insurance  premiums  have  been 
roughly  the  same? 

Secretary  Sullivan.  In  some  instances  that  is  correct. 

Mr.  Obey.  My  understanding  is  over  the  past  three  years  man- 
aged care  has  increased  15  percent  while  other  premiums  have  in- 
creased by  17  percent  so  that  is  less  than  a  2  percent  difference. 

Secretary  Sullivan.  What  is  really  important  here  is  the  overall 
cost  of  the  health  services.  In  the  examples  I  have  given  I  think 
there  are  very  impressive  savings.  The  State  of  Arizona,  which  is 
the  one  State  with  a  coordinated  care  program  for  Medicaid,  has 
the  lowest  rate  of  increase  of  any  State,  for  example. 

Mr.  Obey.  You  just  indicated  in  your  statement  that  you  thought 
that  we  would  have  some  success  in  moving  to  a  capitalization  pay- 
ment system  for  doctors  similar  to  what  we  have  done  with  hospi- 
tals with  DRGs.  My  impression  is  that  with  both  DRGs  and  any 
other  system  we  are  likely  to  impose  will  probably  work  for  the 
first  few  years  but  then  people  will  learn  how  to  work  the  system. 

While  I  don't  oppose  that,  I  am  not  at  all  confident  that  it  will 
lead  to  much  cost  savings. 

The  administration  is  suggesting  that  we  squeeze  further  on  the 
cost  of  Medicare/ Medicaid  in  order  to  achieve  some  control  over 
costs  in  health  care  and  the  administration  and  to  in  fact  pay  for  a 
portion  of  its  health  care  plan  by  doing  that. 

Isn't  that  simply  going  to  result  in  massive  cost  shifting?  Aren't 
you  really  going  to  have  physicians  and  doctors  who  are  simply 
going  to  shift  that  cost  to  persons  who  have  private  insurance  poli- 
cies? 
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Secretary  Sullivan.  What  we  would  envision,  Mr.  Obey,  is  a  pri- 
vate sector  that  also  is  going  to  be  watching  costs  and  not  allowing 
that  to  happen.  We  see  cost  savings  also  occurring  through  changes 
in  behavior. 

Mr.  Obey.  Are  you  asserting  that  if  we  reduce  the  funding  for 
Medicaid  and  Medicare  as  the  administration  suggests,  are  you  as- 
serting that  that  will  not  result  in  cost  shifting? 

Secretary  Sullivan.  We  are  not  reducing  Medicaid  and  Medi- 
care. Those  dollars  are  going  up.  We  are  working  to  restrain  the 
rate  of  increase. 

Mr.  Obey.  Are  you  asserting  that  that  will  not  result  in  cost 
shifting  to  private  insurance? 

Secretary  Sullivan.  The  system  is  designed  to  save  dollars  by 
getting  rid  of  some  of  the  unnecessary  

Mr.  Obey.  That  is  not  answering  my  question.  Are  you  asserting 
that  it  will  not  result  in  cost  shifting? 

Secretary  Sullivan.  This  is  not  business  as  usual.  We  are  work- 
ing to  change  the  system.  First  of  all,  we  want  to  give  everyone 
access  to  insurance  and  then  see  that  they  come  into  the  system 
early  and  not  late  as  so  often  is  the  case.  Through  coordinated 
care,  we  hope  to  really  address  such  things  as  Medicaid  mills.  Some 
of  our  costs  are  the  result  of  expenditures  that  are  not  effective  in 
giving  good  care. 

Mr.  Obey.  I  totally  agree  with  that.  I  don't  agree  with  the  asso- 
ciation that  it  will  not  result  in  cost  shifting. 

Any  thoughtful  person  would  not  be  in  favor  of  continued  fund- 
ing of  Medicaid  mills. 

Mr.  Secretary,  I  am  out  of  time.  Let  me  say  that  when  I  look  at 
the  administration's  health  care  plan,  I  am  reminded  of  a  fellow 
who  used  to  serve  with  me  in  the  legislature  who  every  time  some- 
one pointed  out  to  him  that  he  was  a  lawyer  would  say,  well,  it  is 
true  I  am  a  lawyer,  but  I  am  not  much  of  a  lawyer. 

I  guess  my  point  would  be  simply  to  say  this,  I  welcome  the  rec- 
ommendations finally  but  this  is  a  problem  that  requires  a  national 
approval.  I  welcome  the  fact  that  the  President  has  produced  a 
health  plan.  As  my  old  friend  would  say,  it  ain't  much  of  a  health 
plan.  It  is  better  than  nothing  but  I  hope  that  we  will  be  able  to 
work  with  the  administration  to  expand  it  to  provide  better  care 
for  everyone. 

If  we  don't,  I  would  hate  to  see  the  day,  which  is  predicted  by 
most  people,  when  in  seven  years  the  cost  of  delivering  health  care 
to  American  families  will  double  from  $6,500  to  $14,000  per  family. 
I  think  my  greatest  concern  about  the  administration's  package  is 
that  I  don't  think  it  does  a  whole  lot  to  prevent  that  cost  from 
coming. 

Mr.  Natcher.  Mr.  Roybal,  as  you  were  entering  the  room  this 
morning  for  the  hearing,  Secretary  Sullivan  was  nice  enough  to 
make  an  awfully  nice  statement  about  your  tenure  in  the  Congress. 
He  announced  your  retirement.  All  of  us  on  the  subcommittee  will 
miss  you.  You  have  served  with  distinction  and  honor  as  a  Member 
of  Congress.  No  one  has  worked  harder  on  this  committee  for  the 
health  programs  than  you  have. 
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I  want  you  to  know  when  we  are  finished,  we  will  miss  you.  No 
one  has  ever  served  from  your  State  and  established  a  better 
record  than  you  have. 

I  will  yield  to  you. 

Mr.  Roybal.  Thank  you,  Mr.  Chairman. 

Also  thank  you,  Secretary  Sullivan,  for  your  kind  remarks  in 
your  opening  statement. 

I  would  like  to  congratulate  you  for  the  excellent  job  that  you 
are  doing  in  spite  of  many  obstacles.  I  think  that  working  together 
with  this  committee  we  can  improve  the  health  of  the  people  of  the 
United  States. 

SLIAG  FUNDING 

Mr.  Sullivan,  I  have  some  questions  that  go  back  to  last  year  per- 
haps but  questions  that  would  probably  answer  the  situation  with 
regard  to  the  future.  The  1992  conference  report  recommended  that 
you  distribute  SLIAG  funds  to  the  states.  On  one  hand  we  are  told 
that  no  funds  are  available  for  distribution.  On  the  other  hand, 
CBO  tells  us  that  there  is  $110,000,000  available  for  such  purposes. 

What  is  the  true  situation?  And  what  will  become  of  the  people 
who  are  the  beneficiaries  of  these  monies? 

Secretary  Sullivan.  The  situation  with  SLIAG  is  as  follows. 
Most  of  the  States  have  unused  funds  totaling  more  than  $600  mil- 
lion from  previous  appropriations.  Even  with  that,  they  will  still 
receive  a  full  $1.1  billion  which  includes  $300  million  in  fiscal  year 
1992  and  the  rest  in  fiscal  year  1994  to  see  that  we  meet  the  needs. 

The  fact  that  they  have  not  utilized  all  the  funds  that  have  al- 
ready been  made  available  means  that  there  is  some  uncertainty 
about  when  the  States  will  utilize  all  of  those  funds. 

But  there  is  that  $600  million  which  has  not  been  utilized. 

Mr.  Roybal.  What  about  the  offset  funds?  The  true  figure  is 
$110,000,000  available  for  that  purpose  in  offset  funds.  The  State  of 
California,  e.g.,  has  not  received  any  of  these  monies  even  though 
they  may  have  very  little  money  on  hand  at  the  moment. 

What  is  the  situation  with  regard  to  offset  funds? 

Secretary  Sullivan.  Yes,  we  have  recently  done  an  analysis  of 
our  Federal  offset  funds  and  have  concluded  that  our  current  esti- 
mate of  $460  million  is  appropriate  and  really  does  not  justify 
being  modified  at  this  time. 

This  is  based  upon  data  received  from  the  States  from  their  Med- 
icaid, AFDC,  and  food  stamp  costs.  We  believe  that  we  are  provid- 
ing the  funds  that  the  States  can  justify. 

Mr.  Roybal.  In  other  words,  you  are  telling  me  then  that  the  so- 
called  "offset  funds"  do  not  exist,  the  $110,000,000  that  the  CBO  es- 
timates is  available  is  in  fact  not  available? 

Secretary  Sullivan.  No.  Some  $600  million  has  been  made  avail- 
able to  the  States  which  has  not  yet  been  utilized.  It  is  difficult  to 
believe  that  other  dollars  are  needed  if  those  dollars  have  not  been 
utilized. 

Mr.  Roybal.  That  is  not  what  the  people  in  the  State  of  Califor- 
nia have  told  me  in  the  last  couple  of  months.  The  governor  of  the 
State  of  California  actually  believes,  as  I  do,  that  at  least  that  State 
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needs  the  money  now  and  those  $110,000,000  have  not  been  made 
available  to  any  State  much  less  the  State  of  California. 

Secretary  Sullivan.  We  would  be  happy  to  review  this  with  the 
California  officials,  but  the  data  that  I  have  from  my  staff  review  is 
that  we  have  a  total  of  $600  million  that  is  available  from  previous 
appropriations  which  have  not  been  utilized. 

Mr.  Roybal.  Other  states  have  excess  monies  right  now,  that  I 
know.  They  don't  need  anymore  money  but  the  State  of  California 
does  need  more  money.  I  think  it  would  be  a  great  idea  to  sit  down 
with  officials  from  the  California  delegation  to  come  to  an  under- 
standing with  regard  to  that  State. 

Secretary  Sullivan.  We  will  be  happy  to  review  this  with  the 
California  officials. 

Mr.  Roybal.  The  other  thing  that  concerns  me  is  with  regard  to 
your  proposed  deferment  of  $823,000,000  in  SLIAG  funds  to  fiscal 
year  1994.  Now,  in  1994,  there  will  be  just  a  few  legalized  aliens 
who  will  be  eligible  for  SLIAG  funds.  Why  the  deferment? 

Secretary  Sullivan.  Well,  as  I  mentioned,  because  of  the  fact 
that  some  of  the  funds  that  have  been  made  available  have  not 
been  utilized,  what  we  propose  to  do  is  to  have  $300  million  of  that 
available  in  1993,  and  the  other  $823  million  in  1994. 

Mr.  Roybal.  $300,000,000  is  less  than  half  of  what  should  be 
made  available  to  all  the  States,  particularly,  again,  to  the  State  of 
California.  The  only  State  that  is  suffering  the  consequences  of  this 
is  the  State  of  California. 

When  you  have  all  these  funds  for  the  other  States,  and  all  the 
other  States  have  money  and  one  State  does  not,  it  seems  to  me 
that  an  accommodation  has  to  be  reached  of  some  kind.  Do  you 
agree? 

Secretary  Sullivan.  Well,  we  will  be  happy  to  work  with  the 
California  officials.  One  of  the  questions  that  raises  is,  if  there  are 
funds;  that  other  States  have  allocated  and  don't  need,  do  we  have 
the  legislative  authority  to  indeed  reallocate  those  dollars  or  do  we 
need  to  work  with  the  Congress  on  that. 

[The  information  follows:] 

We  have  just  recently  completed  an  analysis  of  the  Federal  offset  and  have  con- 
cluded that  our  current  estimate  of  $460  million  (total  offset  for  FYs  1988-1991)  does 
not  need  to  be  modified.  These  estimates  are  based  on  recent  data  supplied  by  States 
on  Medicaid,  AFDC,  and  Food  Stamp  costs. 

LONG-TERM  CARE 

Mr.  Roybal.  Either  way,  something  has  to  be  done. 

One  other  thing  that  is  not  on  this  subject,  but  of  great  impor- 
tance; that  is,  the  President's  health  proposal.  I  see  that  it  does  not 
include  long-term  care.  If  it  does  not  include  long-term  care,  how 
would  the  President's  proposal  assist  families  that  have  a  grand- 
parent with  a  chronic  illness  like  Alzheimer's  or  a  child  who  is 
likewise  situated?  How  would  they  help  people  in  great  need  when 
you  do  not  have  a  provision  for  long-term  care? 

Secretary  Sullivan.  Mr.  Roybal,  I  think  there  is  no  question 
that  the  problem  of  long-term  care  is  one  that  is  yet  to  be  resolved. 
We  take  the  approach  that  we  need  to  first  try  and  find  solutions 
for  our  acute  care  problems.  We  must  first  address  problems  like 
the  20  percent  inflation  rate  in  our  Medicaid  system. 
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We  also  have  34  million  people  without  any  insurance. 

Clearly,  the  problem  of  long-term  care  is  one  we  are  continuing 
to  address  in  my  Departmental  task  force.  We  look  forward  to 
coming  up  with  some  new  approaches.  This  proposal  from  the 
President  is  really  the  first  step  toward  addressing  some  of  the 
issues  in  our  health  care  system. 

Mr.  Roybal.  The  most  important  issue  before  the  American 
people  now  is  long-term  care.  Any  health  care  plan  without  long- 
term  care  is  not  a  good  health  care  plan.  So  as  of  this  moment,  we 
don't  have  a  good  health  care  plan. 

Maybe  you  can  tell  us  if  there  are  any  plans  under  way  in  your 
department  that  would  address  the  increasing  problem  that  we 
have  with  regard  to  long-term  care.  Are  you  working  on  that? 

Secretary  Sullivan.  Yes,  we  have  that  under  review  in  my  De- 
partment. 

Mr.  Roybal.  How  long  will  it  take  to  finalize  it  and  make  it 
public? 

Secretary  Sullivan.  That  will  depend  on  what  happens  to  what 
we  presented  already.  What  we  need  to  do  is  to  try  to  solve  one 
problem  before  we  put  another  one  on  the  table.  I  would  like  to  see 
if  we  can  be  successful  in  addressing  the  problem  of  acute  care. 
That  will  give  us  greater  flexibility  to  address  other  problems,  in- 
cluding long-term  care. 

Mr.  Roybal.  In  the  proposal  made  by  the  President,  you  are  not 
addressing  yourself  to  long-term  care,  which  is  acute,  chronic  con- 
ditions of  the  American  public.  We  are  starting  with  nothing  there. 

Secretary  Sullivan.  It  is  not  a  clean  slate.  We  are  providing  al- 
ready through  our  Medicaid  program  dollars  that  go  toward  long- 
term  care.  This  is  not  ideal.  There  are  certainly  problems.  This  is  a 
complex  problem. 

We  have  a  system  now  that  is  really  driving  many  of  our  compa- 
nies to  bankruptcy,  causing  loss  of  jobs,  as  well  as  leading  to  im- 
paired health  of  our  citizens.  This  is  a  good  beginning,  but  it 
doesn't  mean  our  work  is  completed.  We  are  certainly  continuing 
to  look  at  the  problem  of  long-term  care. 

Mr.  Roybal.  I  think  we  can  stipulate  to  the  fact  that  there  are  at 
least  1,000,000,000  families  every  year  that  go  bankrupt  taking  care 
of  their  loved  ones  at  home.  There  is  absolutely  no  relief  for  these 
people  with  Alzheimer's  and  related  diseases  all  over  the  country, 
not  only  in  my  district,  but  all  over  the  country.  You  usually  find 
that  a  woman  takes  care  of  those  individuals.  It  is  never  a  man. 
Maybe  there  is  a  man  somewhere  down  the  line.  It  is  the  grand- 
daughter that  takes  care  of  that  individual.  That  family  receives  no 
help,  and  they  go  bankrupt  trying  to  be  of  assistance  to  that  pa- 
tient. 

So  here  we  have  families  and  companies  going  bankrupt.  Medic- 
aid will  take  over  when  they  go  bankrupt,  but  they  don't  want  to 
be  in  that  position.  They  would  rather  be  in  a  position  where  they 
receive  the  necessary  help,  so  they  can  care  for  the  patient  at 
home.  Long-term  care,  in  my  opinion,  is  the  most  important  ele- 
ment in  any  health  bill.  I  was  very  disappointed  when  the  Presi- 
dent did  not  address  himself  to  that  problem. 

I  thank  you  for  your  answers. 

Mr.  Natcher.  Mr.  Stokes,  I  yield  to  you. 
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MINORITY  HEALTH  STATUS 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Mr.  Secretary,  let  me  join  with  my  colleagues  on  this  Committee 
who  once  again  welcome  you  before  the  subcommittee,  and  also  ex- 
press to  you  my  personal  appreciation  for  the  sensitivity  that  you 
have  brought  to  this  department  with  reference  to  minorities  and 
the  disparity  in  health  care  and  education  and  other  areas  as  it  re- 
lates to  minority  Americans. 

I  can  say  to  you  publicly  that  I  have  detected  since  your  tenure 
greater  sensitivity  to  these  types  of  concerns  that  I  have  expressed 
over  the  years,  particularly  as  it  relates  to  the  National  Institutes 
of  Health.  I  believe  department  heads  at  NIH  in  the  past  year  have 
demonstrated  much  more  sensitivity  to  these  issues.  I  say  that  be- 
cause I  am  certain  a  great  deal  of  this  progress  is  due  to  your  ini- 
tiatives. I  am  deeply  appreciative  of  it. 

I  would  like  to  start  out  with  two  articles  in  the  Washington 
Post:  August  29,  1991,  "Black-White  Life  Span  Gap  Narrowed  in 
1989-90,  U.S.  Officials  Say  Four- Year  Divergence  Has  Ended."  It 
says,  "From  1988  to  1990,  according  to  the  National  Center  for 
Health  Statistics,  the  life  expectancy  of  black  males  climbed  from 
64.9  to  66  years  and  for  black  women  from  73.4  to  74.5  years.  Aver- 
age white  life  span  also  rose  in  that  period,  but  by  substantially 
less,  from  75.6  to  76  years." 

This  article  quotes  you,  saying,  "The  increase  of  about  one  year 
in  life  expectancy  for  black  men  is  good  news,  long  overdue." 

This  past  month,  another  article  appeared  in  the  Washington 
Post,  "Death  Rate  Gap  Widens,  Black-White  Mortality  Trend  Con- 
tinuing." That  article  states  that  life  expectancy  of  black  men 
dropped  slightly,  from  64.9  to  64.8.  This  downward  trend  was  first 
seen  in  1985;  before  that,  the  life  expectancy  of  black  men  had 
risen  each  year  for  decades.  For  black  women,  it  rose  slightly  from 
73.4  to  73.5  years. 

[The  information  follows:] 
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TH  URSDAY,  AUCUST29, 1991 


Black- White  Life  Span  Gap 
Narrowed  in  1989  and  1990 

U.S.  Officials  Say  Four-  Year  Divergence  Has  Ended 


P.  2A 


Makolm  GladweU 


The  gap  between  black  and  white  life  ex- 
pectancy, which  widened  considerably  dur- 
ing the  mid-1980s,  appears  to  be  narrowing 
again,  according  to  new  figures  that  suggest 
black  life  expectancy  stopped  falling  in  1988 
and  began  rising. 

From  1988  to  1990,  according  to  the 
National  Center  for  Health  Statistics,  the 
life  expectancy  of  black  males  climbed  from 
64.9  to  66  years  and  for  black  women  from 
73.4  to  74.5  years.  Average  white  life  span 
also  rose  in  that  period,  but  by  substantially 
less;  from  75.6  to  76  years. 

The  increase  of  about  a  year  in  life  ex- 
pectancy for  black  men  is  good  news,  long 
overdue,"  Health  and  Human  Services  Sec- 
retary Louis  W.  Sullivan  said. 

Federal  officials  said  they  had  no  real  ex- 
planation for  why  blacks — black  males  in 
particular— appear  suddenly  to  be  living 
longer.  A  number  of  demographers  said 
they  doubted  that  the  two  years  of  new  data 
represented  any  real,  underlying  improve- 
ment in  the  status  of  blacks  or  a  trend  that 
was  likely  to  continue. 

"I  have  no  idea  what  is  going  on,"  said 
Samuel  Preston,  a  demographer  at  the  Uni- 
versity of  Pennsylvania.  "It's  quite  surpris- 
ing to  me  ...  and  I  wouldn't  expect  black- 
white  rates  for  males  to  continue  to  con- 
verge over  the  next  few  years." 

"Year-to-year  differences  in  life  expec- 
tancy rates  do  not  make  up  a  trend,"  said 
Richard  Rogers,  a  sociologist  at  the  Univer- 
sity of  Colorado.  "People  are  too  quick  to 
judge  that  things  are  getting  better  or  going 
down  the  tubes.  You  have  to  look  at  long- 
term  trends." 

The  gap  between  black  and  white  life  ex-' 
pectancy  has  been  slowly  narrowing  since 
the  turn  of  the  century.  In  1910.  for  exam- 
ple, whites  lived  an  average  of  15  years 
longer  than  did  blacks.  By  1984  the  gap  had 
narrowed  to  5.6  years. 

But  around  1984  the  gap  suddenly  and 
mysteriously  began  to  widen.  While  white 
life  expectancy  continued  to  rise,  black 
rates  fell,  opening  the  gap  between  black 
and  white  men  to  7.4  years  as  of  1988. 

What  federal  officials  argue  is  that  the 
1989  and  1990  data  released  yesterday 
show  that  the  puzzling  four-year  divergence 
is  over. 


"One  has  to  be  careful  before  we  begin 
jumping  up  and  down  and  saying  we're  see- 
ing a  major  change,"  said  Harry  Rosenberg, 
chief  of  the  mortality  statistics  branch  at 
the  National  Center  for  Health  Statistics.  "I 
don't  have  the  confidence  to  say  that  once 
again,  black  life  expectancy  is  converging 
with  whites.  What  we  can  say  is  that  the 
evidence  doesn't  say  it's  getting  any 


Rosenberg  speculated  that  one  of  the 
reasons  things  may  have  taken  a  turn  for 
the  worse  in  the  1984  to  1988  period  is  that 
the  influenza  epidemics  of  those  years  .hit 
blacks  much  harder  than  whites.  The  flu  did 
not  so  much  cause  more  deaths  by  itself 
but,  Rosenberg  said,  it  weakened  already 
sick  people  sufficiently  that  they  died  soon- 
er than  they  would  have.  Heart  disease 
mortality  rates  for  blacks  in  that  period,  for 
example,  suddenly  increased. 

But  whether  the  decline  of  those  epidem- 
ics means  the  improvement  in  black  life  ex- 
pectancy is  either  real  or  permanent  is  con- 
troversial. 

Preston,  for  example,  said  the  increase  in 
black  death  rates  in  the  late  1980s  was  al- 
most entirety  due  to  AIDS.  Because  AIDS  is 
continuing  to  hit  the  black  community  dis- 
proportionately, be  interprets  the  1989  and 
1990  data  as  a  short-term  blip  in  a  trend 
that  will  resume  widening  the  gap. 

Another  school  of  demographers  holds 
that  the  differences  in  life  expectancy  are 
principally  due  to  differences  in  socioeco- 
nomic and  family  status.  For  then,  the-re- 
suits  of  the  past  two  years  are  neither  par- 
ticularly encouraging  nor  convincing. 

Harvey  Brenner,  professor  health  policy 
at  Johns  Hopkins  University,  said  the  up- 
swing in  black  life  span  may  be  due  to  the 
fact  that  broad  changes  in  personal  habits — 
like  quitting  smoking  or  eating  more  wise- 
ly— are  finally  trickling  down  to  lower  eco- 
nomic classes. 

But  the  vast  majority  of  socioeconomic 
indicators  that  affect  hfe  expectancy,  he 
said,  do  not  bode  well  for  blacks. 

"I'm  not  convinced  these  data  portend  for 
the  long  term."  Brenner  said.  "All  the  infor- 
mation we  have  says  that  income  distribu- 
tion since  the  late  1970s  has  become  more 
disparate,  more  unequal.  I  don't  see  any 
reason  to  believe  that  on  socioeconomic 
grounds  we  are  more  likely  to  see  a  conver- 
gence |now]  than  five  or  six  years  ago." 
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Death  Rate  Gap  Widens 

Black-White  Mortality  Trend  Continuing 


By  David  Brown 

Washington  Post  Staff  Writer 

The  difference  in  life  expectancy 
between  black  and  white  Americans 
widened  in  1989,  continuing  a  trend 
that  has  been  evident  for  half  a  dec- 
ade, the  government  reported  yes- 
terday. 

The  rising  death  rate  of  young 
black  men — primarily  because  of 
homicide  and  AIDS — is  probably 
the  reason  blacks  have  a  lower  life 
expectancy  than  whites,  officials 
said.  But  they  said  significant  dif- 
ferences between  the  races  in  in- 
fant mortality  and  the  mortality  of 
older  persons  also  contribute. 

"We  are  seeing  a  persistent  and 
growing  difference  in  health  be- 
tween the  black  population  and  the 


white  population.  Probably  one  of 
the  more  perplexing  aspects  of  that 
growing  differential  is  that  it  is 
striking  all  age  groups,"  said  Harry 
M.  Rosenberg,  chief  of  mortality 
statistics  of  the  National  Center  for 
Health  Statistics,  part  of  the  Cen- 
ters for  Disease  Control  (CDC). 

The  report  was  the  final  tabula- 
tion of  death  rates  for  1989,  the  last 
year  for  which  complete  statistics 
are  available. 

The  most  striking  finding  was  the 
difference  in  death  rates  between 
blacks  and  whites  in  the  25-to-34 
age  bracket,  where  the  effect  of 
AIDS  and  homicide  is  most  evident. 

For  blacks,  the  rate  was  280.6 
deaths  per  100,000  population  in 
1989.  For  whites,  it  was  118.3  per 
See  MORTALITY,  A9,  CoL  3 
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Mr.  Stokes.  The  two  articles  appear  to  contradict  one  another.  I 
know  this  is  an  area  in  which  you  have  had  a  great  deal  of  inter- 
est, and  knowing  that  the  programs  that  we  are  talking  about  here 
are  enacted  and  supported  for  the  purpose  of  trying  to  narrow  this 
gap  as  an  indicia  of  whether  or  not  we  are  making  some  gains  on 
this  disparity,  I  would  appreciate  any  clarity  you  might  give  us. 

Secretary  Sullivan.  Thank  you  for  your  remarks,  Mr.  Stokes. 
Let  me  address  that  issue. 

First  of  all,  I  will  see  that  we  have  a  thorough  analysis  done  and 
report  this  to  you. 

[The  information  follows:] 

First,  I  believe  the  first  report  you  cite  was  preliminary.  We  are  fully  aware  that 
there  is  a  wide  gap  between  the  health  status  of  Black  Males  and  the  White  popula- 
tion. Black  males  are  currently  undergoing  a  crisis.  According  to  the  latest  data 
available  from  the  National  Center  of  Health  Statistics  the  life  expectancy  for  Black 
males  has  decreased  to  64.8  years.  While  we  have  made  progress  in  many  areas,  the 
death  rates  of  Black  men  have  increased  for  diabetes,  AIDS,  homicide,  and  suicide. 
Our  budget  for  FY  1993  attempts  to  address  this  disparity  by  focusing  greater  atten- 
tion on  solving  the  variety  of  health  and  social  problems  faced  by  the  Black  popula- 
tion. 

Secretary  Sullivan.  However,  it  is  fair  to  say  that  we  continue 
to  experience  a  significant  gap  in  health  status  between  blacks  and 
whites  in  this  country.  I  believe  the  report  from  last  August  was 
based  on  preliminary  data,  but  has  not  been  sustained.  I  will  want 
to  get  that  information  reviewed  and  get  back  to  you. 

The  fact  of  the  matter  is  that  there  is  a  six-  to  eight-year  gap  in 
life  expectancy  between  white  and  black  Americans.  As  you  noted, 
starting  in  1984,  we  have  experienced  a  decline  in  life  expectancy 
of  black  males.  I  believe  that  decline  has  been  by  more  than  a  half- 
year  in  life  expectancy,  which  by  these  charts  is  a  very  significant, 
dramatic  decline. 

The  major  factor  contributing  to  this  has  been  the  high  rate  of 
youth  homicide,  about  seven  times  greater  among  blacks  compared 
to  whites.  The  United  States  as  a  country  has  more  violent  deaths 
than  any  other  country  by  far.  Number  two  is  far,  far  behind. 
Within  that  reality  is  the  fact  that  homicide  among  black  youth  is 
quite  high. 

The  other  factor  is  the  disproportionate  factor  of  AIDS  in  the 
black  community. 

Those  are  not  the  only  factors.  We  find  that  for  almost  every  dis- 
order we  measure,  the  death  rate  is  higher — heart  diseases,  cancer, 
diabetes,  liver  diseases.  We  know  we  face  major  challenges  to  make 
sure  that  access  to  health  care  is  more  readily  available;  but  equal- 
ly, if  not  even  more  important,  to  address  some  of  the  root  causes 
that  lead  to  the  homicide  rates. 

We  know  the  high  homicide  rates  are  related  to  community  dis- 
integration, and  problems  of  drug  abuse  in  our  cities.  It  was  for 
those  reasons  that,  in  May  of  1990,  I  initiated  a  program  called  the 
Minority  Males  in  Crisis  initiative.  As  a  result  of  consultation  with 
a  number  of  community  leaders,  we  can  begin  to  try  to  address  in  a 
positive  way  not  only  the  health  indices,  but  high  school  dropouts, 
violence,  and  other  problems. 

I  see  this  as  a  long-term  effort  where  we  are  working  to  enlist 
leadership  in  the  communities — ministers,  political  leaders,  busi- 
ness people,  and  others — because  this  is  a  very  significant  problem 
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that  affects  the  black  family.  We  have  more  black  young  men  of 
college  age  who  are  in  jail  than  are  in  college.  If  our  young  men 
are  either  incarcerated  or  their  health  is  impaired,  this  means  the 
formation  of  families  for  our  young  people  is  impaired. 

I  have  great  concern  about  that.  I  have  made  it  very  clear  in  my 
Department  that  this  is  a  priority.  I  am  pleased  that  you  have  no- 
ticed a  different  sensitivity  in  the  Department,  because  I  have 
made  it  known  that  we  are  a  Department  of  Health  and  Human 
Services  for  all  of  our  citizens.  It  means  we  need  to  focus  our  re- 
sources where  our  problems  are  the  greatest.  I  am  pleased  that  our 
Departmental  employees  are  responding  as  they  are,  because  we 
want  to  find  some  answers  to  these  problems. 

Mr.  Stokes.  You  have  mentioned  the  violent  situations  that 
relate  to  the  young  black  male  problem.  That  is  an  area  where  I 
have  had  a  great  deal  of  concern  also.  Recently,  I  had  a  conference 
in  Cleveland  on  violence,  a  prevention  symposium  where  we  had 
the  Centers  for  Disease  Control,  Morehouse  Medical  School,  the 
Office  of  Minority  Health,  et  cetera,  involved  in  that  initiative. 

One  of  the  things  our  Committee  did  this  past  year,  we  put  lan- 
guage into  the  report  where  the  Committee  requested  that  the  Cen- 
ters for  Disease  Control  develop  and  implement  programs  designed 
to  reduce  the  incidence  and  health  consequences  of  youth  violence 
in  low-income,  minority  communities.  We  asked  that  CDC  address 
this  issue,  particularly  as  it  relates  to  the  activities  for  incarcerat- 
ed youth. 

I  would  like  to  ask  if  you  can  tell  us  what  the  Department  has 
done  with  regard  to  the  language  of  this  subcommittee. 

Secretary  Sullivan.  We  have  done  a  number  of  things  to  address 
problems  of  minority  health  and  the  other  problems  that  you  have 
indicated.  First  of  all,  we  have  more  than  doubled  the  dollars  for 
the  Office  of  Minority  Health  since  1989.  We  are  working  to 
strengthen  that  Office  and  have  that  Office  play  a  more  prominent 
role  in  policy  development  and  coordination  of  programs  through- 
out the  Department. 

The  total  dollars  that  we  have  identified  for  our  Minority  Males 
in  Crisis  program  that  was  funded  in  the  current  fiscal  year,  $126.2 
million.  Our  request  increases  that  to  $160.4  million.  That  includes 
programs  in  CDC,  HRSA,  NIH  and  ADAMHA.  Those  dollars  are 
specifically  identified,  but  we  know  that  the  programs  throughout 
the  Department  can  have  a  positive  impact  in  addressing  this  prob- 
lem and  we  are  working  to  see  that  this  is  done. 

The  CDC  program,  is  developing  guidelines  for  the  design,  imple- 
mentation and  evaluation  of  methods  to  prevent  violence  among 
minority  youth.  CDC  is  developing  innovative  minority  youth  dem- 
onstrations, school-based  education  campaigns,  conflict  resolution 
strategies,  peer  counseling,  self-esteem  sessions  and  others.  CDC  is 
actively  working  with  the  rest  of  the  Department  to  address  this 
issue. 

Mr.  Stokes.  Thank  you,  Mr.  Secretary. 
Thank  you,  Mr.  Chairman. 
Mr.  Natcher.  Certainly. 
Mr.  Early,  I  yield  to  you. 
Mr.  Early.  Thank  you. 
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Dr.  Sullivan,  I  find  your  statement  interesting  and  the  Chair- 
man's comments  on  your  statement  more  interesting.  He  said  that 
there  was  much  in  your  budget  that  was  good,  such  as  Head  Start 
and  many  improvements.  He  said  that  was  looking  forward  to 
working  with  you.  That  is  the  cooperation  that  you  two  seem  to 
have. 

The  rest  of  the  Congress,  on  both  sides  of  the  aisle,  is  missing  the 
New  Hampshire  message.  People  don't  want  finger  pointing.  They 
want  some  product  some  results. 

Authorship  is  not  important  with  you.  It  is  not  important  to 
them.  That  is  why  I  think  this  committee  makes  some  real  contri- 
butions and  why  it  is  really  nice  to  sit  on  this  committee. 

People  are  just  frustrated.  They  want  results.  I  listened  to  the 
comments  to  Mr.  Roybal  with  regard  to  long-term  care  to  deal  with 
Alzheimer's  and  other  long-term  diseases.  Progress  is  going  to  come 
about  at  NIH  identifying  the  gene,  identifying  the  problem  and 
cause  and  finding  a  treatment. 

CHILD  IMMUNIZATIONS 

I  would  like  to  ask  you  specifically  about  last  year's  action.  This 
committee,  on  both  sides  of  the  aisle,  did  some  good  things  with 
regard  to  immunization.  The  product  we  get  this  year  is  in  your 
hands.  You  have  the  money.  You  are  requesting  an  increase  of 
$52,000,000  for  FY  93. 

Doctor,  I  read  some  criticism  about  our  immunization  program, 
that  we  are  paying  too  much  for  vaccines,  that  we  could  buy  them 
in  bulk.  Is  that  true? 

Secretary  Sullivan.  There  is  no  question  that  the  cost  of  vac- 
cines has  escalated  tremendously  over  the  past  decade.  This  has 
been  due  to  liability  costs  for  production  of  vaccines.  The  reality  is 
that  with  any  procedure  where  you  are  administering  large  num- 
bers of  doses,  there  will  be  instances  where  you  will  have  an  unto- 
ward reaction  regardless  of  best  testing  and  standards.  It  might 
cost  for  a  whole  series  of  vaccines,  in  a  doctor's  office  as  much  as 
$300. 

However,  through  our  Centers  for  Disease  Control,  we  have  a 
vaccine  purchasing  arrangement  to  purchase  vaccines  bulk  in 
order  to  get  them  at  less  cost.  CDC  does  that  for  a  number  of  cities 
and  States  who  want  to  take  advantage  of  the  savings. 

Mr.  Early.  Doctor,  you  identify  the  liability  issue.  You  were 
saying  that  we  would  do  more  for  improved  health  if  we  addressed 
the  malpractice  and  product  liability  problems  and  we  could  get 
some  savings.  I  appreciate  that. 

With  regard  to  the  criticism  on  vaccines  I  understand  that  the 
Cystic  Fibrosis  group  adopted  some  bulk  buying  and  got  more  for 
its  money.  In  your  statement,  Doctor,  you  say  that,  for  the  immuni- 
zation program,  you  are  going  to  go  into  the  big  cities  to  find  the 
kids  who  are  the  hardest  to  reach.  How  many  are  you  going  to 
reach? 

Secretary  Sullivan.  Mr.  Early,  we  have  launched  a  national  pro- 
gram to  address  the  low  levels  of  immunization  among  our  chil- 
dren. We  have  a  problem  of  immunization  rates  among  the  pre- 
school-aged children. 
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We  are  doing  very  well  with  school-age  children  because  the  re- 
quirement of  school  boards  across  the  country  is  that  these  chil- 
dren must  be  immunized  at  the  time  they  start  school.  We  reach  95 
percent  of  children  in  this  age  group. 

Where  we  are  falling  down  is  the  two-  to  five-year  group.  Our  im- 
munization efforts  over  the  past  year  have  been  focusing  on  that. 

We  have  worked  with  six  cities  around  the  country  to  launch  im- 
munization demonstration  efforts.  The  largest  one  was  Philadel- 
phia last  week. 

The  other  cities  have  included  Detroit;  Phoenix;  San  Diego; 
Rapid  City;  South  Dakota;  and  Dallas.  With  the  exception  of  De- 
troit, all  of  these  were  cities  that  had  had  particular  problems  with 
measles  outbreaks,  whooping  cough,  or  other  childhood  diseases  for 
a  variety  of  reasons.  In  Dallas,  Phoenix  and  San  Diego,  there  is  a 
significant  migrant  population. 

In  other  cases,  around  Fresno,  California,  we  have  seen  out- 
breaks of  measles  among  the  Mung  population  of  Vietnam. 

In  Philadelphia,  we  had  two  religious  groups  that  did  not  believe 
in  vaccine,  and  the  city  health  officer  had  to  get  a  court  order  to 
direct  the  parents  to  get  their  children  vaccinated. 

Mr.  Early.  How  can  we  get  to  the  other  cities  across  the  coun- 
try? Will  we  get  something  out  of  those  prototype  cities.  I  read  that 
it  is  one-,  two-,  and  three-year-olds  which  were  missing,  as  you  just 
commented.  It  was  very  disturbing  to  read  last  year  that  immuni- 
zations were  decreasing  rather  than  increasing.  The  committee, 
with  Mr.  Pursell  and  Mr.  Obey  in  the  lead,  put  more  money  in  for 
that.  I  just  hope  we  pursue  that  because  that  would  be  produce  re- 
sults. 

People  understand  that.  People  appreciate  that.  I  guess  it  is  not 
a  specific  question  on  your  budget,  but  it  is  really  what  we  would 
like  to  see. 

I  want  to  comment  on  your  statement,  Dr.  Sullivan,  that  it 
doesn't  cost  any  money.  You  have  been  the  leading  Secretary  in 
my  observation. 

You  say  I  have  often  called  for  the  resurgence  of  a  "culture  of 
character"  in  America — culture  of  strong  families  and  strong  com- 
munities in  which  we  reinforce  one  another  in  positive  choices  and 
behaviors,  down  to  communities. 

You  said  that  last  year.  I  believe  you  were  directing  the  com- 
ment more  to  minorities. 

We  can  put  all  the  money  in,  but  if  we  cannot  improve  in  that 
area — have  that  cooperation,  the  back  and  forth,  I  really  want  to 
see  that  improved. 

I  disagree  with  my  friend  Lou  Stokes.  He  says  you  have  done  so 
much  for  minorities,  you  are  sensitive  to  the  minorities.  I  think 
your  sensitivity  has  been  to  poor  people. 

I  think  there  is  more  poverty  in  the  minority  community.  I  think 
that  is  what  the  Secretary  is  supposed  to  do,  whether  he  or  she  is 
white,  black  or  whatever. 

You  really  have  done  what  Congressman  Stokes  said,  but  you 
were  really  focusing  on  the  poor  people. 

I  want  to  cooperate  as  the  Chairman  does.  With  regard  to  your 
comment  on  catastrophic  health  legislation,  I  was  one  of  the  38 
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that  did  not  vote  to  repeal  that.  That  is  where  we  are.  That  is  what 
Mr.  Roybal  is  talking  about. 

Last  night,  what  was  important  was  the  National  Cancer  Act  of 
1971.  Mr.  Natcher  was  probably  at  the  signing  of  that  legislation. 
The  National  Coalition  for  Cancer  Research  was  a  supplement. 
There  was  not  nothing  but  cooperation,  Democratic-Republican  ad- 
ministrations, Congress.  It  only  happens  because  of  you  and  him. 
That  is  the  way  the  system  is  supposed  to  work. 

Secretary  Sullivan.  Thank  you,  Mr.  Early.  I  very  much  appreci- 
ate your  comments.  I  came  to  Washington  with  the  objective  of 
trying  to  improve  the  services  that  my  Department  offers  so  that 
we  can  serve  our  people  better.  It  requires  cooperation  on  both 
sides.  The  bottom  line  is  what  do  we  do  for  our  people. 

Let  me  make  one  more  comment  about  immunization  so  that  I 
don't  leave  an  incomplete  picture.  We  have  chosen  the  six  cities,  as 
I  indicated,  because  they  have  serious  problems.  We  are  doing  a  lot 
in  other  cities  around  the  country. 

We  have  65  or  70  of  our  CDC  officers  working  in  local  health  de- 
partments helping  them  strengthen  their  immunization  program. 
In  those  six  cities,  we  are  looking  more  attentively  to  develop  strat- 
egies for  correcting  this  immunization  problem.  Immunization 
levels  might  be  as  low  as  20  to  30  percent  among  the  two  to  five- 
year  olds.  We  are  addressing  this  problem  by  making  immunization 
more  readily  available  by  changing  clinic  hours  to  have  them  open 
in  the  evenings  and  weekends  so  when  the  parents  are  not  working 
they  can  bring  in  their  children. 

We  are  using  WIC  sites  as  immunization  sites.  One  problem  we 
have  with  the  two-  to  five-year-old  group  contrasted  with  the 
school-age  group  is  that  they  don't  all  come  to  any  one  place. 
School-age  children  all  come  to  the  schools,  but  you  have  to  try 
multiple  approaches  for  younger  children. 

We  have  involved  Medicaid  and  WIC  staff,  the  March  of  Dimes, 
the  American  Heart  Association,  the  school  superintendents  and 
the  ministers,  et  cetera,  and  really  mobilized  the  entire  communi- 
ty. This  has  been  an  effort  which  has  enjoyed  very  broad  coopera- 
tion, and  we  want  to  build  on  that. 

Mr.  Early.  I  have  concerns  with  this  "Weed  and  Seed,"  as  far  as 
it  seems  it  puts  it  under  the  Attorney  General.  Children  are  your 
business. 

The  cultural  statement,  the  dropout  rate  or  problem  in  the 
schools,  the  immunizations,  are  you  going  to  put  this  all  under  the 
Attorney  General? 

Is  this  all  new  money  or  redirected  funds  for  the  "Weed  and 
Seed"? 

Secretary  Sullivan.  It  is  not  new  money.  It  is  really  taking 
donors  that  are  there  and  coordinating  them  better. 

Mr.  Early.  Will  you  provide  for  the  record  where  it  is  redirected 

from? 

[This  information  follows:] 

Weed  and  Seed  will  not  take  money  away  from  existing  programs,  but  instead, 
will  focus  and  coordinate  Federal  funds  which  would  have  been  spent  in  these  com- 
munities anyway.  The  HHS  programs  included  in  Weed  and  Seed  are  Treatment 
Improvement  Grants,  the  Capacity  Expansion  Program,  High  Risk  Youth,  Pregnant 
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and  Post-Partum  Women  and  Infants,  Community  Partnership  Grants,  Community 
Health  Centers,  Head  Start,  AFDC/JOBS. 

Mr.  Early.  It  is  a  great  title  but  that  is  the  demagoguery  we  are 
getting  all  over. 
Mr.  Chairman,  could  I  ask  another  question? 
Mr.  Natcher.  Go  right  ahead. 

Mr.  Early.  You  said  you  just  came  back  from  Philadelphia 
where  there  was  a  program  for  Medicaid  eligibles  that  was  making 
a  profit,  which  is  an  extra.  Would  you  provide  for  the  record,  or 
send  to  my  office,  the  specifics  of  that  Philadelphia  program? 

I  will  close  with  a  comment.  No  matter  what  all  the  others  want 
to  do,  I  hope  you  and  Mr.  Natcher  keep  doing  what  you  did  and  we 
will  put  out  the  best  product. 

[The  information  follows:] 

On  December  5,  1985,  Pennsylvania  received  a  waiver  of  specific  provisions  of 
1902  of  the  Social  Security  Act  to  implement  a  primary  care  case  management  pro- 
gram. The  program,  known  as  HealthPASS,  has  been  in  continuous  operation  since 
March  1,  1986,  in  areas  of  south  and  west  Philadelphia.  HealthPASS  is  managed  by 
Healthcare  Management  Alternatives,  Inc.  (HMA).  HMA  receives  funds  through  a 
fixed  rate  prepaid  capitation  contract  with  the  Department  of  Public  Welfare  to  pay 
for  health  services  for  medical  assistance  recipients  in  a  designated  area.  Health- 
PASS covers  81,000  enrollees,  has  308  primary  care  physicians  and  17  acute  care 
facilities. 

HealthPASS  was  created  to  reduce  Medicaid  expenditures  while  maintaining  or 
improving  the  access  to  and  quality  of  medical  services.  For  example  in  FY  1991  we 
estimate  that  HealthPASS  reduced  expenditures  by  over  $20  million.  Unlike  fee  for 
service,  in  a  coordinated  care  program  such  as  HealthPASS,  medical  providers  are 
paid  for  keeping  their  patients  healthy.  Recipients  select  a  primary  care  physician 
(PCP)  to  act  as  their  personal  physician.  PCPs  provide  or  locate,  as  well  as  coordi- 
nate and  monitor,  all  primary  care  and  other  medical  care  and  rehabilitation  serv- 
ices on  behalf  of  their  patients.  Recipients  have  the  freedom  to  choose  their  PCP, 
freedom  to  change  their  PCP  at  any  time  without  cause,  24  hour  telephone  access  to 
a  toll  free  24  hour-a-day  hotline  maintained  by  the  HealthPASS  contractor,  and 
freedom  to  enroll  in  an  HMO  serving  the  HealthPASS  area.  Recipients  have  access 
to  a  structured  complaint  and  grievance  system,  and  although  not  a  waiver  require- 
ment, an  extensive  health  education  and  outreach  program  assists  and  instructs  re- 
cipients in  accessing  HealthPASS  services. 

Because  HealthPASS  is  a  fully  capitated  system,  they  are  paid,  per  enrollee,  at  a 
fixed  percentage  of  the  projected  fee-for-service  upper  payment  limit,  in  this  case 
87.5  percent. 

Secretary  Sullivan.  Thank  you  very  much.  We  certainly  look 
forward  to  working  with  you  to  address  all  these  issues. 

The  name  of  the  organization  is  "Health  Partners."  We  will 
submit  for  the  record  

Mr.  Early.  Was  it  for  profit  or  nonprofit? 

Secretary  Sullivan.  It  is  for  profit.  When  I  visited  there,  one 
client  was  a  woman  who  had  been  a  drug  abuser  and  had  been  in 
treatment  in  other  systems  before  she  joined  this  managed  care  or- 
ganization. She  had  relapsed.  She  had  not  done  well. 

In  this  program  they  provided  not  only  drug  abuse  treatment  but 
also  quite  extensive  follow  up.  She  not  only  was  drug  free  but  she 
had  a  job.  She  was  self-sufficient. 

She  had  a  young  child  she  was  supporting.  So  for  less  dollars 
than  they  spent  on  her  before,  she  was  getting  along  much  better. 

Mr.  Early.  Your  statement  emphasizes  kids.  Kids  don't  vote  so  it 
shows  the  right  place  we  should  be  doing  things.  That  is  the  Chair- 
man's emphasis. 
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You  commented  about  getting  in  the  system  quicker.  We  should 
implement  something  that  takes  all  the  newborns  as  of  a  certain 
date  and  give  them  cards.  It  might  take  some  time,  but  it  might  be 
the  right  thing  long  range. 

Have  you  looked  at  anything  like  the  Canadian  system?  The  dif- 
ficulty is  how  to  get  the  cards  out  there.  We  should  be  able  to  do  it 
for  one  who  is  not  born  yet. 

Secretary  Sullivan.  One  of  the  recommendations  of  the  Steel- 
man  Commission  that  issued  its  report  in  September  was  to  focus 
on  children.  We  have  that  recommendation  under  review. 

With  the  President's  proposal  every  poor  child  who  is  not  already 
covered  by  Medicaid  will  have  access  to  insurance.  Right  now,  if 
you  have  a  poor  mother  who  has  a  two-year-old  and  a  ten-year-old, 
the  two-year-old  may  be  covered  but  not  the  ten-year-old. 

Mr.  Early.  The  two  and  ten  are  going  to  be  hard  to  address.  If 
you  had  a  program  that  took  someone  who  was  going  to  be  born 
after  January  1,  1993,  it  would  be  easier.  We  would  take  the  bene- 
fits of  the  Canadian  system.  It  would  take  a  long  time. 

We  have  done  a  lot  with  cancer  since  1971.  That  is  what  we  are 
supposed  to  do. 

Thank  you,  Mr.  Chairman. 

Thank  you,  Mr.  Chairman.  Mr.  Secretary,  we  will  now  recess 
until  2:00  o'clock. 

NIH  FUNDING 

Mr.  Natcher.  The  committee  will  come  to  order. 

Mr.  Secretary,  as  I  mentioned  in  my  early  remarks,  as  you  will 
recall,  we  were  pleased  to  see  the  increase  of  $442,000,000  for  the 
National  Institutes  of  Health.  That  is  good,  Mr.  Secretary. 

The  budget  justifications  indicate,  however,  that  this  increase 
leaves  NIH  short  of  the  amount  which  would  be  required  to  fully 
fund  the  third  year  of  the  financial  management  plan  which  was 
developed  in  1990.  How  much  is  the  shortfall  and  just  how  will  it 
affect  NIH  programs? 

Secretary  Sullivan.  Yes,  Mr.  Chairman.  The  overall  increase 
that  we  propose  for  NIH  comes  to  4.9  percent,  whereas  in  the  over- 
all NIH  management  plan,  that  figure  is  6.2  percent  or  $121  mil- 
lion. What  we  propose  actually  would  allow  us  to  support  22,132  re- 
search grants,  of  which  5,800  would  be  new  and  competing  grants, 
which  is  about  200  below  the  plan  of  6,000.  Obviously,  we  are  con- 
strained by  available  resources  here. 

We  have  requested  the  best  utilization  of  the  resources,  and  we 
are  primarily  trying  to  protect  as  much  as  possible  the  number  of 
research  grants,  for  NIH. 

Mr.  Natcher.  Mr.  Secretary,  how  much  would  we  have  to  add 
additionally  to  fully  fund  the  plan? 

What  would  the  figure  be? 

Secretary  Sullivan.  It  would  be  $121  million,  Mr.  Chairman. 
Mr.  Natcher.  Thank  you. 
Mr.  Hoyer,  I  yield  to  you. 

Mr.  Hoyer.  Mr.  Secretary,  the  discretionary  spending  under  the 
Department  of  HHS  decreases,  am  I  correct,  by  $623,000,000;  over- 
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all  discretionary  spending  for  the  Department  falls  from 
$27,500,000,000  to  $26,877,000,000;  is  that  correct? 

Secretary  Sullivan.  Mr.  Hoyer,  it  is  our  position  that  actually 
our  discretionary  budget  authority  actually  increased  by  almost  1 
percent.  I  think  the  difference  may  be  how  the  accounting  is  done. 

Mr.  Hoyer.  Mr.  Stephens,  the  expert  on  these  funds,  tells  me  the 
reason  is  we  are  counting  SLIAG  money  differently.  We  count  it  as 
a  cut  and  you  don't.  The  discretionary  funding,  in  your  position, 
goes  up  1  percent. 

Secretary  Sullivan.  Yes. 

Mr.  Hoyer.  Would  it  be  safe  to  say  that  with  a  1.3  percent  in- 
crease discretionary  spending  goes  down  2.7  percent  in  real  terms? 

Secretary  Sullivan.  That  would  be  a  fair  position. 

Mr.  Hoyer.  Under  our  accounting,  I  guess  you  would  add  the  2.3 
percent  above  that  which  we  think  is  cut.  Anyway,  we  are  going  to 
be  able  to  buy  less  or  invest  less  in  some  of  the  programs  in  Health 
and  Human  Services  than  we  were  last  year? 

Secretary  Sullivan.  Yes. 

Mr.  Hoyer.  I  wanted  to  be  sure  I  understand  that. 

LOW  INCOME  home  energy  program 

We  continue  to  have  this  debate  about  low-income  energy.  Mr. 
Conte,  I  know,  is  very  pleased  about  the  building  on  the  NIH 
campus  bearing  his  name.  He  would  not  be  very  pleased  about  the 
LIHEAP  cut,  as  you  know. 

Let  me  ask  you  something,  are  you  confident  that  there  will  be 
sufficient  funds  available  in  your  request,  about  1.065,  for  those 
with  low  incomes  to  purchase  the  energy  that  they  need,  heating  or 
cooling? 

Secretary  Sullivan.  Yes,  sir,  for  several  things,  Mr.  Hoyer. 

First  of  all,  in  previous  years  we  engaged  in  this  discussion  with 
Mr.  Conte.  Our  position  has  been  that  this  was  enacted,  I  believe, 
in  the  time  of  the  oil  embargo  some  years  back  as  a  temporary  pro- 
gram, and  that  embargo,  of  course,  has  long  since  disappeared.  In 
addition,  there  are  other  sources  that  low-income  individuals  have 
for  energy  assistance  through  other  income-support  programs  of 
the  Department. 

Because  we  really  do  have  limited  resources,  we  have  tried  to  es- 
tablish priorities.  As  the  Chairman  pointed  out,  our  level  for  NIH 
funding  is  not  what  it  should  be  optimally  to  meet  the  objectives  of 
our  plan.  We  have  had  to  curtail  simply  because  of  the  shortage  of 
dollars  overall. 

This  is  a  program  that  we  believe  has  served  its  purpose.  There- 
fore, these  dollars  should  be  redirected  to  a  higher  priority  in  the 
Department. 

Mr.  Hoyer.  Dr.  Sullivan,  next  on  the  Community  Services  Block 
Grant  you  have  cut  that  down  to  $5,000,000,  in  your  proposal.  I 
presume  that  is  simply  for  close-out  costs,  to  phase  out  the  program 
entirely? 

I  presume  the  only  reason  for  the  $5,000,000  is  simply  to  close 
down  the  program.  Would  that  be  accurate? 
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Secretary  Sullivan.  Mr.  Hoyer,  the  $5  million  that  we  are 
asking  for  is  for  the  National  Youth  Sports  Program,  you  are  cor- 
rect that  the  remainder  of  the  program  would  be  closed  down. 

Mr.  Hoyer.  Mr.  Secretary,  one  of  the  problems  I  know  my  com- 
munity is  having  and  communities  throughout  the  United  States 
are  having  is  a  result  of  the  revenue  shortfalls.  They  are  all  having 
a  real  squeeze  on  their  budgets.  Have  you  made  any  assessment  as 
to  how  much  more  the  elimination  of  the  CSBG  will  squeeze  their 
budgets? 

Secretary  Sullivan.  Of  communities  around  the  country? 

Mr.  Hoyer.  As  you  know  Mr.  Conyers  has  a  bill  which  creates  a 
partnership  program  similar  to  revenue  sharing.  There  is  a  lot  of 
discussion  about  trying  to  help  local  governments  that  are  really 
being  squeezed  badly. 

It  seems  to  me  CSBG  elimination  will  squeeze  them  even  more. 
Do  you  think  that  might  be  the  case? 

Secretary  Sullivan.  We  have  been  faced  with,  Mr.  Hoyer, 
having  to  make  difficult  choices  given  limited  dollars. 

Mr.  Hoyer.  Can  I  interrupt? 

Secretary  Sullivan.  Yes. 

Mr.  Hoyer.  This  proposal  mirrors  administration  policy  in  the 
past? 

Secretary  Sullivan.  Yes. 

Mr.  Hoyer.  I  understand  what  you  say  about  limited  resources. 
But  there  is  a  policy  judgment  here  that  you  believe  the  program 
should  be  phased  out. 

It  seems  to  me  that  this  policy  choice  at  this  time  is  going  to  put 
a  greater  squeeze  on  communities.  That  was  my  point. 

Secretary  Sullivan.  We  have  increased  programs  in  other  areas. 
For  example,  we  are  increasing  funding  for  programs,  like  Head 
Start,  which  we  are  not  only  convinced  work  but  dollars  can  be 
more  effectively  used. 

The  JOBS  Program  is  another  example.  We  have  worked  to 
phase  in  this  program  as  well  as  increase  the  dollars  because  of  the 
need  for  broader  support. 

HEAD  START 

Mr.  Hoyer.  I  appreciate  that,  Mr.  Secretary. 

Let  me  talk  to  you  about  Head  Start  briefly.  The  reauthorization 
bill  would  have  authorized  funding  at  the  level  of  5,200,000,000  for 
1993,  almost  $6,000,000,000.  You  are  requesting  $2,800,000,000  in 
funding,  which  is  as  you  point  out,  a  very  substantial  increase,  the 
largest  increase  that  has  been  proposed. 

You  will  recall  the  $500,000,000  the  President  proposed  in  1991 
increased  Head  Start  to  $1,600,000,000.  That  increase  would  have 
gotten  it  to  $1.86  billion  providing  the  equivalent  of  an  adjustment 
for  the  cost  of  living  since  1981. 

When  you  talk  about  moving  toward  full  funding  are  you  talking 
about  only  four-year-olds? 

Secretary  Sullivan.  Yes.  The  President's  objective  has  been  to 
work  to  expand  the  program  so  that  all  income  eligible  four-year- 
olds  would  have  at  least  a  year  of  Head  Start  experience. 

Mr.  Hoyer.  Now,  with  respect  to  your  proposal  and  the  block 
grants  that  we  just  talked  about,  the  Children's  Defense  Fund  be- 
lieves that  cutting  the  Community  Services  Block  Grant,  some  of 
which  is  used  by  communities  to  fund  Head  Start,  will  result  in  a 
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reduction  in  the  Head  Start  capacity  of  those  communities.  Have 
you  focused  on  that  at  all? 

Has  anybody  in  your  shop  brought  that  to  your  attention? 

Secretary  Sullivan.  No,  that  has  not  been  an  issue  that  has 
been  brought  to  my  attention.  We  have  been  very  proud  of  the  in- 
creases in  our  Head  Start  program  and  the  fact  that  this  would 
support  all  income  eligible  four-year-old  children  for  a  Head  Start 
or  Head  Start-like  experience. 

Mr.  Hoyer.  You  think  the  $2,800,000,000  will  fund  the  four-year- 
olds? 

Secretary  Sullivan.  Yes.  That  would  go  up  to  $2.8  billion,  more 
than  a  doubling  of  that  program  since  1989. 

Mr.  Hoyer.  Let  me  suggest  that  we  look  into,  a  perverse  effect  of 
eliminating  the  CSBG  which,  according  to  the  Children's  Fund, 
funds  programs  that  run  Head  Start  projects. 

You  may  be  giving  with  one  hand  while  taking  with  the  other 
hand. 

Let  me  ask  you  to  look  at  that  issue,  please. 

Head  Start  is  a  20%  matching  program,  am  I  correct?  Prince 
George's  County  doesn't  have  any  money  to  match.  They  are  fur- 
loughing  and  laying  people  off. 

Secretary  Sullivan.  The  matching  requirement  does  not  neces- 
sarily mean  funds;  it  can  be  in-kind  services.  One  of  the  things  that 
all  of  the  Governors  have  been  enthusiastic  about  is  that  Head 
Start  is  a  Federal  program  that  does  not  require  matching  funds. 
That,  is  we  provide  dollars  for  the  administration  of  the  program. 

There  are  a  number  of  Head  Start-like  programs  that  are  funded 
by  other  sources.  But  there  is  no  requirement  in  our  program  that 
these  dollars  must  be  matched  with  dollars. 

Mr.  Hoyer.  My  wife  supervises  Head  Start  in  Prince  Georges 
County.  She  said  they  can't  come  up  with  a  20  percent  match.  I 
have  a  very  personal  but  credible  source  of  information  on  that, 
Doctor. 

In  fact,  the  Head  Start  Act  requires  that  grantees  must  contrib- 
ute 20  percent  of  the  total  cost  of  the  program  from  non-Federal 
funds. 

Secretary  Sullivan.  Mr.  Hoyer,  to  clarify  that,  there  are  a 
number  of  strategies.  There  is  a  matching  requirement,  but  there 
are  a  number  of  Head  Start  programs  where  this  is  a  donation  of 
in-kind  services,  such  as  volunteers.  It  doesn't  require  a  matching 
of  out-of-pocket  dollars. 

Mr.  Hoyer.  For  this  year  what  would  you  think  about  providing 
100  percent  of  the  funding  increase  without  a  match  requirement. 
Even  if  you  accept  in-kind  contributions,  if  the  communities  are 
really  being  strapped  at  the  local  level  for  this  year  would  you  con- 
sider providing  the  increase  with  no  match  requirement,  realizing 
that  may  require  a  change  in  the  law. 

You  may  want  to  think  about  it.  I  am  fearful  that  communities 
will  not  be  able  to  match  and  will  not  take  the  increased  funds 
and,  therefore,  will  not  fund  additional  children. 

The  Children's  Defense  Fund  in  Prince  George's  County,  and 
others  look  at  Head  Start  as  a  three-,  four-  and  five-year-old  pro- 
gram. I  would  like  you  to  think  about  that. 
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Secretary  Sullivan.  I  would  like  to  review  that  and  think  about 
it,  Mr.  Hoyer.  One  of  the  strengths  of  the  Head  Start  program  is 
participation  of  the  parents  in  the  program  either  as  paid  staff  or 
as  volunteers.  We  have  felt  this  is  a  family-centered  program,  and 
among  its  strengths  has  been  the  commitment  of  the  community. 
Part  of  that  commitment  has  been  volunteers  in  the  program. 

What  the  precise  mix  that  should  be,  I  don't  know.  Where  we 
have  an  active  corps  of  volunteers  in  the  program,  I  would  not 
want  to  discourage  that. 

We  always  have  greater  needs  than  resources  that  are  available. 
Where  we  do  have  people  who  are  committed  enough  to  the  pro- 
gram to  volunteer,  dollars  are  freed  up  that  can  be  spent  on  other 
priorities. 

I  would  be  happy  to  review  that  and  see  if  we  have  other  ideas. 
[This  information  follows:] 

Besides  maximizing  resources  to  serve  low-income  children,  the  20%  matching  re- 
quirement for  Head  Start  grantees  increases  community  involvement  and  invest- 
ment in  the  program.  These  non-federal  contributions  may  be  in-cash  or  in-kind, 
fairly  evaluated,  including  plant,  equipment  or  services.  Finally,  the  $120  million  in 
mF  ing  funds  assumed  in  the  FY  1993  increase  equates  to  support  for  approxi- 
mately 34,414  children. 

Mr.  Hoyer.  The  President  has  recommended  altering  Head  Start 
to  reduce  funds  targeted  for  improvements  by  $87,500,000,  leaving 
about  $50,000,000.  One  of  the  issues  raised  by  this  committee  has 
been  the  very  low  teachers  salaries  available  to  Head  Start  making 
it  difficult  to  either  recruit  or  retain  individuals.  Won't  we  under- 
mine the  quality  of  the  Head  Start  program  which  all  of  us  think 
is  an  excellent  program  if  we  accept  this  proposal? 

Secretary  Sullivan.  I  don't  believe  so,  Mr.  Hoyer,  for  this 
reason.  The  set  aside  for  administrative  improvements  was  set  up, 
prior  to  the  time  that  we  had  such  a  large  infusion  of  dollars  into 
the  program.  What  we  want  to  do,  obviously,  is  to  get  as  many  chil- 
dren into  the  program  as  possible.  The  quality  of  Head  Start  for  a 
child  who  is  not  in  the  program  is  zero. 

The  percentage  that  would  be  going  into  quality  improvements 
would  be  lower,  but  a  significant  amount  of  funds  for  quality  im- 
provements would  still  be  spent. 

As  to  the  concern  about  the  salaries,  that  is  something  we  have 
discussed  with  Head  Start  officials  around  the  country. 

The  program  was  not  set  up  to  compete  with  the  salaries  of  the 
local  school  system  but  rather  to  try  to  have  a  program  where  par- 
ents, volunteers,  or  others  can  come  in.  They  have  skills  that  are 
developed  from  the  program. 

Many  of  them  have  gone  on  to  other  positions,  in  the  public 
schools  or  elsewhere.  We  have  felt  this  has  been  a  positive  outcome 
of  the  program  in  that  it  opens  up  job  opportunities  and  gives 
people  skills  which,  in  turn  give  them  upward  mobility. 

Mr.  Hoyer.  Am  I  correct  that  you  are  suggesting  cutting  by  25 
percent  the  money  needed  to  train  those  people — from  $12,000,000 
out  of  the  $56,000,000  now  available  for  training  those  volunteers? 
Am  I  correct? 

Mr.  Sullivan.  I  know  the  percentage  for  administration  is  de- 
creased. Let  me  consult  with  my  staff. 
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Mr.  Hoyer.  What  I  have  is  staff  training  is  cut  $12,000,000  from 
the  available  $56,000,000  or  about  25  percent. 

Mr.  Sullivan.  That  is  correct,  Mr.  Hoyer.  Right? 

Mr.  Hoyer.  On  the  one  hand,  you  are  saying — and  I  understand 
what  you  are  saying — we  are  not  competing  with  salaries  in  public 
schools  or  private  schools.  One  of  the  reasons  we  are  not  is  that  we 
are  getting  volunteers  or  parents  or  parents  of  former  children  and 
we  are  training  them.  So  you  don't  provide  for  the  salaries. 

But  you  are  also  cutting  back  on  the  training  of  those  people.  So 
it  seems  to  me  you  are  not  providing  for  the  salaries  to  retain  and 
attract  staff  as  they  come  in  and  you  are  also  cutting  back  on  the 
training  of  the  people  you  have  to  get  up  to  speed  to  provide  the 
services. 

It  is  sort  of  like  the  Community  Service  Block  Grants  issue  I 
raised.  You  are  increasing  over  here,  but  if  you  have  an  obligation 
at  Prince  Georges  County  which  is  related  to  the  school  systems, 
there  are  only  20  percent  in  the  nation  like  that. 

If  you  cut  back  on  the  community  support  and  you  cut  back  on 
training  and  you  cut  back  on  quality  enhancement  funds,  I  am  not 
so  sure  you  are  not  defeating  the  purpose  the  increase  is  directed 
to,  although  I  am  supportive  of  the  increase.  It  is  just  that  I  think 
we  are  taking  with  one  hand  and  giving  back  with  the  other. 

Mr.  Sullivan.  What  we  tried  to  do  is  get  as  many  into  the  pro- 
gram as  possible  because  we  think  that  that  clearly  has  merit.  The 
children  coming  through  the  program  obviously  are  much  better 
off  in  terms  of  their  cognitive  abilities,  their  socialization  and  their 
subsequent  experience  at  school. 

Mr.  Hoyer.  Thank  you,  Mr.  Chairman. 

NIH  STRATEGIC  PLAN 

Mr.  Natcher.  Mr.  Secretary,  going  back  briefly  to  my  medical 
research,  you  gave  us  a  shortfall  of  $121,000,000.  The  strategic  plan 
discussion  documents  circulated  earlier  this  month  by  the  National 
Institutes  of  Health  include  numerous  proposals  which  would  re- 
quire substantial  increases  in  Federal  resources  at  a  time  when 
this  country's  deficit  as  we  know  exceeds  $400,000,000,000  per  year. 
Do  you  expect,  Mr.  Secretary,  the  strategic  plan  to  include  a  multi- 
year  spending  proposal  which  would  set  priorities  among  these 
competing  areas? 

Mr.  Sullivan.  Of  course,  we  are  still  very  early  in  the  develop- 
ment of  the  strategic  plan.  As  you  are  aware,  Dr.  Healy  and  her 
staff  had  the  first  of  five  or  six  conferences  they  will  have  around 
the  country  with  members  of  the  scientific  community  to  gather 
broad  input  as  to  what  are  the  opportunities  that  NIH  should  be 
focusing  on  for  further  development.  Once  we  have  that  process 
completed,  we  would  be  in  a  better  position  to  look  at  the  funding. 

We  felt  the  most  appropriate  way  to  approach  this  is  to  first  see 
what  are  the  opportunities  are  out  there. 

For  example,  the  "Decade  of  the  Brain"  that  this  subcommittee 
was  so  active  in  a  few  years  ago  is  drawing  attention  to  the  oppor- 
tunities from  the  neurosciences.  We  would  like  to  have  the  strate- 
gic planning  process  advise  us  on  such  opportunities.  Then  we  will 
be  in  a  better  position  to  establish  priorities  and  funding  goals. 
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CLINICAL  CENTER  RECONSTRUCTION 

Mr.  Natcher.  One  problem  area  discussed  in  the  budget  docu- 
ments is  the  need  for  major  facility  upgrades  on  the  NIH  campus. 
This  includes  modernization  of  the  clinical  center  at  a  cost  of 
$1,400,000,000.  How  do  you  expect  to  finance  this  level  of  spending 
without  reducing  support  for  others  by  medical  research  priorities? 
How  could  you  handle  it? 

Mr.  Sullivan.  Mr.  Chairman,  we  have  consulted  with  the  Army 
Corps  of  Engineers  because  of  the  large  size  of  the  projected  cost  of 
the  renovation  of  the  clinical  center.  They  have  made  a  number  of 
suggestions  that  they  believe  will  help  in  the  planning  process. 

They  were  concerned,  for  example,  that  it  was  a  $1.6  billion  cost 
but  spread  over  a  21-year  period.  They  felt  21  years  was  much  too 
long,  that  perhaps  a  shorter  period  of  construction  for  the  clinical 
center  would  be  better,  perhaps  at  around  13  years.  With  an  ex- 
penditure of  this  magnitude,  they  felt  the  NIH  should  look  at  the 
overall  master  plan  for  the  NIH  campus. 

The  issue  of  funding  is  one  where  we  have  not  requested  any  dol- 
lars this  year  because  we  are  working  with  the  Corps  of  Engineers 
to  address  some  of  the  perspectives  that  they  gave  us. 

Mr.  Natcher.  Mr.  Secretary,  when  would  you  expect  to  reach 
some  decision  on  this  matter? 

Mr.  Sullivan.  I  would  believe  within  the  coming  year  we  would 
be  in  a  better  position  to  give  you  a  definitive  answer. 

Mr.  Natcher.  The  strategic  planning  process  has  also  identified 
the  need  for  new  or  renovated  facilities  at  medical  centers  through- 
out the  United  States.  Your  budget  includes  a  small  facility  request 
for  minority  schools.  What  are  your  views,  Mr.  Secretary,  about 
needs  as  far  as  other  schools  are  concerned?  Just  generally  speak- 
ing. 

Mr.  Sullivan.  I  think  the  general  area  of  facilities  is  one  where, 
there  are  needs.  We  focused  on  the  $12  million  for  research  facili- 
ties at  minority  institutions  because  presently  most  of  these  insti- 
tutions have  an  aggregate  level  of  funding  from  NIH  that  does  not 
allow  them  to  recover  sufficient  costs  to  help  in  the  renovation  of 
other  facilities.  However,  more  established  facilities  that  have 
larger  budgets  through  the  indirect  cost  mechanism  are  able  to, 
through  that  mechanism  as  well  as  through  others,  obtain  funds 
for  facilities. 

Because  of  everyone's  recognition  of  the  need  to  attract  more  mi- 
norities and  more  women  into  research  careers,  to  fully  utilize  the 
talent  we  have  not  utilized  sufficiently,  we  feel  this  would  be  an 
investment  that  would  help  us  significantly,  particularly  given  the 
constraint  on  dollars. 

Clearly,  I  think  were  we  not  under  such  severe  budgetary  con- 
straints we  could  certainly  justify  larger  direct  funding  dollars  for 
facilities. 

RISING  TREND  IN  TUBERCULOSIS  CASES 

Mr.  Natcher.  Last  week  the  Centers  for  Disease  Control  briefed 
a  number  of  congressional  committees  about  the  increase  in  cases 
of  tuberculosis,  particularly  drug-resistant  TB.  How  serious  is  this 
problem? 
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Mr.  Sullivan.  It  is  a  significant  problem,  Mr.  Chairman,  for  the 
reason  that  this  appears  to  be  certainly  augmented  by  the  AIDS 
epidemic.  A  significant  number  of  those  cases.  But  by  no  means  all, 
involve  an  individual  whose  immune  system  is  impaired.  A  previ- 
ously inactive  encapsulated  area  of  infection  breaks  down  and  they 
may  spread  it  to  others. 

The  other  part  of  this  problem  has  been  the  large  percentage  of 
drug-resistant  tubercle  bacillus.  In  New  York,  there  have  been  a 
few  deaths  from  drug-resistant  TB. 

The  number  of  cases,  for  example,  in  1985,  of  tuberculosis  report- 
ed in  the  country  was  22,201.  In  1990,  it  had  increased  to  25,701. 
We  have  provisional  data  for  1991  of  23,543.  CDC  estimates  that 
some  28,000  extra  cases  of  tuberculosis  have  occurred  since  1985  in 
the  United  States  because  of  the  fact  that  the  previously  downward 
slope  is  now  coming  up  again. 

Mr.  Natcher.  Does  this  increase  in  tuberculosis  cases  represent 
a  significant  risk  to  the  general  population  or  is  it  restricted,  Mr. 
Secretary,  largely  to  AIDS  patients  or  health-care  workers? 

Mr.  Sullivan.  It  certainly  is  contributed  to  in  a  large  measure 
by  the  AIDS  population.  However,  it  is  a  risk  to  the  population  at 
large  because  of  the  spread  of  the  infection. 

One  of  the  fatalities  in  New  York  was  a  prison  guard  who  also 
had  cancer.  He  became  infected  with  a  drug-resistant  strain  of  tu- 
bercle bacillus  from  one  of  the  inmates.  His  immune  system  may 
have  been  compromised  by  the  fact  that  he  had  cancer,  but  clearly 
he  picked  this  up  from  an  AIDS  patient  in  whom  the  infection  had 
become  active. 

It  is  a  potential  risk  to  the  population.  For  that  reason,  we  have 
requested  an  increase  in  funding  for  tuberculosis  to  try  to  have  a 
more  effective  approach  in  stemming  this  epidemic. 

Mr.  Sullivan.  Mr.  Pursell,  I  yield. 

THE  NIH  PLANNING  PROCESS 

Mr.  Pursell.  Thank  you,  Mr.  Chairman. 

In  your  oversight  responsibilities  for  NIH,  I  would  be  interested 
in  learning  how  you,  as  Secretary,  evaluate  the  major,  dynamic,  ex- 
cellent institutes  against  each  other?  Do  you  have  a  team  or  do  you 
rely  on  the  quality  and  the  professional  background  of  Dr.  Healy 
and  the  various  institute  directors  to  give  you  an  analysis  of  budg- 
etary concerns? 

Mr.  Sullivan.  Certainly,  it  is  a  very  involved  process,  but  it  is 
one  where  I  rely  very  heavily  on  the  recommendations  of  Dr. 
Healy.  The  budget  process  starts  in  discussions  between  Dr.  Healy 
and  each  of  the  Institute  Directors.  They  have  a  review  committee 
on  the  NIH  campus  where  many  of  these  decisions  are  argued. 

Then,  when  Dr.  Healy  makes  her  initial  decisions  she  presents 
them  to  Dr.  Mason,  the  Assistant  Secretary  for  Health.  Dr.  Mason 
has  all  the  branches  of  the  Public  Health  Service  coming  in  with 
their  requests — CDC,  FDA,  et  cetera. 

Then,  once  Dr.  Mason  completes  his  discussions  and  negotiations, 
he  presents  to  me  and  my  senior  staff  the  proposed  budget  for  the 
overall  Public  Health  Service. 
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Then  we  go  through  the  budget  of  each  Institute.  At  that  level 
we  look  broadly  at  the  priorities  in  the  Department.  There  is  no 
way  we  can  second  guess  the  quality  of  the  science.  I  don't  think 
that  would  be  appropriate. 

In  Dr.  Healy  and  the  various  institute  directors,  we  have  very  ac- 
complished individuals.  My  review  is  to  have  proposed  increases 
justified,  problems  brought  to  my  attention  if  there  are  significant 
shortfalls,  or  opportunities  that  are  being  lost  because  of  inad- 
equate funds  identified. 

The  other  review  I  undertake  with  them  is  one  of  policy.  The 
types  of  issues  considered  include  expanding  the  minority  health 
research  programs  or  women's  health  research  programs,  how  to 
weight  the  funds  that  go  into  investigative  research  grants,  or 
what  monies  should  be  directed  to  supportive  centers,  or  the  priori- 
ty which  should  be  placed  on  research  training  dollars.  These  kinds 
of  decisions  we  pass  back  and  forth. 

Mr.  Pursell.  After  it  passes  Mason's  review,  there  is  some  give 
and  take  between  you  and  your  team  leaders  and  staff? 

Mr.  Sullivan.  Yes.  Of  course,  you  would  need  to  question  Dr. 
Healy  and  her  colleagues  directly.  My  own  impression  is  that  my 
input  is  much  more  heavily  policy  oriented  rather  than  evaluating 
the  project  for,  say,  Alzheimer's  versus  multiple  sclerosis.  I  don't 
feel  that  I  have  the  information.  I  have  good  people  in  whom  I 
have  confidence.  They  are  in  constant  communication  with  a 
broader  scientific  community,  so  I  think  they  have  better  informa- 
tion on  that  level  of  decision  making. 

At  the  end  of  the  process,  I  think  we  all  feel  better  informed 
both  on  the  scientific  merits  of  the  proposals  as  well  as,  from  a 
policy  perspective,  whether  or  not  that  helps  me  as  Secretary,  and 
I  think  this  helps  them  as  science  administrators. 

Mr.  Pursell.  Do  you  have  discussion  with  them  as  to  where  we 
should  be  in  15  years?  Each  institute  has  its  own  turf,  so  to  speak; 
each  institute  has  their  own  concern.  Do  you  examine  the  question 
of  coordination  from  the  top  and  see  if  there  is  any  major  missing 
components  within  a  given  institute  or  subject  area? 

Mr.  Sullivan.  Yes.  For  example,  the  women's  health  research 
initiative  is  an  initiative  that  Dr.  Healy,  when  she  assumed  the  po- 
sition of  director  at  NIH,  felt  very  strongly  that  this  was  an  area 
where  we  needed  to  have  a  more  vigorous  approach.  She  convinced 
me  that  this  was  an  area  that  should  be  supported  and  developed. 
That  was  a  policy  issue,  although  it  borders  on  science.  It  was 
driven  by  the  fact  that  many  of  the  criteria  were  already  estab- 
lished. 

It  was  also  driven  somewhat  by  the  science,  because  in  the 
design  of  clinical  studies,  what  scientists  tried  to  do  was  eliminate 
as  many  variables  in  the  population  as  possible.  In  this  way,  you 
can  have  a  greater  likelihood  of  seeing  a  difference  in  treatment 
response.  A  lot  of  studies  had  been  carried  out  simply  with  male 
subjects.  I  think  we  would  all  say  now  that  perhaps  this  was  a  mis- 
take. 

One  of  the  things  I  would  also  add  is  that,  with  our  computer  ca- 
pabilities, we  can  easily  study  large  groups  and  get  more  informa- 
tion than  was  the  case  before.  Dr.  Healy  made  the  argument,  and 
certainly  we  had  a  lot  of  input  from  around  the  country,  that  we 
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had  been  perhaps  a  little  incomplete  in  our  measurement  of  out- 
comes. This  was  one  of  the  places  where  she  made  a  determination 
and  we  agreed  with  it. 

What  I  am  saying  is  that  we  have  a  participatory  process,  going 
back  and  forth.  I  participated  in  the  first  strategic  plan  in  San  An- 
tonio about  three  weeks  ago.  My  input  was  primarily  to  be  support- 
ive of  the  process,  to  indicate  to  the  scientific  community  that,  as 
Secretary,  I  was  supportive  of  Dr.  Healy  and  her  efforts,  and  we 
also  wanted  the  input  of  the  scientific  community. 

Mr.  Pursell.  I  read  some  briefs  on  that.  I  think  it  is  an  appropri- 
ate process. 

Well,  thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Mr.  Roybal,  I  yield. 

SLIAG  FUNDING 

Mr.  Roybal.  Dr.  Sullivan,  I  would  like  to  go  back  again  for  a 
little  while  into  SLIAG.  It  is  my  understanding  that  the  total  Fed- 
eral offset  funds  for  1989  to  1991  is  $460,000,000.  It  is  also  my  un- 
derstanding that  the  estimated  Federal  offset  cost  was  $350,000,000. 
Therefore,  there  is  a  difference  of  $110,000,000. 

What  has  happened  to  that  $110,000,000? 

Secretary  Sullivan.  I  am  afraid  I  don't  have  more  information 
than  I  indicated  this  morning,  Mr.  Roybal.  The  fact  is  that  we  have 
$600  million  that  have  been  committed  in  prior  years  for  this  pro- 
gram that  the  States  have  not  drawn  down.  To  my  knowledge,  that 
is  money  that  is  available.  If  there  are  specific  problems  with  Cali- 
fornia or  other  States  that  we  are  not  aware  of,  we  do  want  to 
work  with  those  States. 

Mr.  Roybal.  In  other  words,  they  can,  then,  get  some  money 
from  that  $600,000,000? 

Secretary  Sullivan.  That  $600  million  has  been  made  available 
in  prior  appropriations;  that  has  not  been  drawn  down. 

Mr.  Roybal.  We  are  talking  about  the  amount  that  the  Federal 
government  held  back.  That  would  be  included  in  that 
$110,000,000.  That  is  what  I  am  trying  to  determine,  whether  or 
not  it  is  true  that  there  is  $110,000,000  there  that  may  be  extra  to 
the  $600,000,000.  I  don't  know.  But,  nonetheless,  there  is 
$110,000,000  that  we  have  no  accounting  for. 

Secretary  Sullivan.  I  understand,  Mr.  Roybal,  that  perhaps  the 
problem  that  we  have  is  the  difference  in  the  estimates  between 
the  Congressional  Budget  Office  and  my  office,  or  OMB,  of  the 
funds  that  are  there.  Our  accounting  is  that  there  are  $460  million 
available.  I  understand  the  CBO  has  said  there  are  $300  million. 
There  is  a  difference  that  we  will  have  to  see  how  we  can  reconcile. 

Our  information  is  that  there  is  $460  million  available. 

Mr.  Roybal.  Is  that  in  addition  to  the  $110,000,000,  which  makes 
it  $600,000,000? 

Secretary  Sullivan.  No.  The  $110  million  difference  is  our  esti- 
mate of  $460  million  versus  CBO,  which  is  $350  million.  So  I  think 
that  is  the  $110  million  that  you  are  referring  to. 

Mr.  Roybal.  That  is  right.  That  is  the  money  that  CBO  estimates 
is  left,  $110,000,000— if  the  money  were  $460,000,000,  and 
$350,000,000  was  used;  therefore,  there  is  $110,000,000. 
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The  question  is,  is  that  part  of  the  $600,000,000,  or  is  it  in  addi- 
tion to  the  $600,000,000?  With  that  clarification,  I  wish  you  would 
provide  that  for  the  record. 

Secretary  Sullivan.  I  will  be  happy  to  provide  that  and  get  a  re- 
sponse back  to  you. 

Mr.  Roybal.  I  want  to  know  how  you  arrived  at  it. 

[The  information  follows:] 

The  latest  estimate  based  upon  the  best  and  most  recent  data  available  from 
States  indicate  that  there  should  be  no  adjustment  to  the  Federal  offset.  There  is  no 
amount  unaccounted  for. 

CHILD  IMMUNIZATIONS 

Mr.  Roybal.  I  would  like  to  talk  about  something  else  now. 

Talking  about  immunization,  it  is  my  understanding  that  50  per- 
cent of  children  in  this  Nation  have  not  been  immunized  for  child- 
hood diseases. 

Secretary  Sullivan.  That  is  50  percent  of  the  ages  two  to  five 
are  not  properly  immunized.  When  you  look  at  the  children  at 
school  age,  over  95  percent  are  fully  immunized.  They  don't  repre- 
sent a  problem  because  school  districts  require  that. 

We  are  concentrating  on  the  preschool  age  group  with  our  na- 
tional immunization  efforts.  That  group  averages  50  percent,  but 
can  be  as  low  as  30  percent  in  some  communities.  That  is  a  prob- 
lem we  are  trying  to  address. 

Mr.  Roybal.  Sure,  but  the  thing  I  am  concerned  about  is  that  no 
longer  do  we  see  immunization  programs  in  school — at  least,  I  have 
not  for  the  last  10  years.  Those  programs  that  I  have  seen  are  very 
inadequate. 

Aren't  we  putting  any  money  into  immunization  as  a  whole,  so 
that  not  only  those  two-to-five,  but  five-to-seventeen  are  covered? 

Secretary  Sullivan.  Yes.  The  immunization  levels  for  the  older 
group,  five-to-seventeen,  are  quite  high  because  the  requirements 
for  attendance  in  schools  do  require  that  these  children  are  immu- 
nized. Immunization  rates  are  so  high  because  you  have  one  place 
where  all  the  five-,  six-,  and  seven-year-olds  can  be  found. 

One  problem  with  the  younger  children  is  that  there  is  no  one 
place  where  they  can  all  be  found. 

Mr.  Roybal.  The  situation  is  such  that  one  can  assume,  then, 
that  anyone  six  years  of  age  to  seventeen  is  immunized,  and  that 
that  total  is  95  percent  of  that  population. 

Secretary  Sullivan.  Yes,  it  is  actually  97  percent. 

Obviously,  with  older  children  there  may  be  some  localities 
where  there  is  a  problem.  But  overall  in  the  Nation,  we  are  doing 
well.  We  are  not  doing  well,  however,  in  the  preschool  age  group. 
That  is  the  group  on  which  we  are  concentrating  by  having  an  in- 
creased number  of  clinics  where  immunizations  are  available,  keep- 
ing clinics  open  nights  and  weekends,  and  setting  up  immunization 
programs  in  conjunction  with  WIC  offices  and  AFDC  offices. 

We  are  trying  to  have  immunizations  available  at  multiple  sites 
and  have  the  system  more  user-friendly.  We  are  enlisting  private 
doctors  by  having  the  city  health  departments  get  the  vaccine  from 
CDC  and  making  it  available  to  the  physicians  free  of  charge  if  the 
physicians  are  willing  to  assist  us.  We  are  using  multiple  sites  to 
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try  to  have  90  percent  of  the  children  completely  immunized  by  the 
age  of  two. 

Mr.  Roybal.  Then  the  old  program  of  dealing  with  the  schools 
and  parents,  PTA,  is  that  eliminated  now? 

Secretary  Sullivan.  No.  In  the  national  efforts  that  we  have 
mounted,  we  have  asked  schools  to  tell  us  if  there  are  any  prob- 
lems. We  want  to  avoid  in  the  future  any  lapses  such  as  what  we 
are  feeling  the  effects  of  now. 

We  were  lulled  into  a  false  sense  of  security  by  the  fact  that, 
prior  to  the  development  of  the  national  immunization  program, 
we  were  seeing  in  the  country  between  500,000  to  1  million  cases  of 
childhood  communicable  diseases  a  year.  With  the  development  of 
the  national  programs  for  example,  the  number  of  cases  of  measles 
fell  from  57,000  in  1977  to  1,500  in  1983.  Many  parents,  as  well  as 
health  departments,  perhaps,  slacked  off.  In  the  last  three  years, 
we  have  seen  an  increase  in  cases.  In  1990,  we  had  almost  28,000 
cases  of  measles.  We  had  a  total  of  89  deaths  from  measles. 

Clearly,  our  record  now  is  designed  to  have  90  percent  of  chil- 
dren immunized  for  measles,  German  measles,  whooping  cough,  et 
cetera,  by  the  age  of  two  so  our  children  will  be  properly  protected. 

Mr.  Natcher.  We  have  to  go  to  the  Floor  to  vote.  We  will  be 
back  shortly. 

[Recess.] 

Mr.  Natcher.  The  committee  will  come  to  order. 

Mr.  Stokes,  I  yield  to  you. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Mr.  Secretary,  your  budget  submission  to  us  this  year  is  $198  bil- 
lion for  fiscal  year  1993.  Last  year,  of  course,  your  budget  was 
$179.8  billion,  which  represents  about  a  17.9  percent  increase,  17.9 
percent.  Now,  is  the  $198,000,000,000  that  you  submitted  to  us  the 
same  amount  you  submitted  to  OMB,  or  did  you  submit  a  different 
request  to  them? 

Secretary  Sullivan.  The  overall  budget  is  $585  billion,  but  the 
programs  under  the  jurisdiction  of  this  committee  will  be  provided 
by  my  staff. 

May  I  submit  that  to  you  for  the  record. 

Mr.  Stokes.  That  will  be  fine. 

[The  information  follows:] 

The  budget  authority  for  programs  under  the  jurisdiction  of  this  Subcommittee 
totals: 


[In  millions  of  dollars] 


1992 


1993 


Discretionary  programs  

Entitlement  programs  

Total,  L/HHS  programs 


$178,620 


$26,460 
152,160 


$197,697 


$26,974 
170,723 


Our  request  to  OMB  for  discretionary  programs  for  the  same  programs  was 
$30,055  million. 
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READY  TO  LEARN 

Mr.  Stokes.  I  notice  that  you  are  proposing  a  new  program 
called  Ready  To  Learn,  which  will  focus  on  areas  of  high  poverty 
where  underutilization,  lack  of  access,  and  primary  care  and  pre- 
ventive services  place  children  at  high  risk  of  school  failure.  Would 
you  briefly  describe  some  of  the  health  care  needs  of  those  children 
living  in  those  areas  this  program  would  target? 

Secretary  Sullivan.  Yes,  Mr.  Stokes.  What  this  is  addressing  ac- 
tually is  my  Department's  role  in  working  to  implement  the  Presi- 
dent's number  one  educational  objective. 

From  the  conference  in  September  of  1989  in  Charlottesville  with 
the  Governors  of  all  50  States  and  the  territories,  there  were  six 
educational  objectives  that  the  President  and  the  Governors  agreed 
upon.  The  number  one  objective,  was  that  by  the  year  2000  all  chil- 
dren starting  school  should  be  ready  to  learn. 

I  was  asked  to  take  the  lead  for  the  President  in  meeting  this 
objective.  All  of  those  things  that  happen  to  a  child  during  preg- 
nancy and  during  early  childhood  development  affect  that  child's 
ability.  It  is  not  only  his  or  her  health,  but  socialization,  immuniza- 
tions, et  cetera.  This  represents  the  dollars  that  are  designed  to 
support  our  efforts  to  reach  this  objective. 

We  have  formed  a  steering  committee  that  includes  myself;  Sec- 
retary Alexander  from  the  Department  of  Education;  Dr.  James 
Ranier,  the  CEO  of  Honeywell;  Dr.  David  Hamburg,  President  of 
the  Carnegie  Foundation;  and  Dr.  Booth  Gardner,  Governor  of 
Washington.  This  steering  committee  organizes  those  activities — 
not  only  through  the  Federal  government,  but  with  the  private 
sector — to  do  everything  we  can  to  enhance  the  health  status  and 
the  social  and  intellectual  development  of  children  to  see  that  they 
are  ready  to  learn. 

These  dollars  are  designed  to  support  these  efforts  to  mobilize 
the  Nation  on  the  number  one  educational  goal. 

Mr.  Stokes.  Do  we  have  any  estimate  of  the  number  of  young 
people,  children,  who  are  targeted  in  this  area? 

Secretary  Sullivan.  I  don't  have  that  figure  with  me,  but  I  can 
supply  that  for  the  record.  My  Assistant  Secretary  for  Planning 
and  Evaluation  is  my  senior  official  overseeing  that  operation. 

Mr.  Stokes.  I  would  appreciate  that  for  the  record. 

[The  information  follows:] 

Ready-to-Learn  will  target  approximately  50,000  children  ages  3  to  12. 

Secretary  Sullivan.  I  understand  from  my  staff  that  it  is  ap- 
proximately 50,000  children. 

Mr.  Stokes.  Okay,  because  I  noticed  in  this  area  your  budget  re- 
quest was  for  $6  million  for  this  initiative.  Is  that  correct? 

Secretary  Sullivan.  Yes,  that  is  really  to  provide  grants  to  pri- 
mary care  providers  to  establish  agreements  with  local  school  sys- 
tems to  ensure  children  have  access  to  primary  health  care.  We  an- 
ticipate the  total  dollars  that  would  be  utilized  for  that  will  be  far 
in  excess  of  that. 

For  example,  Dr.  Ranier,  the  CEO  of  Honeywell,  was  asked  to 
serve  on  the  committee  because  in  Minneapolis  he  has  been  a  lead- 
ing businessman  in  the  development  of  what  they  call  their  "Sue- 
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cess  Six"  program.  They  are  working  to  enhance  the  school  readi- 
ness of  children.  This  is  an  activity  supported  by  the  United  Way. 

The  $6  million  in  here  is  to  provide  grants  to  federally-funded 
primary  care  providers  such  as  Community  Health  Centers  to  es- 
tablish agreements  with  local  school  systems  to  ensure  that  chil- 
dren ages  3  to  12  have  access  to  primary  health  care  services. 

Mr.  Stokes.  I  would  sort  of  assume  that  when  you  talk  about  this 
type  of  poverty,  you  are  talking  about  urban  areas  that  have  high 
concentrations  of  poverty,  or  urban  and  rural,  perhaps. 

Secretary  Sullivan.  Yes.  We  are  talking  about  urban  and  rural. 
It  is  intended  to  be  a  comprehensive  program  for  the  Nation  that 
will  address  both  urban  and  rural  problems. 

LEAD  POISONING 

Mr.  Stokes.  Let  me  move,  Mr.  Secretary,  into  the  area  of  lead 
poisoning.  I  see  your  Department  proposes  to  fund  this  program  at 
$40  million,  which  represents  an  88  percent  increase  over  the 
amount  provided  last  year.  Of  course,  I  am  pleased  to  see  this  type 
of  an  increase.  This  is  obviously  one  of  the  more  pressing  problems 
for  those  of  us  who  represent  high  pockets  of  low-income  children 
who  are  mostly  affected  in  large,  urban  communities. 

Can  you  tell  us  how  your  Department  plans  to  use  the  increase 
that  you  are  proposing  to  us? 

Secretary  Sullivan.  Yes,  Mr.  Stokes.  We  propose  to  utilize  these 
funds  for  screening  children  for  lead  levels  in  blood  based  on  the 
recommendations  of  a  committee  from  the  Centers  for  Disease  Con- 
trol, we  lowered  the  threshold  of  concern  for  blood  lead  levels  from 
its  prior  level  of  25  micrograms  of  lead  per  deciliter  of  blood  to  10.  I 
will  get  that  figure  for  you  for  the  record. 

[The  information  follows:] 

In  the  aggregate,  the  number  of  children  exposed  to  hazardous  levels  of  lead  has 
declined  over  the  past  20  years,  primarily  as  a  result  of  reducing  lead  from  gasoline. 
However,  over  this  time,  we  have  also  come  to  realize  that  lower  levels  of  exposure 
than  previously  thought  can  produce  adverse  health  and  developmental  effects,  and 
that  sources  of  lead  in  the  environment  persist  and  represent  significant  dangers  to 
our  children,  especially  from  lead  paint  and  paint  dust.  We  estimate  that  3  to  4  mil- 
lion children  under  6  years  of  age  in  the  United  States  have  blood  lead  levels  over 
15  micrograms  per  deciliter  (/xg/dL).  Last  October,  the  Department  lowered  its 
"threshold  of  concern"  for  lead  in  children's  blood  from  the  previous  25  ug/dL  down 
to  10  jLtg/dL. 

We  have  also  recommended  a  multi-tiered  approach  for  public  health  responses  to 
findings  of  various  blood  levels  in  children.  For  example,  a  finding  of  10  jxg/dL 
should  trigger  stepped-up  community-wide  prevention  activities,  such  as  expanded 
screening  and  nutrition  and  health  care  provider  education.  A  finding  of  15  jutg/dL 
should  trigger  nutrition  education  efforts  directed  to  the  individual,  medical  evalua- 
tions and  treatment,  and  environmental  investigations;  and  a  finding  of  45  jug/dL 
should  trigger  chelation  therapy  for  a  child. 

In  recognition  of  the  seriousness  of  this  environmental  health  problem,  the  FY 
1993  President's  budget  requests  $40  million  for  CDC's  childhood  lead  poisoning  pre- 
vention program.  This  is  an  increase  of  $19  million,  or  88%,  over  the  FY  1992  appro- 
priated level.  This  also  fully  funds  the  first  year  costs  for  CDC's  share  of  activities 
under  the  HHS  "Strategic  Plan  for  the  Elimination  of  Childhood  Lead  Poisoning," 
announced  last  year. 

Secretary  Sullivan.  We  have  data  showing  that  children  with 
blood  lead  levels  in  the  range  of  15  to  20  micrograms  per  deciliter 
of  blood  can  be  impacted  in  a  measurable  way — behavioral  prob- 
lems, learning  problems,  and  subtle  health  problems.  We  estimate 
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we  have  4  million  children  in  the  United  States  who  may  have  lead 
levels  in  their  blood  that  are  too  high. 

There  are  different  recommendations  made,  depending  on  the 
blood  level.  For  the  children  with  levels  of  25  or  higher,  we  recom- 
mend immediate  steps  to  treat  them.  Those  who  have  lower  levels, 
we  recommend  other  measures. 

This  funding  is  designed  to  give  us  a  better  effort  toward  screen- 
ing children  concerning  lead  levels  in  blood,  as  well  as  to  mount 
the  public  education  effort.  The  reality  is  that  prior  to  1978,  a 
number  of  the  houses  in  our  country  were  painted  using  lead-based 
paint.  We  now  have  a  tremendous  housing  stock  around  the  Nation 
where  there  is  lead.  Our  program  is  focused  on  using  our  dollars  to 
test  children  in  areas  where  there  may  be  lead  exposure  and  to  un- 
dertake lead  abatement  programs  for  those  children  with  high  lead 
levels  in  their  blood. 

Mr.  Stokes.  In  the  past  year,  one  of  the  things  we  learned  was 
that,  contrary  to  general  belief  that  most  of  the  lead-based  paint 
problem  was  concentrated  in  the  urban  city  or  in  the  central  city 
per  se,  they  are  now  finding  that  this  is  a  problem  in  many  of  the 
suburbs  around  the  country.  Now  it  is  also  a  problem  for  those 
moving  from  the  suburbs  into  the  inner  city  through  the  restora- 
tion programs  going  on  are  finding  high  concentrations  of  lead  in 
those  areas,  too. 

CHILD  ABUSE  AND  NEGLECT 

Let  me  ask  you  about  the  fact  the  Child  Welfare  League  of 
America  reported  the  continuing  increase  of  the  number  of  chil- 
dren reported  abused  or  neglected.  Most  of  the  states  indicated  an 
overall  increase  in  such  reports  that  projected  nationally  150,000 
additional  children  were  reported  abused  or  neglected.  In  1990,  2.5 
million  children  were  reported  abused  or  neglected,  and  the 
number  entering  foster  care  continues  to  increase  rapidly.  After 
the  number  of  children  in  foster  care  reached  470,000  children  in 
the  end  of  the  1990  fiscal  year,  the  states  said  approximately  20,000 
additional  children  required  foster  care  during  this  year. 

Can  you  tell  us,  Mr.  Secretary,  some  of  the  factors  contributing 
to  the  increase  of  some  of  the  cases  of  abuse  and  negligence  nation- 
ally? 

Mr.  Sullivan.  Yes,  Mr.  Stokes. 

We  are  very  concerned  about  the  rising  number  of  reported  cases 
of  child  abuse  in  our  Country.  I  have  an  advisory  committee  on 
child  abuse  and  negligence  that  advises  me  on  this  problem. 
Among  the  things  that  we  are  going  address,  this  is  an  important 
issue. 

We  have  had  a  number  of  conferences  focusing  on  that  very  issue 
with  a  number  of  communities  around  the  Country.  From  our  data, 
there  were  2.5  million  reported  cases  of  child  abuse  in  1990,  of 
which  46  percent  were  due  to  negligence,  27  percent  were  physical 
abuse,  15  percent  sexual  abuse,  and  13  percent  emotional  maltreat- 
ment. We  are  supporting  a  number  of  efforts  to  work  with  local  or- 
ganizations to  not  only  focus  on  this  as  an  issue  but  to  find  solu- 
tions through  the  various  child  welfare  agencies. 
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I  participated  in  a  conference  in  Denver  in  September  of  last 
year  on  this  issue,  as  well  as  hosted  a  conference  here  in  Washing- 
ton in  the  fall  of  last  year.  It  is  a  priority  that  we  have  in  the  De- 
partment. We  are  concerned  about  it.  We  are  working  with  our  ad- 
visory council  to  come  up  with  better  approaches  to  the  problem 
because  of  its  apparent  increasing  incidence. 

Of  course,  it  is  sometimes  related  to  drug  abuse  or  alcoholism.  In 
those  instances,  we  have  dollars  in  those  programs  that  help  to  ad- 
dress the  problem  as  well. 

Mr.  Stokes.  Thank  you  very  much,  Mr.  Secretary. 

Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Mr.  Porter,  I  yield. 

ABORTION  COUNSELING  REGULATION 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Mr.  Secretary,  the  options  ran  out  on  heading  off  the  gag  rule 
recently.  Your  Department  has  the  unenviable  responsibility  of 
carrying  out  a  rule  that  refuses  to  give  to  poor  people  coming  to 
Title  clinics  the  same  information  relating  to  their  options  as 
women  going  to  a  private  doctor  would  get. 

Can  you  tell  us  about  the  implementation  of  that  rule?  What 
about  the  clinics  that  might  be  refusing  Federal  funds  and  what 
the  status  generally  is  of  those  regulations  also? 

Secretary  Sullivan.  Yes,  Mr.  Porter. 

That  is,  under  review  in  the  Department.  We  should  be  coming 
forward  in  the  next  few  weeks  with  the  guidance  from  the  Public 
Health  Service  to  our  various  offices.  Once  that  goes  out,  the  clin- 
ics would  have  30  days  to  comment  and  to  come  in  to  compliance 
with  the  regulation. 

We  are  prepared  to  work  on  a  case-by-case  basis  with  any  clinic 
if  they  need  additional  time  to  come  into  compliance. 

Mr.  Porter.  What  effect  on  your  thinking  did  the  President's 
memorandum  that  was  issued  in  the  course  of  the  debate  on  the 
gag  rule  have?  What  effect  does  that  have  on  your  responsibility? 

It  seems  to  me  that  the  way  the  regulations  were  written,  it 
would  not  be  permissive  of  the  kinds  of  interpretations  the  Presi- 
dent wanted  to  make.  The  President's  memo  was  an  extra  legal 
document.  It  is  merely  guidance. 

Can  the  Department  interpret  the  regulations  in  accordance  with 
the  memo  even  though  that  would  conflict  with  the  actual  regula- 
tions? 

Perhaps  you  don't  agree  with  my  characterization. 

Secretary  Sullivan.  My  general  counsel  is  looking  at  this,  but 
from  a  lay  perspective,  and  as  a  physician,  it  is  my  understanding 
that  what  the  President's  letter  indicates  is  this:  physicians  work- 
ing in  such  clinics,  have  the  right  to  give  medical  advice  to  their 
clients  and  to  refer  them  to  other  facilities  even  if  that  referral 
may  result  in  that  individual  receiving  an  abortion. 

This  applies  to  physicians  in  those  clinics.  It  does  not  apply  to 
non-physicians  in  those  clinics. 

Mr.  Porter.  Although  the  regulation,  it  doesn't  seem  to  me,  has 
any  room  in  it  for  interpretation  like  that.  The  regulations  say 
quite  the  opposite.  The  person  cannot  be  told  those  options.  It  does 
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not  refer  to  physicians  at  all.  I  think  my  question  is,  are  you 
going  to  rewrite  the  regulations  to  include  the  suggestions  the 
President  made  or  are  you  simply  going  to  operate  with  the  regula- 
tion and  interpret  them  the  way  the  President  suggested? 

Secretary  Sullivan.  We  are  working  to  interpret  the  regulations 
in  accordance  with  the  President's  memorandum  to  me. 

DELAYED  OBLIGATIONS 

Mr.  Porter.  How  much  in  delayed  obligations  are  in  your 
budget? 

Secretary  Sullivan.  A  significant  amount. 

Mr.  Porter.  We  had  quite  a  fight  over  that  in  the  last  budget 
cycle.  Many  of  us  objected  when  additional  delayed  obligations 
were  placed  in  different  budgets  as  an  irresponsible  approach  to 
budgeting. 

Secretary  Sullivan.  Yes,  Mr.  Porter.  The  delayed  obligations  in 
our  budget  request  come  to  $3.2  billion. 

Mr.  Porter.  What  do  those  consist  of?  Why  are  they  justifiable?  I 
guess  that  is  my  question. 

Secretary  Sullivan.  This  is,  I  think,  one  mechanism  to  provide 
some  funding  to  begin  programs  and  stay  within  the  overall  pa- 
rameters of  the  budget  agreement.  This  means,  in  essence,  funding 
is  provided  for  many  of  these  programs  late  in  the  budget  year. 
Their  total  budgetary  letter  is  much  less  obviously. 

This  $3.2  billion  compares  to  $2.8  billion  in  the  current  budget, 
so  it  is  $433  million  over  1992. 

Mr.  Porter.  My  concern  is  that  the  Departments  requests  de- 
layed obligations,  OMB  approves  them  and  then  when  we  mark  up 
the  bill,  they  get  doubled,  tripled,  quadrupled,  and  pretty  soon  we 
are  in  a  budget  situation  where  we  seem  to  be  telling  various 
worthy  interests  that  we  are  doing  wonderful  things  for  them  when 
we  are  simply  obligating  funds  on  the  last  day  of  the  year  and  lim- 
iting our  options  in  the  next  budget.  Our  flexibility  disappears  and 
we  build  up  the  deficit  which  has  gotten  us  into  the  terrible  fix  we 
are  in  now  economically.  I  would  like  to  see  all  our  Departments 
not  use  this  device. 

PUBLIC  RELATIONS  AND  EDUCATION  PROGRAMS 

Let  me  ask  you  about  education  programs.  Many  of  our  problems 
in  our  country  are  due  to  irresponsible  actions  by  individuals  re- 
garding their  own  circumstances.  We  attempt  to  teach  people 
better  ways  to  head  off  the  problems — drug  education,  AIDS  educa- 
tion, smoking  education. 

You  have  been  absolutely  forthright  in  taking  on  the  tobacco  in- 
dustry and  I  admire  you  for  doing  this.  What  media  is  most  effec- 
tive in  this  area?  What  is  new  and  happening  that  is  making  some 
impact? 

Secretary  Sullivan.  Yes,  we  utilized  a  number  of  approaches, 
Congressman  Porter,  in  addressing  this.  We  have  a  very  active 
public  affairs  staff  where  we  will  do  a  number  of  things,  such  as 
submit  op-ed  pieces  on  programs  such  as  immunization,  for  exam- 
ple, to  the  newspapers  around  the  country.  There  are  a  number  of 
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newspapers  where  we  have  met  with  their  editors  and  others  who 
indeed  welcome  that. 

This  certainly  helps  us  tremendously.  We  have  the  usual  bro- 
chures that  we  develop  within  the  Department.  We  also  are  very 
active  within  the  development  of  radio  spots.  We  have  a  studio  at 
HHS  for  both  radio  and  television  spots. 

Almost  every  day  we  send  out  educational  spots.  We  have  ongo- 
ing relations  with  a  very  large  number  of  stations  in  which  we  feed 
them  programs,  whether  on  smoking  cessation,  food  labeling,  dis- 
ability, or  determinations  for  some  of  the  children  served  by  the 
social  security  system. 

There  is  a  wide  variety  of  those  because  of  the  tremendous 
number  of  programs  that  we  have,  I  believe  it  has  grown  tremen- 
dously since  I  have  been  Secretary.  We  are  using  programs  all  over 
the  country.  We  also  have  a  service  that  tells  us  how  many  times 
these  announcements  are  broadcast,  so  we  do  get  feedback  as  to 
how  often  they  are  used. 

So  we  believe  that  this  is  a  very  important  part  of  our  responsi- 
bility to  do  everything  we  can  to  educate  the  public. 

Mr.  Porter.  Have  you  done  any  studies  on  how  effective  these 
are? 

Secretary  Sullivan.  I  would  need  to  get  a  response  back  to  you.  I 
believe  we  have,  but  the  specifics  I  would  need  to  review  with  my 
public  affairs  staff  and  get  back  word  to  you  on  that. 

[The  information  follows:] 

The  Department  of  Health  and  Human  Services  uses  earned  media  and  public 
service  announcements  in  print,  radio  and  television  outlets  to  communicate  impor- 
tant health  information  to  the  American  people.  The  most  meaningful  indication  of 
effectiveness,  albeit  the  most  difficult  to  measure,  is  the  extent  to  which  a  given 
communications  program  changes  public  attitudes  and  behavior. 

For  example,  the  Public  Health  Service,  a  division  of  HHS,  has  been  directed  by 
the  Congress  to  alert  people  to  the  dangers  of  smoking,  to  reduce  rates  of  coronary 
heart  disease  and  stroke,  to  increase  the  numbers  of  children  who  are  immunized 
against  childhood  diseases,  and  to  reduce  infant  mortality,  among  a  host  of  other 
charges. 

Since  1987,  the  "America  Responds  to  AIDS"  (ARTA)  public  education  campaign 
increases  awareness  and  understanding  of  HIV  infection  and  AIDS,  and  provides  in- 
formation on  how  to  prevent  the  spread  of  the  virus.  Each  phase  of  the  campaign 
conveys  a  primary  prevention  theme  for  the  total  population  and  also  addresses  a 
specific  theme  or  issue(s).  The  next  phase  of  the  campaign  is  slated  to  be  unveiled 
this  Spring. 

HHS  has  responded  by  funding  programs  and  operating  campaigns  designed  to 
convince  people  to  quit  smoking,  to  be  tested  for  hypertension  and/or  to  bring  their 
own  high  blood  pressure  under  control,  to  have  their  children  immunized,  and  to 
have  the  healthiest  possible  pregnancies.  Over  the  years,  as  these  public  education 
programs  have  been  carried  out,  we  have  experienced  the  very  improvements  that 
we  and  the  Congress  sought:  smoking  has  declined  dramatically,  heart  disease  and 
stroke  rates  have  fallen,  childhood  immunization  rates  have  improved  even  as  dis- 
ease rates  have  dropped,  and  U.S.  infant  mortality  rates  are  steadily  improving. 

We  know  that  we  are  healthier  in  these  ways  because  the  data  that  we  collect  and 
analyze  tell  us  so.  But,  how  much  of  our  success  can  be  attributed  to  our  media  cam- 
paigns cannot  be  calculated  with  precision.  If  we  were  to  launch  a  long-term,  con- 
certed campaign  against  smoking,  as  we  have  done,  and  over  the  term  of  this  cam- 
paign cigarette  sales  were  to  increase  and  polls  were  to  show  that  more  young 
people  than  ever  were  beginning  to  smoke,  we  might  reasonably  conclude  that  our 
campaign  was  not  doing  the  job.  If  just  the  opposite  were  to  occur,  as  it  is  fact  has, 
we  could  conclude  that  our  campaign  was  a  factor,  but  there  would  be  no  way  to 
gauge  just  how  large  a  factor  it  had  been.  It  would  be  even  more  difficult  to  make 
these  same  kinds  of  computations  for  our  hypertension  and  infant  mortality  cam- 
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paigns,  since,  whatever  their  merits,  our  anti-smoking  campaign  would  have  impact- 
ed favorably  on  those  outcomes  as  well.  The  issue  is  complex. 

The  Department  produces  and  distributes  print  and  video  news  releases,  publica- 
tions, videos  (films),  exhibits,  public  service  announcements  for  the  print  media, 
radio  and  television,  car  and  subway  cards,  posters — the  whole  range  of  products 
customarily  employed  in  the  advertising  and  public  relations  industries.  HHS  offi- 
cials also  author  editorials,  columns  and  articles  in  newspapers,  magazines  and  jour- 
nals, and  participate  in  all  manner  of  public  conferences,  many  of  them  televised, 
some  by  satellite. 

It  is  possible  to  build  an  evaluation  component  into  most  of  these  activities,  in- 
cluding the  major  media  campaigns,  and  we  frequently  do.  Most  major  media  cam- 
paigns are  evaluated  by  nongovernment  contractors  (other  than  the  primary  cam- 
paign contractors)  for  their  effectiveness  in  reaching  their  stated  audiences,  and  so 
forth.  Materials,  in  their  draft  stages,  are  evaluated  by  focus  groups,  often  again 
and  again,  before  they  are  cleared  for  production.  The  ten  HHS  Regional  Offices 
clip,  collect,  send  and  report  evidence  of  the  effectiveness  of  HHS  media  activities 
across  the  country.  The  value  of  a  HHS  publication  often  may  be  gauged  by  the 
volume  of  requests  received  for  additional  copies,  by  reviews  of  it  in  journals,  and  by 
unsolicited  critiques  sent  in  by  readers.  Moreover,  before  that  publication  or  any 
printed  or  audiovisual  product  can  be  reviewed  and  approved  at  all  organizational 
levels,  culminating  with  the  Office  of  the  Assistant  Secretary  for  Public  Affairs. 

It  can  be  difficult-to-impossible  to  determine  whether  a  news  release,  a  published 
article,  a  TV  spot  announcement,  a  video  news  release  (VNR)  or  an  entire  campaign 
changed  attitudes  or  easier  to  find  out  if  a  news  release  became  a  news  story  in  the 
papers,  if  the  spot  announcement  was  aired  (and  how  many  times)  and  whether  or 
not  a  satellite-delivered  VNR  was  used  by  TV  stations  across  the  country. 

Mr.  Porter.  Mr.  Secretary,  are  you  aware  of  a  program  in  the 
Department  of  Education  called  the  National  Diffusion  Network? 

I  want  to  commend  it  to  you  because  I  think  it  is  doing  great 
things  at  a  very  low  cost.  It  is  a  small  program  that  I  have  been 
intrigued  with  for  the  whole  time  I  have  been  here,  about  the  last 
11  years. 

It  spends  less  than  $15,000,000.  It  draws  exemplary  education 
programs  from  all  over  the  country  and  distribute  them  to  school 
districts  everywhere  that  are  interested  in  them.  It  seems  to  me  if 
you  could  look  at  that  program  and  the  cost-effective  way  it  works 
in  reference  to  Head  Start,  you  might  be  able  to  draw  on  it  to  help 
you  with  the  kinds  of  things  that  you  are  doing  with  Headstart 
training  to  diffuse  good  programs  in  that  area. 

So  I  wanted  to  commend  it  to  you. 

Mr.  Chairman,  have  I  gone  over  my  time? 

Mr.  Natcher.  Just  a  little. 

Mr.  Porter.  I  will  put  the  rest  of  my  questions  in  the  record. 
Mr.  Natcher.  Mr.  Roybal,  I  yield  to  you. 

NON-AIDS  RELATED  TUBERCULOSIS 

Mr.  Roybal.  I  have  a  question  about  non-AIDS-related  tuberculo- 
sis. What  are  we  doing  in  that  field? 

Secretary  Sullivan.  We  have  requested  an  increase  in  our  fund- 
ing, Mr.  Roybal,  for  tuberculosis.  Actually,  our  request  this  year  is 
for  $66  million,  which  is  an  increase  of  $34  million.  Because  of  the 
upswing  in  the  number  of  cases  of  tuberculosis  cases  that  we  have 
seen,  as  well  as  the  fact  that  a  high  percentage  of  the  cases  are 
drug  resistance,  we  have  increased,  more  than  doubled,  the  dollars 
for  tuberculosis. 

This  funding  level  is  about  70  percent  greater  than  the  level  an- 
ticipated in  1989  when  CDC  announced  the  goal  of  eradication  of 
tuberculosis  by  the  year  2000.  That  estimate  was  before  we  saw  the 


69 


upswing.  We  are  working  with  the  pharmaceutical  companies  to  be 
sure  the  tuberculosis  drugs  are  available. 

One  of  the  drugs  is  Streptomycin.  No  American  company  was 
producing  that  because  the  demands  had  fallen  so  low. 

Through  the  efforts  of  Dr.  Mason,  our  Assistant  Secretary,  we 
have  had  pharmaceutical  companies  agree  to  become  active  again 
in  producing  Streptomycin.  We  are  working  with  the  city  and  State 
Health  Departments  around  the  country,  not  only  to  follow  the 
number  of  cases,  but  also  to  try  and  get  better  therapies  for  the 
drug-resistance  cases  that  we  are  seeing. 

Mr.  Roybal.  The  dollar  increase  over  last  year  that  you  men- 
tioned, how  much  of  that  is  going  to  be  used  for  tuberculosis  that  is 
non-related  to  AIDS? 

Secretary  Sullivan.  Well,  I  am  not  sure  if  I  can  cut  it  that 
cleanly,  but  I  know  that — I  am  told  $40  million  of  that  total  of  $66 
million. 

Mr.  Roybal.  So  the  figure  is  how  many  million? 

Secretary  Sullivan.  It  is  $66  million  overall,  which  is  an  in- 
crease of  $34.7  million. 

Mr.  Roybal.  The  $66,200,000,  how  much  will  be  used  then  for 
non-AIDS-related  tuberculosis? 

Secretary  Sullivan.  That  is  $40  million. 

Mr.  Roybal.  That  in  itself  is  an  increase  over  last  year  of  how 
much? 

Secretary  Sullivan.  For  non-AIDS-related  TB,  it  was  $20,000,000 
last  year,  so  it  has  doubled. 
Mr.  Roybal.  That  is  all,  Mr.  Chairman. 
Thank  you. 

Mr.  Natcher.  Mr.  Stokes,  I  yield. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

I  just  have  one,  possibly  two,  questions. 

HEALTH  PROFESSIONS  EDUCATION 

Mr.  Secretary,  just  going  through  the  budget  here,  I  noticed  in 
the  area  of  the  health  professions,  some  of  those  programs  took  a 
large  amount  of  cuts,  approximately  $192  million  in  cuts.  Programs 
cut  include,  health  administration  grants,  public  health  trainee- 
ships,  health  administration  traineeships,  preventive  medicine  resi- 
dencies, area  health  education  centers,  geriatric  training  and  re- 
search, advanced  nurse  education,  nurse  practitioners/nurse  mid- 
wives,  professional  nurse  traineeships,  and  loan  repayment  pro- 
grams. 

You  did  increase  the  National  Health  Service  Corps,  but  then 
over  in  another  area  that  I  am  quite  concerned  about,  the  Disad- 
vantaged Minority  Health  programs,  I  notice  the  Centers  of  Excel- 
lence Program  was  level  funded  for  fiscal  year  1993.  Minority 
scholarships  were  level-funded  the  same  way. 

There  was  an  increase  in  disadvantaged  assistance  in  the  HCOP 
program.  I  am  wondering  why  we  could  not  balance  the  cuts  in  this 
area  with  some  increases  that  would  have  offset  these  cuts. 

Secretary  Sullivan.  We  are  sensitive  to  your  concerns,  Mr. 
Stokes.  We  made  a  decision  to  focus  the  health  profession's  dollars 
that  we  do  have  on  training  more  of  our  students  for  service  in 
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medical  occupations  in  disadvantaged  populations.  Funding  for  un- 
dergraduate students  prior  to  degree  has  decreased  from  $477  mil- 
lion to  $419  million.  At  the  same  time,  we  have  increased  the  Na- 
tional Health  Service  Corps  scholarships  and  loans  from  almost  $59 
million  up  to  $65  million. 

In  essence,  again,  our  situation  is  this.  We  feel  that  training  indi- 
viduals for  specialties  is  no  longer  warranted  because  we  really 
need  more  primary  care  physicians. 

We  are  reducing  the  funding  for  specialty  residences  while  we 
are  increasing  the  funding  for  primary  care  residencies  and,  at  the 
undergraduate  health  professions  level,  increasing  the  dollars  for 
disadvantaged  assistance  and  the  National  Health  Service  Corps. 

That  is  because  we  believe  that  because  of  the  continuing  short- 
ages of  health  professionals  in  some  areas  a  Federal  effort  is  clear- 
ly justified. 

Mr.  Stokes.  You  also  cut  family  medicine  residencies.  There  is 
no  funding  in  your  budget  request  in  that  area. 
Last  year  you  had  $35,971,000. 

Secretary  Sullivan.  We  have  indeed.  You  are  correct  on  the 
funding  for  family  medicine  residencies.  But  at  the  same  time,  with 
our  physician  payment  reform,  which  was  started  this  past  Janu- 
ary 1,  we  will  gain  higher  reimbursement  rates  for  primary  care 
physicians. 

We  asked,  and  were  granted  the  opportunity,  to  provide  bonus 
payments  for  up  to  10  percent  for  primary  care  physicians  who 
settle  in  under  served  areas. 

We  are  trying  to  use  the  dollars  that  we  have  to  draw  more 
people  into  those  areas.  The  dollars  for  family  medicine  residencies 
are  down,  you  are  correct. 

Mr.  Stokes.  One  other  question,  Mr.  Chairman. 

In  the  area  of  the  National  Health  Service  Corps,  one  of  the 
problems  that  keeps  coming  to  my  attention  is  that  we  are  getting 
a  large  number  of  individuals  who  are  defaulting  on  their  loans  be- 
cause they  are  not  able  to  serve  in  the  HPSA's  when  it  is  time  to 
serve,  that  many  of  them  are  being  placed  in  isolated  settings  | 
where  they  refuse  to  go  and  are  not  permitted  to  practice  any- 
where near  their  original  base. 

What  action  has  the  Department  taken  to  address  these  con- 
cerns? 

Secretary  Sullivan.  Yes,  Mr.  Stokes. 

We  are  working  to  improve  the  placement  activities  in  the  Na- 
tional Health  Service  Corps  to  address  that  problem.  But  as  we 
look  at  what  our  experience  has  been,  overall  we  have  had  what 
we  consider  a  fairly  small  percentage  of  defaults.  Approximately  8 
percent  of  the  obligated  health  professionals  default  on  that  obliga- 
tion. Of  the  92  percent  who  do  serve,  some  81  percent  serve,  and 
about  11  percent  of  the  individuals  actually  pay  back  their  obliga- 
tion in  dollars. 

So  that  overall  there  are  some  81  percent  who  are  serving,  or 
have  served,  under  the  terms  of  the  arrangement.  Clearly  we  want 
to  do  better  than  that,  and  I  think  with  the  efforts  to  improve  the 
placement  activities,  we  should  see  a  decrease  in  those  difficulties. 

Mr.  Stokes.  Thank  you,  Mr.  Secretary. 

Thank  you,  Mr.  Chairman. 
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Mr.  Natcher.  Mr.  Secretary,  I  have  a  few  additional  questions 
that  will  be  submitted  to  you  for  the  record. 

Mr.  Natcher.  You  have  given  us  good  answers,  Mr.  Secretary, 
and  we  want  to  thank  you  for  your  appearance  before  our  commit- 
tee. This  has  been  a  good  hearing,  Mr.  Secretary,  and  we  thank  you 
for  that. 

The  subcommittee  will  now  adjourn  until  10:00  in  the  morning. 
Secretary  Sullivan.  Thank  you,  Mr.  Chairman. 
[The  following  questions  and  answers  were  submitted  for  inclu- 
sion in  the  record:] 
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HEALTH  CARE  REFORM 

Mr.  Natcher:    Will  the  President  propose  a  cap  on  Medicaid 
payments  in  order  to  finance  his  health  reform  initiatives? 

Secretary  Sullivan:    The  President's  Health  Care  Reform  program 
places  no  cap  on  the  Federal  share  of  Medicaid  costs.    Rather,  it 
introduces  a  new  funding  structure  that  provides  incentives  to  the 
State  to  manage  the  Medicaid  Program  efficiently.    It  does  this  by 
setting  a  per  person  amount  that  would  be  paid  to  the  State  for  each 
enrollee.    These  rates  could  vary  by  personal  characteristic  or  by 
location  of  residence.    As  the  caseload  changes,  the  Federal 
contribution  will  rise  or  fall  reflecting  the  change  in  program 
costs. 

MEDICAID 

Mr.  Natcher:    According  to  the  Budget  documents  submitted  to  the 
Committee,  the  original  1992  Budget  request  for  Medicaid  was 
underestimated  by  $12.6  billion.    Would  you  review  for  the  Committee 
briefly  the  growth  in  Federal  Medicaid  costs  in  the  last  several 
years  and  tell  us  specifically  how  such  a  large  error  could  have 
occurred  in  1992? 

Secretary  Sullivan:    Medicaid  has  grown  at  an  unprecedented  rate 
in  the  past  three  years.    In  FY  1990,  Federal  Medicaid  outlays  grew 
by  19  percent,  in  FY  1991  by  28  percent  and  we  expect  Federal 
Medicaid  outlays  to  increase  by  38  percent  in  FY  1992.    We  could  not 
predict  what  programs  would  be  in  place  when  the  original  estimates 
were  made.    As  a  result,  it  is  very  difficult  to  project  spending 
accurately  in  such  a  dramatically  changing  environment.  In 
particular,  of  the  $12.6  billion  underestimated,  we  estimate  that  $9 
billion  was  for  State  donation  and  tax  programs.    In  fact,  if  you 
subtract  the  $9  billion  from  the  $12.6  billion,  there  is  a  difference 
of  $3.6  billion  which  was  the  average  overall  error  margin  in 
FY  1989. 

The  rapid  growth  in  Medical  Assistance  Payments  (MAP)  has  been 
significantly  underestimated  by  the  States  since  FY  1989.  The 
average  overall  error  for  MAP  has  increased  from: 

•  -  3.1  percent  in  1989  to, 

•  -  9.3  percent  in  1990  to, 

•  -16.0  percent  in  1991  and 

•  -24.2  percent  in  1992. 

There  are  several  reasons  for  State  underestimation  including 
State  use  of  provider  donations  and  tax  programs,  changes  in  DSH 
designations,  changing  payment  rates,  and  implementation  of  both 
mandated  and  optional  eligibility  and  coverage  expansions. 

In  recent  years,  States  have  used  funds  derived  from  provider 
"donations"  or  revenues  from  "taxes"  levied  exclusively  on  providers 
as  the  State  share  of  Medicaid.    In  FY  1990,  fewer  than  10  States  had 
donation  or  tax  programs.    In  FY  1991,  30  States  had  them.  This 
figure  continues  to  grow  and  is  now  estimated  to  include  more  than  35 


73 


States  in  FY  1992.    Donation  and  tax  programs  enable  States  to  shift 
Medicaid  costs  to  the  Federal  Government.    In  FY  1991,  over  $3.6 
billion  in  Federal  funds  were  generated  from  donations  and  tax 
programs.    An  estimated  $9  billion  in  federal  funds  will  be  spent  in 
FY  1992.  x 

Recently  enacted  legislation  in  this  subject  area  should  provide 
a  significant  degree  of  stability  to  the  growth  of  Medicaid 
expenditures  and  budget  estimates  should  became  more  accurate  as 
well. 

In  any  case,  the  Federal  Government  ends  up  paying  a  higher 
effective  Medicaid  matching  rate  than  was  anticipated  in  our  budget 
estimates. 

MEDICAID 

Mr.  Natcher:    How  much  of  the  recent  growth  in  Federal  Medicaid 
payments  is  the  result  of  cost  shifting  by  the  States  rather  than 
actual  growth  in  services? 

Secretary  Sullivan:    By  far  the  greatest  increased  spending  has 
occurred  in  the  category  of  inpatient  hospital  services.  However, 
much  of  this  payment  has  gone  to  DSH  as  part  of  draft  financing 
schemes.    Therefore,  it  is  hard  to  distinguish  the  service  growth 
from  increased  payments  and/or  cost  shifting.    However,  there  are 
insufficient  data  at  this  time  to  determine  the  extent  to  which  the 
increase  reflects  a  growth  in  services  to  Medicaid  recipients  as 
opposed  to  other  factors  such  as  shifted  costs. 

HEALTH  PROFESSIONS 

Mr.  Natcher:    Mr.  Secretary,  the  Supplemental  budget  documents 
submitted  yesterday  includes  a  $25,000,000  rescission  for  health 
professions  programs.    Which  activities  are  you  proposing  to 
eliminate? 

Secretary  Sullivan:    Should  the  Congress  rescind  the 
$25  million,  we  would  reduce  funding  proportionally  in  all  untargeted 
health  professions  programs  where  there  are  unobligated  funds. 

BIOMEDICAL  RESEARCH 

Mr.  Natcher:    Mr.  Secretary,  this  Subcommittee  has  for  many 
years  tried  to  look  at  biomedical  research  needs  throughout  the  NIH 
when  making  funding  recommendations.    We  have  typically  looked  at 
success  rates  and  other  analytic  models  as  the  basis  for  allocating 
funding.    In  recent  years,  pressures  to  add  money  for  specific 
diseases  or  specific  problems  have  made  this  increasingly  more 
difficult.    Some  researchers  are  worried  that  we  are  returning  to  a 
"disease-of-the-month"  approach  to  NIH.    What  can  you  tell  us  about 
this  concern? 

Secretary  Sullivan:    I  share  this  concern.    As  you  know,  the 
greatest  advances  have  often  come  from  the  most  unexpected  places. 
For  example,  the  basic  virology  work  supported  by  the  National  Cancer 
Institute  was  essential  in  identifying  the  causative  agent  for  AIDS 
and  the  development  of  a  diagnostic  technique  for  HIV.    The  key  to 
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improving  the  health  of  our  people  rests  with  expanding  our  knowledge 
base.    Knowledge  gained  through  AIDS  is  leading  to  an  explosion  of 
new  information  about  the  entire  immune  system  and  a  host  of  immune 
related  disorders.    To  funnel  research  support  only  toward  specific 
disease  areas  is  not  always  the  most  productive  way  of  approaching 
the  very  essence  of  science.    However,  I  can  appreciate  that  there 
are  times  when  research  opportunities  or  public  demand  lead  to 
resource  allocation  strategies  based  on  a  particular  disease  or 
population. 

DRUG-RESISTANT  TUBERCULOSIS 

Mr.  Nat cher:    Will  the  emergence  of  drug  resistant  TB  among  AIDS 
patients  require  a  change  in  the  Department's  policies  with  respect 
to  health  care  worker  safety  or  with  respect  to  mandatory  testing  of 
certain  groups  such  as  prisoners  or  hospital  patients? 

Secretary  Sullivan:    Although  the  recent  outbreaks  of  drug- 
resistant  TB  have  disproportionately  affected  HIV-infected  patients, 
HIV-negative  persons  can  also  develop,  and  potentially  transmit, 
drug-resistant  TB.    Furthermore,  studies  have  shown  that  HIV-infected 
TB  patients  are  no  more  likely  to  transmit  TB  infection  than  TB 
patients  who  are  not  HIV-infected.    Therefore,  the  risk  of  TB 
transmission  exists  regardless  of  the  patient's  HIV  status. 

In  December  1990,  we  issued  detailed  recommendations  for 
preventing  TB  transmission  in  health  care  facilities.  These 
recommendations  are  also  applicable  to  other  institutional  settings, 
such  as  correctional  facilities,  where  there  may  be  a  risk  of  TB 
transmission.    The  guidelines  emphasize  the  need  for  early 
identification,  effective  treatment,  and  effective  isolation  of  all 
TB  patients  while  they  are  in  settings  conducive  to  TB  transmission. 
The  recommendations  are  equally  applicable  to  all  TB  patients, 
regardless  of  HIV  status.    Thus,  mandatory  HIV  testing  is  unlikely  to 
contribute  to  the  control  of  drug-resistant  TB.    The  primary  issue  is 
to  ensure  that  health  care  and  other  institutional  facilities  are 
fully  implementing  appropriate  infection  control  policies  and 
practices  for  all  TB  patients. 

Mr.  Nat  cher:    Does  the  Department  support  the  proposal  of  some 
health  professionals  to  re-establish  the  system  of  TB  sanitariums 
which  were  largely  eliminated  in  the  1960s? 

Secretary  Sullivan:    The  TB  sanitariums  of  earlier  years  were 
generally  State-,  city-,  or  county-operated.    They  served  a  useful 
purpose  in  the  days  before  outpatient  treatment  options  were 
available.    We  need  to  remember  that  TB  is  a  preventable  and 
primarily  curable  disease  today.    Most  patients  can,  and  do,  receive 
any  necessary  hospitalization  in  existing  community  hospitals. 

Some  of  the  TB  control  problems  we  are  facing  today,  such  as 
drug-resistant  outbreaks,  are  evidence  of  failed  treatment  systems, 
particularly  in  regards  to  noncompliant  patients  who  go  on  to  develop 
and  spread  resistant  disease.    The  FY  1993  budget  request  is  seeking 
$66.2  million,  an  increase  of  $34.7  million,  or  91%  over  FY  1992, 
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primarily  for  CDC's  TB  elimination  program  to  improve  and  expand 
systems  that  use  commuriity  outreach  workers  to  provide  directly 
observed  therapy  to  otherwise  non-compliant  patients  to  render  them 
noninfectious . 

It  is  estimated  that  no  more  than  750  TB  patients  nationally 
each  year  refuse  to  follow  treatment  recommendations  and  may  need  to 
undergo  court-ordered  hospitalization.    Such  action  should  be  the 
course  of  last  resort,  since  it  is  a  very  costly  option  to  provide 
comprehensive  inpatient  acute  care  services  for  at  least  six  months 
in  a  secured  facility.    The  re-establishment  of  sanitariums  for 
treatment  of  such  a  few  patients  is  probably  not  justifiable  in  most 
areas. 

Mr.  Nat cher:  What  is  the  approximate  cost  of  treating  a  patient 
with  drug  resistant  tuberculosis  and  who  will  pay  this  cost? 

Secretary  Sullivan:    Officials  of  Massachusetts 1  s  TB  control 
program  estimate  that  it  is  at  least  seven  times  more  expensive  to 
provide  outpatient  care  for  a  multidrug-resistant  TB  patient  versus  a 
TB  patient  with  drug-sensitive  disease  ($17,000  vs.  $2,300) .  Most 
patients  with  multidrug-resistant  TB  will  also  require  periods  of 
hospitalization.    We  have  some  reports  that  treating  a  drug-resistant 
TB  case  in  a  hospital  can  be  more  than  $180,000  per  patient. 

Most  of  the  costs  of  public  health  TB  control  efforts  are  borne 
by  State  and  local  governments.    For  example,  the  Public  Health 
Foundation  reported  in  1988  that  13%  of  monies  spent  by  State  health 
agencies  were  Federal  dollars,  compared  to,  for  example,  the  68% 
Federal  financing  of  State  immunization  programs.    CDC  has  routinely 
not  supported  the  purchase  of  TB  drugs  through  the  TB  cooperative 
agreements,  except  in  a  few,  time-limited  research  projects  or  in 
emergency  outbreak  responses. 

Most  of  the  costs  of  providing  inpatient  or  outpatient  care 
would  be  borne  by  the  patient;  private  insurance;  State,  city,  or 
county  governments;  or  other  third-party  payers.    As  indicated  above, 
CDC's  TB  control  funds  would  supplement  State  and  local  TB  control 
programs. 

Mr.  Nat  cher:    Is  it  practical  to  consider  spending  this  amount 
of  money  for  patients  whose  long  term  prognosis  is  so  poor? 

Secretary  Sullivan:    In  terms  of  the  increased  funds  requested 
for  the  CDC  TB  program,  these  funds  would  be  well  spent  on  assisting 
State  and  local  efforts  to  control  the  current  TB  outbreaks  and 
prevent  its  further  spread.    TB  is  an  infectious,  cxjramunicable 
disease.    It  is  spread  through  the  air  to  others.    TB,  especially, 
multidrug-resistant  TB,  represents  a  real  threat  to  others  sharing 
air  space  with  an  untreated,  infectious  case.    Current  outbreaks  have 
documented  the  spread  of  drug-resistant  TB  to  health  care  workers, 
family  contacts,  correctional  facility  guards,  and  others.    It  is 
hoped  that  all  infectious  TB  patients,  whether  or  not  they  are  also 
HIV-infected,  will  respond  to  treatment  and  be  cured.  However, 
treatment  is  also  provided  so  that  patients  will  became  non- 
infectious and  thereby,  not  transmit  their  disease  to  others. 
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In  terras  of  the  increased  cost  for  therapeutic  drugs  and 
hospitalizations  for  some  patients  with  drug-resistant  TB  in  the  face 
of  a  high  mortality  rate,  past  experience  has  indicated  that  when 
drug-resistance  is  recognized  and  managed  properly,  patients  can  be 
cured.    Medical  ethics  and  protection  of  the  public's  health  would 
mandate  providing  appropriate  treatment  and  care  for  all  patients 
with  drug-resistant  TB. 

LOW  INCOME  HOME  ENERGY  ASSISTANCE  PROGRAM  (LLHEAP) 

Mr.  Nat cher:    The  Budget  requests  that  $800  million  of  the  1993 
energy  assistance  funds  be  delayed  until  September  30,  1993.  What 
impact  do  you  expect  from  both  the  1992  and  the  1993  delays  in  energy 
assistance? 

Secretary  Sullivan:    Each  State  will  need  to  decide  how  best  to 
accxsriroodate  the  delays  mandated  by  Congress.    States  have  a  great 
deal  of  flexibility.    They  may  need  to  shift  program  financial 
operations  to  a  reimbursable  basis  for  certain  program  costs  and  for 
certain  vendors.    We  expect  States  will  replicate  in  FY  1993  whatever 
financing  pattern  works  best  for  the  States  in  FY  1992. 

DELAYED  OBLIGATIONS 

Mr.  Natcher:    What  is  the  total  amount  of  delayed  obligations 
proposed  in  the  Department's  budget  for  1993  and  how  does  this 
compare  with  the  1992  appropriations  bill? 

Secretary  Sullivan:    The  amount  of  delayed  obligations  for  1993 
totals  $3,237,466,000,  compared  with  $2,804,447,000  in  the  1992 
appropriations  bill.    This  is  an  increase  of  $433,019  from  1992. 

Mr.  Natcher:    Do  you  expect  any  of  these  delays  to  have  a 
negative  programmatic  effect  in  1992  or  1993? 

Secretary  Sullivan:    Since  a  large  portion  of  the  delayed 
obligations  are  for  the  same  programs  in  the  same  amounts  that  were 
deferred  in  1992,  there  will  be  minimal  programmatic  impact.    The  two 
large  increases  are  in  NTH  and  LLHEAP. 

NTH  awards  grants  up  to  the  last  day  of  the  fiscal  year.  The 
increase  in  delayed  obligations  will  necessitate  later  awarding  of 
some  of  the  grants,  but  since  these  would  normally  have  been  awarded 
in  the  fourth  quarter,  there  is  little  impact. 

As  in  1992,  the  delay  in  obligating  funds  in  LLHEAP  will  cause 
each  State  to  decide  how  best  to  accommodate  the  delays.    The  States 
will  again  be  notified  of  the  funding  delays  and  estimated  award  date 
of  these  obligations.    Some  States  may  need  to  shift  program 
financial  operations  to  a  reimbursable  basis  for  certain  program 
costs  and  vendors,  as  they  did  in  1992. 

SUBSTANCE  ABUSE  PROGRAMS 

Mr.  Natcher:    Insert  in  the  record  at  this  point  a  table  for 
Fiscal  Years  1987  to  1993  showing  total  funding  for  substance  abuse 
programs  throughout  the  government  broken  down  by  cabinet  department. 
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Secretary  Sullivan:  The  following  table  shows  government-wide 
substance  abuse  funding  since  President  Bush  came  to  office. 


PUBLIC  HEALTH  SERVICE 

SUBSTANCE  ABUSE 
Budget  Authority/Obligations 


1989  1990  1991  1992  1993 

Actual  Actual  Actual   Appropriation  Pres.  Budget 

Health  and  Human  Services 

ADAMHA   $1,124,583  $1,774,748  $2,024,387  $2,108,319  $2,307,209 

HRSA   305  197  393  193  0 

IHS   49,859  65,839  73,952  80,542  94,656 

CDC   20,000  25,222  29,334  28,611  31,500 

FDA   6,450  7,200  6,500  6,700  7,000 

AHCPR   0  0  282  250  250 

HCFA   490,000  610,000  680,000  750,000  850,000 

ACF    1/   33,000  41,458  106,300  111,000  121,500 

Subtotal,  HHS   1,724,197  2,524,664  2,921,148  3,085,615  3,412,115 

All  Other  Government  21 
Office  of  National  Drug 

Control  Policy  *  3,500  12,100  17,300  19,700  19,000 

High  Internally  Drug 

Trafficking  Areas  *  0  25,100  82,000  86,000  50,000 

Special  Foreiture  Fund  +  0  115,000  46,000  52,500  67,400 

Labor  *  38,600  46,000  67,600  73,200  72,600 

Education  *  376,300  602,800  683,100  715,600  751,000 

Agriculture  *  6,500  6,700  16,100  16,100  16,100 

Defense  *  501,600  799,100  1,042,500  1,274,600  1,223,400 

Veterans  Affairs  *  242,000  305,600  473,100  544,200  590,600 

Justice  +  2,470,600  3,828,000  3,842,400  4,283,700  4,694,500 

Treasury  *  702,500  906,800  977,600  1,069,000  1,105,200 

Transportation  +  643,000  688,900  749,600  706,300  724,100 

State  *  141,800  307,300  257,600  293,200  314,600 

Interior  *  13,400  29,400  35,700  45,200  42,700 

ACTION  *  10,100  10,500  12,500  12,300  13,400 

Housing  &  Urban  Development.*  8,200  106,500  150,000  165,000  165,000 

The  Judiciary  (U.S. Courts)  *  208,800  258,100  294,100  347,700  429,900 

Total,  Substance  Abuse  *  $7,091,097     $10,572,564     $11,668,348  $12,789,915  $13,691,615 

♦Reported  data  excludes  alcohol  abuse  funding. 


1/  Prior  year  reports  have  displayed  separate  data  for  Human  Development  Services  (HDS)  and  Family 
Support  Administration  (FSA),  which  have  merged  to  form  the  Administration  for  Children  and  Families  (ACF 
Comparable  data  reported  for  1989  and  1990  is  the  sum  of  data  previously  reported  for  HDS  and  FSA. 
Data  for  1991,  1992,  and  1993  have  been  updated  by  ACF  for  this  report. 


21  Source:  National  Drug  Control  Strategy  -  1992. 
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Mr.  Natcher:  How  close  does  this  come  to  meeting  the  demand  for 
services  particularly  in  coinmunities  like  New  York  City? 

Secretary  Sullivan:    These  funds  will  increase  our  ability  to 
meet  the  demand  for  services  throughout  the  country  especially  in 
places  like  New  York  City  which  historically  has  been  a  high  impact 
drug  abuse  community. 

HEAD  START 

Mr.  Natcher:    Last  year  when  the  Committee  added  funds  for  Head 
Start,  some  individuals  in  the  Administration  expressed  concern  that 
the  system  could  not  absorb  the  large  increases  which  were  in  the 
1992  House  and  Senate  bills.    Will  the  $600  million  increase  proposed 
for  1993  create  management  problems? 

Secretary  Sullivan:    We  anticipate  no  problems  in  the  ability  of 
Head  Start  grantees  to  expand  and  utilize  the  additional 
$600  million.    Last  year,  we  asked  the  OLG  to  survey  the  grantees 
about  their  capacity  to  expand.  They  reported  back  that  the  grantees 
are  ready  and  willing  to  move  ahead  with  expansion.    In  addition,  as 
a  result  of  the  ACF  reorganization,  there  will  now  be  a  specific  Head 
Start  unit  in  each  regional  office  to  facilitate  aDmmunications  and 
technical  assistance  with  grantees. 

Mr.  Natcher:    Should  three  year  olds  also  be  served  if  the 
resources  can  be  found? 

Secretary  Sullivan:  Our  goal  since  1988,  when  the  President 
pledged  to  expand  Head  Start  resources,  has  been  to  serve  as  many 
poor  children  as  possible  in  the  year  before  they  enter  school. 
Typically  such  children  are  four  years  old.    However,  we  do  not 
preclude  grantees  from  serving  three  year  olds. 

Mr.  Natcher:    Some  studies  have  indicated  that  the  gains  made  by 
Head  Start  children  do  not  last  as  the  children  get  older.    What  can 
you  tell  the  Subconmittee  about  the  long  term  benefits  of  this 
program? 

Secretary  Sullivan:  Numerous  studies  are  virtually  unanimous  in 
the  conclusion  that  Head  Start  has  immediate  positive  effects  on 
children's  cognitive  abilities.  In  addition,  at  the  end  of  a  Head 
Start  year,  program  participants  score  higher  in  self-esteem, 
achievement  motivation  and  social  behavior.    Studies  by  organizations 
such  as  the  Children's  Defense  Fund  and  the  Ford  Foundation  estimate 
that  every  $1  spent  on  quality  preschool  programs,  like  Head  Start, 
saves  between  $4  and  $7  in  future  crime,  unemployment  and  public 
assistance  costs.    Although  there  is  evidence  to  suggest  that,  over 
time,  cognitive  and  socioemotional  differences  between  Head  Start  and 
non-Head  Start  children  may  fade,  some  studies  indicate  that  Head 
Start  children  enjoy  heightened  long-term  school  success,  i.e., 
children  who  attend  Head  Start  are  less  likely  to  fail  a  grade  in 
school  or  to  be  assigned  to  special  education  classes. 
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SALARIES  AND  EXPENSES  AND  TRAVEL  CUTS 

Mr.  Natcher:    Could  you  review  for  the  Committee  the  rationale 
used  by  the  Department  in  allocating  the  salary  and  expense 
reductions  enacted  last  year  including  travel? 

Secretary  Sullivan:    HHS  used  the  same  method  for  allocating 
salaries  and  expenses  (S&E)  reductions  as  in  1991  and  1992.  That 
method  is  to  take  one  half  of  the  reduction  on  a  pro-rata  basis  of 
"salaries  and  expenses"  and  the  other  half  based  on  increases  from 
the  President's  Budget.    "Salaries  and  expenses"  is  defined  to 
exclude  grants. 

In  addition,  although  the  Congress  did  not  provide  specific 
direction  on  the  allocation  of  the  reductions,  report  language 
suggested  that  the  burden  of  the  reduction  not  fall  on  SSA.  The 
November  22,  1991  colloquy  between  Mr.  Natcher  and  Mr.  Obey  on  the 
House  floor  directed  that  none  of  the  reduction  should  be  allocated 
to  Medicare  contractors.    As  a  matter  of  equity,  we  extended  this 
directive  to  State  agencies. 

In  Fiscal  Year  1992,  the  Public  Health  Service  was  the  only  HHS 
OPDIV  to  receive  increases  in  non-grant  activities;  therefore,  PHS 
received  the  full  measure  of  the  reduction  reserved  for  increases 
over  the  President's  Budget. 

Mr.  Natcher:    NIH,  with  about  a  third  of  the  discretionary 
spending  in  the  Department  and  only  about  10  percent  of  the  staff, 
was  assessed  about  50  percent  of  these  salary  and  expense  cuts.  Why 
hit  NIH  so  hard? 

Secretary  Sullivan:    The  Public  Health  Service  (PHS)  in  total 
absorbs  $99  million  of  the  $134  million  salaries  and  expenses 
reduction.    Of  the  PHS  share,  NIH  absorbs  $70  million. 

The  reduction  in  salaries  and  expenses  includes  much  more  than 
the  costs  of  personnel.    The  reduction  includes  other  things  such  as 
rent,  printing,  utilities,  contracts,  and  equipment.    NIH  represents 
a  very  large  share  of  the  Department's  "salaries  and  expenses". 

The  reductions  were  distributed  on  a  basis  of  share  of  "salaries 
and  expenses"  and  increases  in  "salaries  and  expenses"  appropriations 
over  1991.    NIH  accounts  for  65  percent  of  PHS  salaries  and  expenses 
and  received  75  percent  of  the  salaries  and  expenses  increases  in  the 
appropriation  over  the  1991  appropriation. 

Mr.  Natcher:    How  much  of  the  travel  and  salaries  reductions 
were  assigned  to  the  Office  of  the  Secretary? 

Secretary  Sullivan:  The  Office  of  the  Secretary  reduced 
"salaries  and  expenses"  by  $1,964,000  and  travel  by  $810,000. 
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Mr.  Natcher:    Is  there  a  procedure  in  place  within  the 
Department  for  reallocating  travel  and  salaries  funds  if  an  agency 
runs  into  critical  problems? 

Secretary  Sullivan:    In  computing  the  distribution  of  the 
"salaries  and  expenses"  reductions,  we  excluded  grants.  Therefore, 
to  cover  any  critical  shortfall,  if  necessary,  we  must  request  a 
reprogramming  if  the  funds  were  from  grant  activities. 

The  travel  reduction,  however,  places  a  legal  ceiling  on  the 
amount  of  travel  (object  class  21)  that  can  be  obligated  throughout 
the  Department.    That  ceiling  cannot  be  exceeded  unless  the  Congress 
enacts  new  legislation.    As  a  practical  matter,  this  means  that  funds 
cannot  be  reprogrammed  into  the  travel  object  class. 

The  Department  can  re-allocate  the  reduction,  but  doing  so  would 
create  equal  or  worse  problems  than  now  exist.    We  will  continue  to 
investigate  avenues  which  might  provide  additional  flexibility  to 
agencies  experiencing  critical  difficulties,  and  will  work  with  your 
staff  on  alternative  actions. 

Mr.  Natcher:    What  is  the  impact  on  Health  and  Human  Services 
programs  of  the  President's  decision  to  impose  a  90  day  moratorium  on 
new  regulations  that  "hinder  economic  growth"? 

Secretary  Sullivan:    We  expect  that  very  few  Department 
regulations  will  be  affected  by  the  moratorium.    We  are  currently 
compiling  a  list  of  all  regulations  that  would  be  exempt  under  the 
0MB  guidelines.    We  have  estimated  that  there  are  approximately  135 
regulations  that  potentially  fall  under  the  moratorium. 
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STAFFING  TABLE 

Mr.  Nat cher:    Insert  in  the  record  at  this  point  a  10-year 
staffing  table  similar  to  the  table  which  appears  on  p.  65  of  last 
year's  hearings? 

Secretary  Sullivan:    The  table  follows: 
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DEPARTMENTAL  TAPS 

Mr.  Natcher:    Provide  a  table  showing  all  "TAPS"  imposed  by  the 
Office  of  the  Secretary  on  agencies  of  the  Department  with  an 
explanation  of  the  justification  for  each  transfer.    This  table 
should  show  the  cumulative  "tap"  imposed  on  each  agency  of  the 
Department. 

Secretary  Sullivan:    The  information  follows: 
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Mary  spritzer  Training  Center 

The  Mary  Switzer  Training  Center  (MSTC)  provides  training  in  a 
broad  range  of  subjects,  primarily  to  Departmental  employees  located 
in  the  Southwest  Complex  and  in  SSA's  Office  of  Hearings  and  Appeals 
in  Arlington,  Virginia.    Costs  are  based  on  a  population  of  5,300 
FTEs  served  at  $53  per  FTE.    Additional  funding  to  support  specific 
training  classes  is  collected  on  a  fee-for-service  basis. 

Executive  and  Management  Development  Program 

The  Executive  and  Management  Development  Program  provides 
training  and  development  activities  for  the  Department's  senior 
executives,  candidates  for  the  Senior  Executive  Service,  employees  in 
the  Women's  Management  Training  Initiative,  and  other  Department-wide 
supervisory  and  management  programs.    The  OPDIV  cost  distribution  is 
based  on  historical  program  usage,  total  executive-level  positions, 
and  the  number  of  potential  and  actual  program  participants. 

Quality  of  Worklife  Initiative 

The  Quality  of  Worklife  Initiative  includes  administration  of 
the  Human  Resource  Management  Index  to  a  randomly  selected  sample  of 
HHS  employees  to  measure  management  effectiveness  and  employee 
morale;  the  development  of  training  materials  and  other  tools  to 
support  implementation  of  Total  Quality  Management  (TQM) ;  the  conduct 
of  a  two-week  course  to  prepare  employees  to  serve  as  facilitators 
for  Quality  Improvement  Teams;  and  activities  in  support  of  the 
President's  workforce  literacy  effort,  including  the  establishment  of 
prototype  skill  clinics  and  piloting  0PM 's  survey  of  workforce 
literacy.    OPDIV  costs  are  distributed  in  proportion  to  their  FTE. 

Safety  Management  Information  System 

This  project  is  a  Department-^wide  computerized  accident  and 
injury  reporting  and  analysis  system  which  is  required  by  Department 
of  Labor  regulations.    Each  OPDIV  is  assessed  a  share  of  the 
Department's  total  cost  in  the  Worker  Compensation  Program. 

Environmental  Compliance  Assessment 

This  project  is  a  Department-wide  environmental  assessment  of 
OPDIV/STAFFDIV  compliance  with  federal,  state  and  local  environmental 
protection  laws  and  regulations.    HHS  and  its  operating  elements  are 
required  to  meet  applicable  state  and  federal  regulatory  requirements 
with  potentially  high  monetary  and  legal  consequences  for  failure  to 
adhere  to  the  requirements.    The  cost  is  distributed  among  the  OPDIVS 
based  on  FTEs. 

Procurement  Assistance  Logistics  Reviews 

This  activity  implements  ASMB's  oversight  mission  in  assuring 
Department-wide  compliance  with  federal  and  HHS  assistance  (grants 
and  cooperative  agreements) ,  procurement,  and  logistics  policies,  and 
complements  Federal  Managers  Financial  Integrity  Act  (FMFIA) 
requirements.    In  FY  1992,  this  activity  will  encompass  seven  sub- 
projects.    Distribution  of  costs  is  based  on  the  cumulative  share  of 
activity  of  each  OPDIV  in  each  function.    Procurement  dollar  value 
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share,  discretionary  grant  program  share,  and  accountable  property 
value  share  are  averaged  and  prorated. 

Grants  Management  Occupational  Study 

This  study  addresses  the  oversight  mission  of  the  ASMB  Office  of 
Management  and  Acquisition  by  establishing  the  professional 
requirements  for  the  Grants  Management  Occupation,  including  training 
and  certification,  and  has  been  showcased  as  a  Total  Quality 
Management  Project  to  the  President's  Council  on  Management 
Improvement.    The  tap  distribution  is  based  on  the  proportional 
number  of  grants  management  employees  per  OPDIV,  as  identified  in  the 
HHS  Grants  Management  Roster. 

Single  Audit  Clearinghouse 

The  Single  Audit  Clearinghouse  is  mandated  by  OMB  under  the 
Single  Audit  Act.    The  Act  requires  the  OMB  Director  to  submit  an 
annual  report  to  Congress  identifying  federal  agencies  and  state  and 
local  governments  which  are  failing  to  comply  with  the  law.    OMB  is 
expected  to  require  the  same  type  of  reporting  by  universities  and 
not-for-profit  institutions  receiving  federal  assistance  under 
various  federal  programs.    The  level  of  effort  by  the  Department  of 
Commerce,  which  is  responsible  for  administering  the  clearinghouse, 
is  expected  to  be  comparable  to  that  for  state  and  local  governments. 
The  distribution  is  based  on  total  grant  award  dollars  by  program  by 
OPDIV. 

FMFIA  Training 

As  part  of  its  efforts  to  improve  the  management  of  its  FMFIA 
Program,  the  Department  is  developing  a  comprehensive  training 
program  for  all  HHS  managers  and  staff  with  FMFIA  responsibility. 
The  training  materials  are  being  developed  under  an  interagency 
contractual  agreement  with  0PM  and  include  the  development  of  a 
training  manual  and  companion  training  materials.    In  addition  to 
developing  a  training  manual,  a  number  of  professionally-produced 
videotape  training  sessions  are  planned.    These  sessions  are  intended 
to  be  tailored  to  individual  OPDIVS,  thus  requiring  several  videotape 
versions  of  the  training  sessions  based  on  individual  OPDIV  case 
studies.    The  distribution  is  based  on  the  total  number  of  dollars  at 
risk  as  determined  by  actual  FY  1990  outlays  by  OPDIV. 

Automated  Information  Systems  Security 

Joint  HHS  and  contractor  teams  will  review  Automated  Information 
Systems  (AIS)  and/or  AIS  facilities  and  develop  specific  security 
guidance  as  needed.    In  addition,  the  teams  will  begin  the  revision 
of  the  Department's  AIS  Security  Program  Handbook  based  on  OPDIV 
implementation  experience.    This  initiative  will  fulfill  some  of  the 
requirements  specified  in  OMB  Circular  A-130  and  the  Computer 
Security  Act  of  1987  (P.L.  100-235),  which  both  require  that  federal 
departments  and  agencies  have  a  comprehensive  AIS  Security  Program, 
including  a  Department-wide  AIS  Security  Orientation  and  Training 
Program.    The  cost  is  distributed  among  the  OPDIVs  based  on  FTEs. 
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Voice  Mail  Operation 

Voice  Mail  is  a  "message-taking"  and  "message-sending" 
technology.    Funds  used  for  operations  and  systems  maintenance  depend 
upon  the  number  of  on-line  addressees.    Cost  distribution  is  based  on 
the  number  of  on-line  users. 

Computer  Connectivity  &  Networking  Project 

Funds  are  being  used  to  develop  an  umbrella  network  to  improve 
computer  connectivity  within  the  Department.    This  includes  both 
Local  Area  Networks  and  Wide  Area  Networks,  as  well  as  associated 
software  installation  and  fees.    Costs  are  distributed  equally  among 
OPDIVS. 

HHS  Fitness  Center 

These  funds  are  used  to  operate  a  health  facility  for  all  HHS 
employees  located  in  the  Southwest  Complex.  Costs  are  distributed 
based  on  each  OPDIV'S  percentage  of  membership. 

Media  Outreach 

Media  Outreach  provides  funding  to  the  Assistant  Secretary  for 
Public  Affairs  to  support  Secretarial  initiatives.    These  initiatives 
include  the  expanded  production  and  distribution  of  public  service 
announcements  (PSAs)  and  video  news  reports  (VNRs)  for  air  time  on 
radio  and  television;  the  production  and  distribution  of  PSAs  in 
Spanish;  and  the  production  and  distribution  of  media  fact  books  and 
health  care  kits  directed  to  the  disadvantaged  and  minority  audience. 
Another  major  initiative  is  HHS  radio  which  provides  with  up-to-the 
minute  news  and  information  on  health  issues.    Each  OPDIV's  share  is 
based  on  the  attention  they  need  through  media  activities. 

Drug  Abuse  Policy 

This  office  serves  as  the  confidential  special  legal  advisor  on 
drug  and  substance  abuse  policy  to  the  Secretary  of  HHS  in  matters  of 
law  and  policy  coordination  primarily  regarding  illegal  drug  use. 
The  office  assists  the  General  Counsel's  Office  in  the  preparation  of 
court  cases  where  necessary  and  expedient.    In  coordination  with  the 
Assistant  Secretary  for  Legislation,  this  office  performs  special 
Congressional  liaison  assignments  as  the  personal  representative  of 
the  Secretary  in  matters  regarding  HHS  drug  abuse  policy.  The 
Immediate  Office  of  the  Secretary  (IOS)  bills  the  Public  Health 
Service  (PHS)  quarterly  through  the  Assistant  Secretary  for 
Management  and  Budget. 

One  Percent  Evaluation 

Authority  to  allocate  funds  to  the  Office  of  the  Secretary  to 
conduct  program  evaluation  is  authorized  under  three  statutes: 

•  Section  2711  of  the  Public  Health  Service  Act  states  that  such 
portions  as  the  Secretary  may  determine,  but  not  more  than  1  per 
centrum,  of  any  appropriation  of  the  Public  Health  Service  may  be 
used  for  grants,  contracts,  or  other  payments  for  evaluation  of 
any  program  authorized. 
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•  The  Older  Americans  Act  states  that  the  Secretary  is  authorized 
to  use  such  sums  as  may  be  required  but  not  to  exceed  one-tenth 
of  one  percent  of  the  funds  appropriated  under  this  Act  for  each 
fiscal  year  or  $300,000  which  ever  is  lower  to  conduct  program 
and  project  evaluations. 

•  The  Head  Start  Act  provides  that  the  Secretary  shall  provide  for 
the  continuing  evaluation  of  programs  including  evaluations  that 
measure  and  evaluate  the  impact  of  the  programs  in  order  to 
determine  their  effectiveness  in  achieving  stated  goals,  their 
impact  on  related  programs,  and  their  structure  and  mechanisms 
for  delivery  of  services. 

For  the  RHS,  ASPE  only  requested  $9,500,000,  which  is  less  than 
twenty-five  percent  of  the  one  percent  stipulated  in  the  statute. 
For  the  Administration  on  Aging  and  the  Administration  for  Children 
and  Families,  ASPE  requested  the  amount  that  was  requested  and  agreed 
to  the  previous  year,  which  is  $250,000  each. 

Consumer's  Resource  Handbook 

This  publication,  now  in  its  sixth  edition,  is  the  basic  guide 
for  all  consumers  in  now  to  be  a  smart  consumer  and  how  to  contact 
appropriate  sources  of  information  and  help.    The  United  States 
Office  of  Consumer  Affairs  has  relied  on  contributions  from  federal 
agencies  to  support  the  cost  of  printing.    There  are  15  regular 
listings  for  HHS  in  the  Handbook,  and  six  listings  for  TDD  numbers. 
The  cost  distribution  is  based  on  each  OPDIV's  portion  of  these 
listings. 

The  President's  Initiative  on  Rural  Development 

The  President's  Initiative  on  Rural  Development  was  announced  in 
January  1990  by  President  Bush.    It  is  managed  by  the  Economic  Policy 
Council's  Working  Group  on  Rural  Development  and  involves  all  Cabinet 
Departments  except  State  and  Justice.    One  of  the  major  action  items 
is  the  development  of  State  Rural  Development  Councils.    The  Councils 
are  designed  to  support  rural  America.    The  Department  of  Health  and 
Human  Services  has  been  active  in  the  Initiative  since  its  inception. 
Staff  from  PHS  and  the  Office  of  Intergovernmental  Affairs  (IGA) 
participate  in  the  Washington-based  interagency  steering  group  and 
Regional  Directors  represent  the  Department  on  the  eight  pilot  State 
Councils.    The  funds  will  be  used  to  support  the  State  Councils  as 
well  as  Departmental  management  of  the  initiative.    The  cost  is 
distributed  among  the  OPDIVs  based  on  their  proportional  share  of  the 
rural  health  discretionary  budget. 

ADOLESCENT  AND  ADULT  SEXUAL  BEHAVIOR 

Mr.  Natcher:    Is  there  any  money  in  either  the  1992  or  1993 
budget  proposals  to  support  the  adolescent  or  adult  sexual  behavior 
studies? 

Secretary  Sullivan:    No,  there  is  no  money  in  either  the  FY  1992 
or  FY  1993  request  to  support  either  the  adolescent  or  adult  surveys 
of  sexual  behavior. 
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DHHS  GENERAL  PROVISIONS 

Mr.  Natcher:    Include  in  the  record  at  this  point  a  list  of  any 
changes  being  proposed  in  the  DHHS  general  provisions  with  the 
rationale  for  each  change. 

Secretary  Sullivan:    The  President's  Budget  recommended  changes 
for  both  Title  II  and  Title  V  of  the  General  Provisions  included  in 
the  Labor,  Health  and  Human  Services,  Education,  and  Related  Agencies 
Appropriations  Bill. 

Specific  new  provisions  are: 

•  simplify  user  fee  payments  for  HHS  grantees  (would  allow  funds 
collected  to  be  used  by  the  appropriate  account  (Sec.  211) ; 

•  allow  the  Social  Security  Administration  to  get  better 
information  on  deaths  and  disabilities  (Sec.  212) ; 

•  apply  savings  from  PRO  efficiencies  to  other  domestic 
discretionary  priorities  (Sec.  213) ;  and 

•  target  funds  to  a  special  "Weed  and  Seed"  initiative  for 
distressed  communities  plagued  by  drugs  and  crime  (Sec.  511) . 

The  budget  also  recommended  deletion  of  provisions: 

•  that  limit  our  flexibility  in  allocating  resources  (multi-year 
funds  to  grantees,  Sec.  201  and  personnel  resources  Sec.  209) ; 

•  that  apply  to  specific  reductions  (travel  Sec.  214  and 
"salaries  and  expenses"  Sec.  513) ; 

•  that  require  absorption  of  pay  raise  increases  (Sec.  512) ; 

•  that  prohibits  using  funds  for  any  project  involving  the 
capture  or  procurement  of  chimpanzees  obtained  from  the  wild 
[this  provision  duplicates  existing  relations  and  provisions 
with  the  CITES  {Convention  on  International  Trade  of 
Endangered  Species  Treaty}  Sec.  213]; 

•  that  prohibits  the  Department  from  enforcing  child  welfare 
protections  under  Title  IV-B  of  the  Social  Security  Act 
Sec.  215); 

•  that  expand  the  Board  of  Directions  for  the  National 
Foundation  for  BioMedical  Research  (a  one-time  provision  Sec. 
216);  and 

•  that  prohibits  the  Department  from  providing  assistance  to 
individuals  at  colleges  and  universities  who  have  used  forces 
to  prohibit  faculty  or  students  from  carrying  out  their  duties 
or  studies  (was  implemented  at  a  time  when  student  unrest  of 
prevalent  on  campuses  Sec.  506) . 
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SPENDING  DIRECTED  TO  MINORITY  POPULATION 

Mr.  Natcher:    Provide  a  5-year  budget  table  summarizing  all 
spending  directed  specifically  to  minorities. 

Secretary  Sullivan:  Many  of  our  programs  benefit  minorities; 
however,  we  do  not  separately  capture"  amounts  spent  on  minorities. 

Since  I  have  been  Secretary,  I  have  placed  emphasis  on 
establishing  programs  that  address  the  specific  concerns  of 
minorities. 

The  1993  President's  Budget  includes  funds  for  what  I  call  a 
"Five-Point  Plan".    This  plan  will  address  the  continuing  health 
disparities  between  minority  and  non-minority  populations. 

In  addition,  I  have  launched  a  program  called  "Minority  Males  in 
Crisis",  which  directs  multiple  services  at  the  problems  affecting 
minority  males  in  our  communities.    This  initiative  brings  together 
the  efforts  and  resources  of  a  number  of  programs  in  various  PHS 
agencies  (HRSA,  IHS,  CDC,  NTH,  and  ADAMHA) . 

In  NIH,  a  new  Office  of  Minority  Health  Programs  will  be 
established  to  oversee  research  problems  affecting  the  minority 
population,  and  we  are  requesting  for  a  special  research  initiative 
on  minority  health. 

The  following  table  highlights  the  total  for  health  programs  in 
the  Public  Health  Service  that  are  directly  target  for  minority 
health  and  assistance: 

(In  millions) 


Year  Amount 

1989  1,400.1 

1990   1,689.3 

1991   2,436.3 

1992   2,662.8 

1993   3,029.5 


HISTORICAL  APPROPRIATIONS 

Mr.  Natcher:    What  is  the  total  amount  of  appropriations  and  the 
total,  aggregate,  amount  of  discretionary  spending  provided  to  the 
Department,  to  the  Public  Health  Service,  and  to  NIH  from  1981 
through  1992. 

Secretary  Sullivan:    The  table  below  displays  the  appropriations 
for  the  programs  under  the  jurisdiction  of  this  Subcommittee  for 
fiscal  years  1981  through  1992: 

(In  millions  of  dollars) 


Discretionary  Programs 


Total  HHS 

HHS 

PHS 

NTH 

1981 

$61,743 

$16,085 

$6,902 

$3,580 

1982 

64,754 

15,654 

6,420 

3,652 

1983 

64,982 

16,869 

6,888 

4,360 

1984 

76,803 

17,701 

7,306 

4,520 

1985 

81,480 

18,848 

8,150 

5,169 

1986 

85,487 

18,761 

8,250 

5,274 

1987 

93,538 

20,374 

9,869 

6,186 

1988 

105,363 

20,881 

10,537 

6,667 

1989 

114,221 

20,179 

11,693 

7,145 

1990 

127,678 

21,595 

13,162 

7,576 

1991 

151,238 

25,253 

14,829 

8,277 

1992 

178,620 

26,460 

16,097 

8,935 
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Mr.  Natcher:    Insert  in  the  record  at  this  point  a  10-year  table 
showing  the  original  budget  request  and  final  appropriation  for  the 
Department  broken  down  by  mandatory  and  discretionary  spending. 
Include  a  change  column  comparing  the  appropriation  and  the  request. 

Secretary  Sullivan:    A  table  on  the  10-year  history  of  the 
budget  request  follows: 

(In  millions  of  dollars) 


Total, 


119,250 


114,221 


Year/Cateaorv 

Request 

Appropriation 

Difference 

1983 

Discretionary. . . . 
Total  

$53,749 
15.806 
69,555 

$48,113 
16.869 
64,982 

-$5,636 
+1.063 
-4,573 

1984 

Discretionary  

Total  

59,219 
15,977 
75,196 

59,102 
17.701 
76,803 

-117 
+1.724 
1,607 

1985 

Discretionary. . . . 

65,849 
15.733 
81,582 

62,632 
18.848 
81,480 

-3,217 
+3 . 115 
-102 

1986 

Discretionary. . . . 

67,482 
16.508 
83,990 

66,726 
18,761 
85,487 

-756 
+2,253 
+1,497 

1987 

Discretionary. . . . 

69,391 
17.903 
87,294 

73,164 
20.374 
93,538 

+3,773 
+2.471 
+6,244 

1988 

Discretionary. . . . 

80,779 
18.131 
98,910 

84,482 
20.881 
105,363 

+3,703 
+2.750 
+6,453 

1989 

Discretionary. . . . 

100,158 
19.092 

94,042 
20.179 

-6,116 
+1.087 

-5,029 


1990 

Mandatory   105,640  106,083  +443 

Discretionary   20.366  21.595  +1.229 

Total.   126,006  127,678  +1,672 
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(In  millions  of  dollars) 
Year/Category  Request        Appropriation  Difference 

1991 

Mandatory   116,680  125,985  +9,305 

Discretionary   23,746  25,253  +1,507 

Total   140,426  151,238  +10,812 

1992* 

Mandatory   138,619  138,150  -469 

Discretionary   26,762  26.454  -308 

Total   165,381  164,604  -777 

1993 

Mandatory   170,723 

Discretionary   26,974 

Total   197,697 

*  The  current  estimate  for  mandatory  programs  under  jurisdiction  of 
this  Subcommittee  is  $152,160.    The  estimate  for  discretionary 
programs  is  $26,460,  due  to  a  change  in  the  amount  of  the  OASDI 
transfer  to  IAE.    The  total  current  estimate  is  $178,620. 

Mr.  Nat cher:  Insert  in  the  table  at  this  point  updated  tables 
on  SIDS  and  abortions  similar  to  the  tables  on  p.  61  of  last  year's 
hearings. 

Secretary  Sullivan:    The  tables  follow. 

SUDDEN  INFANT  DEATH  SYNDROME 

FY  1991        FY  1992        FY  1993 

National  Institute  of 
Child  Health  and 

Human  Development   $38.5         $42.1  $43.9 

National  Institute  of 
Neurological  Disorders  and 

Stroke   .2.5  2.7  2.9 

National  Center  for 

Research  Resources   0.2  0.2  0.2 

Subtotal,  NIH   $41.2         $45.0  $47.0 

Health  Resources  and 

Services  Administration   0.5  0.5  0.5 


Total,  HHS 


$41.7 


$45.5 


$47.5 
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ABORTIONS 


FY 

1978 

FY 

1979 

FY  1980 

FY  1981 

1,335 

3,675 

J J , oZo 

T  "7     A  QC 

li , 4yo 

FY 

1982 

FY 

1983 

FY  1984 

FY  1985 

783 

856 

893 

865 

FY 

1986 

FY 

1987 

FY  1988 

FY  1989 

232 

91 

135 

67 

FY 

1990 

FY 

1991 

71 
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HHS  BREAST  AND  CERVICAL  CANCER  SPENDING 

Mr.  Natcher:  Include  in  the  record  at  this  point  a  4-year  table 
for  the  years  1990-1993  showing  spending  throughout  the  Department  on 
breast  cancer. 

Secretary  Sullivan:    Because  it  is  not  possible  to  distinguish 
expenditures  between  the  two  forms  of  cancer  in  the  CDC  Breast  and 
Cervical  Cancer  Prevention  Program,  we  can  provide  comparable 
information,  in  total,  only  for  spending  related  to  both,  as  follows: 

(Dollars  in  millions) 


1990 

1991 

1992 

1993 

Cna. 

SCREENING/EDUCATION : 

-  Mecticare/MamnKDgrams. . . . 

-  Medicare/Pap  Smears. . . . 

$30.0 

$170.0 
60.0 

$290.0 
60.0 

$360.0 
70.0 

+$70.0 
+10.0 

Subtotal,  Medicare... 

$30.0 

$230.0 

$350.0 

$430.0 

+$80.0 

Breast/Cerv.  Screenings/ 
Education 

-  IHS/AHCPR  Cancer  Ed  

$4.9 
14.0 
0.4 

$29.3 
18.2 
0.5 

$50.0 
22.9 
1.0 

$70.0 
23.6 
1.0 

+$20.0 
+0.7 

Subtotal,  PHS 

Screening  &  Ed  

$19.3 

$48.0 

$73.9 

$94.6 

+$20.7 

Total,  Screening/Ed... 

$49.3 

$278.0 

$423.9 

$524.6 

+$100.7 

RESEARCH  (NIH)  

$110.3 

$115.0 

$164.4 

$169.4 

+$5.0 

Total,  HHS  Breast/ 
Cervical  Cancer 
Prevention/Research. . . 

$159.6 

$393.0 

$588.3 

$694.0 

+$105.7 
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Person-Years  of  Life  Lost  Due  to  Cancer 
All  Races,  Both  Sexes,  1989 


Lung  &  Bronchus 
Breast 
Colon/Rectum 
Pancreas 
Leukemia 
Non-Hodgkin's 
Prostate 
Brain 
Ovary 
Stomach 
Kidney 
Esophagus 
Oral  Cav  &  Phynx 
Melanoma 
Multiple  Myeloma 
Urinary  Bladder 
Cervix  Uteri 
Corp  &  Uter,  NOS 
Hodgkin's 
Testis 


500  1000         1500        2000  2500 

Years  in  Thousands 
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CANCER  FUNDING 

Mr.  Natcher:    Include  in  the  record  at  this  point  a  table 
showing  spending  on  the  10-major  cancers  as  measured  by  years  of  life 
lost  for  fiscal  years  1990,  1991,  1992  with  the  dollar  and  %  change 
from  FY  91  to  FY  92. 

Secretary  Sullivan:    The  chart  requested  follow: 


National  Cancer  Institute 
Selected  Areas  of  Funding 
(dollars  in  millions) 

Percent 
Change 
'91  vs. 


FY1990 

FY1991 

FY1992 

'92 

lung 

$65.1 

$68.7 

$83.3 

+21.3% 

Breast 

81.0 

92.7 

132.7 

+43.1% 

Colon/Rectum 

51.2 

56.5 

63.4 

+12.2% 

Pancreas 

7.3 

7.5 

8.5 

+13.3% 

Leukemia 

112.1 

133.7 

150.7 

+12.7% 

Non-Hodgkin's 

40.7 

45.3 

51.0 

+12.6% 

Prostate 

13.2 

13.8 

27.6 

+100.0% 

Brain  &  CNS 

29.8 

31.5 

35.1 

+11.4% 

Ovary 

10.5 

13.6 

19.8 

+45.6% 

Stomach 

3.5 

4.7 

5.2 

+10.6% 

FAMILY  PLANNING  REGULATIONS 

Mr.  Natcher:  What  is  the  current  status  of  the  family  planning 
regulations  related  to  abortion  counseling? 

Secretary  Sullivan:    Implementation  instructions  have  been 
drafted  and  should  be  issued  to  the  Public  Health  Service  Regional 
Offices  in  a  few  weeks.    Once  the  instructions  have  been  issued, 
grantees  will  have  thirty  days  to  provide  assurance  that  they  will 
come  into  compliance  and  an  additional  thirty  days  to  actually 
comply.    If  circumstances  warrant,  we  are  prepared  to  provide 
additional  time  to  grantees  on  a  case-by-case  basis. 

MEDICAID 

Mr.  Natcher:    Include  in  the  record  at  this  point  a  table 
showing  the  President's  original  Budget  request  for  Medicaid,  actual 
expenditures,  the  dollar  and  percentage  error  in  the  estimate  and  the 
dollar  and  percentage  growth  over  the  previous  year. 
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Secretary  Sullivan:    A  table  with  the  information  follows: 
(Outlays  in  millions) 

Change  from 


Year 

Pres. 
Budaet 

Actual 

Difference 

Previous  Year 

Amount 

Percent 

Amount 

Percent 

1984 

$20,799 

$20,094 

-$705 

-3.4% 

1985 

$22,138 

$22,655 

+$517 

+2.3% 

+$2,561 

+12.7% 

1986 

$23,690 

$24,995 

+$1,305 

+5.5% 

+$2,340 

+10.3% 

1987 

$24,708 

$27,435 

+$2,727 

+11.0% 

+$2,440 

+9.8% 

1988 

$26,864 

$30,462 

+$3,598 

+13.4% 

+$3,027 

+11.0% 

1989 

$32,733 

$34,604 

+$1,871 

+5.7% 

+$4,142 

+13.6% 

1990 

$35,961 

$41,103 

+$5,142 

+14.3% 

+$6,499 

+18.8% 

1991 

$44,926 

$52,532 

+$7,606 

+16.9% 

+$11,429 

+27.8% 

1992 

$59,833 

$72,503 

+$12,670 

+21.2% 

+$19,971 

+38.0% 

1993 

$84,397 

*  FY  1992  estimated 


FUNDING  OF  FAMILY  PHYSICIAN  &  INTERNISTS 

Mr.  Natcher:    The  President's  health  reform  proposal  stresses 
managed  care  as  a  way  to  control  cost.    How  do  you  reconcile  this 
with  your  proposal  to  terminate  funding  for  the  training  of  family 
physicians  and  internists? 

Secretary  Sullivan:    In  the  past  decade,  health  care  delivery  in 
the  United  States  has  been  moving  towards  coordinated  care.  This 
trend  is  based  on  the  realization  that  coordinated  care  systems  offer 
better  incentives  for  more  appropriate,  less  costly,  high  quality 
health  care. 

With  regard  to  the  termination  of  funding  for  the  training  of 
family  physicians  and  internists,  the  budget  focuses  resources  on 
recipients  of  the  awards,  not  the  specialty  they  may  choose.  We 
target  our  health  professions  training  funds  to  students  most  in  need 
of  financial  support,  rather  than  on  specialty  area  of  practice.  Our 
FY  93  request  provides  $95.7  million  to  programs  that  target  minority 
and  disadvantaged  students. 

More  important  however,  in  addressing  the  need  to  encourage  more 
physicians  in  primary  care  areas  is  Physician  Payment  Reform.    As  of 
January  1,  1992,  HHS  restructured  the  way  we  pay  doctors  through 
Medicare.    HCFA  is  implementing  the  Resource  Based  Relative  Value 
Scale  (RBRVS)  fee  schedule  which  switches  the  emphasis  from 
procedural ly-based  specialization  to  primary  care. 

This  means  that  while  the  estimated  average  increase  for  all 
physician  fees  from  1991-1996  is  74  percent,  increases  will  be  higher 
for  certain  primary  care  providers.    For  example,  we  estimate  that 
the  fees  for  Family  Practice  physicians  will  increase  by  125  percent 
(the  largest  increase  expected) . 
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INDIRECT  COSTS 

Mr.  Natcher:    As  we  look  for  more  efficient  ways  to  spend 
biomedical  research  funds,  do  you  expect  to  recommend  further  changes 
in  the  way  that  indirect  costs  are  calculated  and  paid? 

Secretary  Sullivan:    The  FY  1993  request  reflects  savings 
associated  with  the  OMB  policy  changes  on  indirect  cost  which  went 
into  effect  in  FY  1992.    However,  I  formed  a  work  group  to  further 
review  the  current  reimbursement  policy  and  develop  any  appropriate 
options.    The  work  group  expects  to  have  a  report  shortly  which 
addresses  some  options.    These  options  will  then  be  discussed  with 
other  Federal  agencies  and  OMB  to  determine  possible  further  action. 

Mr.  Natcher:  How  much  money  is  being  saved  in  1992  and  1993  as 
a  result  of  last  year's  changes  in  indirect  cost  policies? 

Secretary  Sullivan:    We  estimated  these  savings  to  be 
$24.2  million  in  FY  1992  and  $55  million  in  FY  1993. 

SCHOOL  HEALTH  CLINICS 

Mr.  Natcher:    Your  budget  requests  $6  million  for  a  new 
school-based  health  program  called  Ready  to  Learn.    Would  this 
program  actually  operate  school  health  clinics? 

Secretary  Sullivan:    In  high  need  cxaranunities,  funds  will  be 
provided  to  Community  Health  Centers  and  other  Federally  funded 
primary  care  providers  to  establish  agreements  with  local  schools, 
school  districts,  or  school  boards  to  ensure  that  primary  health  care 
services  are  accessible  for  children  ages  3  to  12. 

Mr.  Natcher:    How  does  this  initiative  compare  to  the 
school-based  health  program  run  by  the  Department  of  Education? 

Secretary  Sullivan:    The  Ready  to  Learn  program  will  provide 
grants  to  primary  health  care  clinics  to  provide  actual  primary 
health  care  services  to  children.    The  Department  of  Education's 
$4.5  million  "Comprehensive  School  Health  Education"  program  provides 
teacher  training  on  health,  disseminates  information,  and  develops 
new  models  for  health  education  programs  in  the  schools. 

HEALTHY  START 

Mr.  Natcher:    You  are  requesting  a  $79  million  increase  in 
funding  for  the  Healthy  Start  infant  mortality  initiative  in  1993. 
Budget  documents  indicate  that  most  of  the  funds  provided  in  1991  and 
1992  will  be  used  by  the  target  cities  for  planning.    How  will  they 
spend  the  $143  million  you  are  requesting  in  1993? 


53-634   0—92  4 
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Secretary  Sullivan:    The  President's  Budget  request  of 
$143  million  is  the  irunimum  the  15  Health  Start  grantees  need  in 
order  to  begin  to  meet  the  program's  goal  of  reducing  infant 
mortality  by  50  percent  over  5  years.    Each  grantee  is  currently 
developing  comprehensive  implementation  plans  tailored  to  each 
communities  particular  needs.    Examples  of  common  problems  grantees 
addressed  in  their  applications  were  lack  of  transportation, 
outreach,  training  health  care  and  social  service  providers,  and 
public  education  campaigns.    The  funds  requested  in  FY  1993  will  be 
used  to  actually  deliver  these  types  of  services  to  the  target 
population. 

ICW  INCOME  HOME  ENERGY  ASSISTANCE  PROGRAM 

Mr.  Natcher:    Do  you  have  any  analytic  evidence  which  suggests 
that  energy  assistance  funds  are  not  needed  or  that  they  are  being 
used  improperly? 

Secretary  Sullivan:    Although  States  have  authority  to  transfer 
funds  from  other  block  grants  into  UHEAP,  none  chose  to  do  so  in 
1991.    However,  30  States  transferred  funds  out  of  LTHEAP  to  the 
Social  Services  Block  Grant,  the  Community  Services  Block  Grant,  the 
Maternal  and  Child  Health  Block  Grant  and  the  Preventive  Health  & 
Health  Services  Block  Grant.    In  addition,  many  other  Federal,  State 
and  private  sources  fund  energy  needs. 

Mr.  Natcher:    Include  in  the  record  at  this  point  a  table 
showing  the  Budget  request  and  final  appropriation  for  energy 
assistance  since  the  inception  of  the  program. 

Secretary  Sullivan:    The  information  follows: 


97 


LOW  INCOME  HOME  ENERGY  ASSISTANCE  PROGRAM 
(in  millions) 

Budget 

Estimate  House  Senate 

to  Congress        Allowance         Allowance  Appropriation 


1984 

Supplemental . 

1985 

1986 

Sequester 
1987 
1988  a/ 
1989 
1990 

Supplemental . 
1991 

Sequester 

Contingency 

Fund 

Sequester 

1992  b/ 
Contingency 
Fund  c/ 
Emergency 
Allocations 

1993  e/ 


$1,300,000 
200,000 
1,875,000 
2,097,765 

2,097,642 
1,237,000 
1,187,000 
1,100,000 

1,050,000 


$1,875,000    $1,875,000  $1,875,000 


100,000 


1,065,000 


1,975,000 
2,097,765 

Deferred 
1,822,265 
1,567,000 
1,400, 000 


2,140,000 
2,097,765 

1, 822,265 
1,237,000 
1,400,000 
1,278, 654 


Deferred  1,450,000 


0,000 
0,000 
0,204) 
5,000 
1,840 
3,200 
3,000 
0,000 
5,055 
18 


195,180 

925,000      1,000,000      1,500,000  1,500,000 


(600,000)       (300,000)  (300,000) 


a/  All  of  the  amounts  shown,  beginning  with  FY  1988,  exclude 
Federal  Administration  which  was  consolidated  into  the 
Family  Support  Administration's  Program  Administration 
budget  activity. 

hi  Of  the  $1.5  billion  appropriated,   $1,094,393,000  is 
available  for  obligation  10/1/91  and  $405,607,000  is 
not  to  be  obligated  until  9/30/92. 

c/  The  request  included  Congingency  funding  of  $100,000,000,  to 
be  available  for  obligation  after  January  15,  1992, 
providing  certain  provisions  were  met. 

dV  Available  only  upon  submission  of  a  formal  budget  request 
disignating  the  needs  for  funds  as  an  emergency  under  the 
Budget  Enforcement  Act. 

e/  Of  the  $1,065  million  requested,   $798,750,000  is  not 
available  for  making  payments  until  September  30,  1993. 
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TREATMENT  CAPACITY  EXPANSION  PROGRAM 

Mr.  Natcher:  What  is  the  status  of  your  legislative  proposal  to 
create  a  new  treatment  capacity  expansion  program? 

Secretary  Sullivan:    In  FY  1992,  the  Treatment  Capacity  Program 
will  be  operated  under  the  authority  of  509G  of  the  Public  Health 
Service  Act.    The  legislation  for  the  Capacity  Expansion  Program 
proposed  in  the  FY  1992  President's  Budget  is  still  before  Congress. 

Mr.  Natcher:    How  many  additional  people  would  be  served  under 
this  program? 

Secretary  Sullivan:    In  FY  1993,  we  estimate  that  a  total  of 
approximately  15,454  drug  abuse  treatment  slots  will  be  created  by 
the  Capacity  Expansion  Program. 

Mr.  Natcher:    Is  the  Department  currently  receiving  any 
transfers  from  the  Special  Forfeiture  Fund? 

Secretary  Sullivan:    In  FY  1992,  ADAMHA  is  receiving  $9  million 
from  the  ONDCP  Special  Forfeiture  Fund  to  expand  drug  treatment 
capacity. 

HEAD  START 

Mr.  Natcher:  When  was  the  Head  Start  program  last  evaluated  and 
what  are  your  plans  for  a  new  evaluation? 

Secretary  Sullivan:    Research  on  Head  Start  is  on-going.  The 
next  generation  of  Head  Start  research,  as  charted  by  an  advisory 
panel  of  leading  early  childhood  development  experts  in  1990  has 
already  begun  and  will  be  more  specific  in  exploring  the  extent  to 
which  and  by  what  means  Head  Start  maximizes  the  potential  of 
different  types  of  children  and  families,  and  how  future  public 
policy  can  chart  a  course  to  that  end.    Our  FY  1993  request  of 
$12  million  in  research  funds  for  Head  Start — an  increase  of 
$3.5  million  over  FY  1992 — demonstrates  our  commitment  to  this 
effort.    These  efforts  continue  a  belief  that  research  and  evaluation 
are  an  important  part  of  the  Head  Start  program.    Between  1981  and 
1985,  the  Head  Start  Bureau  undertook  the  Head  Start  Evaluation, 
Synthesis  and  Utilization  Project  which  involved  the  collection  of 
over  1600  documents  related  to  Head  Start  and  the  analysis  and 
synthesis  of  210  reports  of  research  on  the  effects  of  local  Head 
Start  programs. 

STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANTS  (SLLAG) 

Mr.  Natcher:  What  effect  will  this  proposal  (for  delaying  $823 
million  of  immigrant  assistance  funds)  have  on  the  ability  of  States 
to  provide  health  and  education  services  to  eligible  immigrants? 

Secretary  Sullivan:    Most  States  still  have  unused  funds  —  over 
$600  million  in  total  —  from  previous  appropriations  available  to 
provide  health,  education  and  other  services  to  eligible  legalized 
aliens.    Under  our  proposal,  States  will  still  receive  the  full  $1.1 
billion  not  yet  appropriated,  $300  million  in  1993  and  the  remainder 
in  1994,  to  ensure  we  meet  the  needs  of  States  in  the  future.  There 
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continues  to  be  uncertainty  as  to  when  States  need  the  funds  —  this 
program  has  had  a  history  of  States  using  the  funds  at  a  very  slow 
rate. 

PAY  RAISE  DELAY 

Mr.  Natcher:    Describe  the  President's  proposal  to  delay  the 
January  1993  federal  civilian  pay  raise.    Include  a  description  of 
how  the  current  law  annually  adjusts  salaries  and  whether  this 
proposal  can  be  implemented  administratively  or  is  subject  to 
Congressional  approval.    Finally,  provide  a  table  which  shows  the 
savings  which  would  result  in  each  of  the  relevant  appropriation 
accounts  if  the  proposal  is  implemented. 

Secretary  Sullivan:    Each  year  in  the  Treasury,  Postal  Service, 
and  General  Government  Appropriations  Act,  the  Congress  determines 
the  basis  for  increases  in  Federal  pay.    For  FY  1993,  the  Congress 
mandated  that  the  pay  increase  be  based  on  the  Employment  Cost  Index 
(ECI)  —  a  measure  of  labor  costs  determined  by  the  Bureau  of  Labor 
Statistics  (BIS) .    For  FY  1993,  the  BIS  has  set  the  ECI  at 
3.7  percent.    The  pay  provision  has  an  effective  date  of  January  1, 
1993.    The  President  is  proposing  a  90-day  delay  in  the  effective 
date  of  this  pay  raise.    Such  a  delay  would  require  Congressional 
approval. 

We  estimate  that  a  90-day  delay  in  the  pay  raise  would  yield 
approximately  $36  million  in  discretionary  savings  for  the  Department 
in  FY  1993.    The  HHS  portion  of  the  FY  1993  President's  budget 
contains  approximately  $138  million  to  support  a  January  1  pay  raise. 
If  the  pay  raise  is  delayed  until  April  1,  the  Department  estimates 
an  increase  of  $102  million  over  FY  1992  obligations.    That  is  a 
savings  of  $36  million  from  our  budgeted  levels. 

Pay  Raise  Estimates 

(Dollars  in  millions) 

FY  1993  90-Day 
Pres.  Bud.       Delay*  Savings 


PES: 

FDA   $12.3  $8.7  $3.6 

HRSA   3.7  2.6  1.1 

IHS   16.6  10.5  6.1 

CDC   7.2  6.0  1.2 

NIH   16.8  14.0  2.8 

ADAMHA   3.6  2.2  1.4 

AHCPR   0.6  0.3  0.3 

CASH   0.7  1.0  -0.3 

Total  PHS   $61.5  $45.3  $16.2 

HCFA   5.3  4.1  1.2 

SSA   62.9  46.3  16.6 

ACF   3.4  1.9  1.5 

ADA   0.3  0.2  0.1 

OS   4.4  4.4  0.0 

TOTAL  HHS   $137.6  $102.2  $35.6 


*    Estimates  based  on  HHS  payroll  projections,  not  FY  1993 
President's  Budget  estimates. 
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STATE  LEGAUZATION  IMPACT  ASSISTANCE 

Mr.  Natcher:    Provide  a  table  which  shows  the  State  distribution 
of  cumulative  SHAG  awards,  drawdowns,  and  surplus/deficits  projected 
at  the  end  of  1992.    Provide  a  similar  table  which  shows  these 
figures  estimated  at  the  end  of  1993  and  1994  under  both  the  current 
law  and  the  President's  1993  budget  proposal. 

Secretary  Sullivan:    The  table  follows: 


STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANT  (SUAG)  PROGRAM 

FUNDING  SITUATION  FEDERAL  FISCAL  YEAR  1 992 
 (UNDER  THE  FY  1 992  APPROPRIATIONS  ACT)  


FUNDS  REMAINING 

PROJECTED  OUTLAY 

PROJECTED 

PROJECTED 

END  OF 

REQUIREMENT 

FY  1992 

SURPLUS/DEFICIT 

STATE 

FY  1991 

FY  1992 

OUTLAYS 

IN  FY  1992 

ARIZONA 

$22,109,124 

S8.464.179 

$8,464,179 

$13,644,946 

ARKANSAS 

$848,253 

$112,804 

$112,804 

$735,449 

CALIFORNIA 

$271,740,263 

$433,463,183 

$271,740,263 

($161,722,920) 

COLORADO 

$2,272,075 

$4,902,877 

$2,272,075 

($2,630,802) 

CONNECTICUT 

$1,536,482 

$400,871 

$400,871 

$1,135,611 

DIST  OF  COL 

$2,993,179 

$954,066 

$954,066 

$2,039,113 

FLORIDA 

$88,004,782 

$20,017,883 

$20,017,883 

$67,986,900 

GEORGIA 

$7,107,059 

$1,454,343 

$1,454,343 

$5,652,716 

HAWAII 

$560,608 

S257.006 

$257,006 

$303,602 

IDAHO 

$3,519,252 

$756,048 

$756,048 

$2,763,204 

ILLINOIS 

$44,905,778 

S1 9,896,038 

$19,896,038 

$25,009,740 

INDIANA 

$844,275 

S267.001 

$267,001 

$577,274 

IOWA 

$367,174 

S1 79.765 

$179,765 

$187,409 

KANSAS 

SI. 279,542 

$1,109,821 

$1,109,821 

$169,721 

LOUISIANA 

$562,324 

$409,378 

$409,378 

$152,946 

MARYLAND 

$3,421,848 

$811,439 

$811,439 

$2,610,409 

MASSACHUSETTS 

S5.714.420 

S2.695.591 

$2,695,591 

$3,01 8,828 

MICHIGAN 

S2.273.881 

S221.568 

5221,568 

$2,052,313 

MINNESOTA 

S2.135.223 

S178.214 

$178,214 

$1,957,009 

MISSOURI 

$1 ,007,590 

S99.001 

$99,001 

$908,589 

NEBRASKA 

$808,634 

$101,063 

$101,063 

$707,571 

NEVADA 

S3.940.343 

S2.450.962 

S2.450.962 

$1,489,381 

NEW  HAMPSHIRE 

S219.712 

S35.570 

$35,570 

$184,142 

NEW  JERSEY 

$15,108,291 

SI. 770.683 

$1,770,683 

$13,337,608 

NEW  MEXICO 

S9.088.347 

S2.784.843 

$2,784,843 

S6.303.504 

NEW  YORK 

$43,401,294 

S36.945.305 

$36,945,305 

S6.455.989 

NORTH  CAROLINA 

$5,136,247 

Si. 261.014 

$1,261,014 

$3,875,233 

lOHlO 

Si. 294,588 

S23.181 

S23.181 

$1,205,407 

jOKLAHOMA 

S4.572.104 

S829.858 

$829,858 

$3,742,246 

OREGON 

S5.295.985 

S4.084.698 

$4,084,698 

Si  .21 1.287 

PENNSYLVANIA 

Si, 676.820 

Si.0i9.692 

Si, 01 9,692 

$857,128 

PUERTO  RICO 

S3.1 69.545 

Si  2.208 

$12,208 

$3,157,337 

RHODE  ISLAND 

S842.256 

S521.355 

$521,355 

S320.SO1 

SOUTH  CAROLINA 

S1. 162.643 

S1 77.078 

$177,078 

$985,555 

TENNESSEE 

Si  ,070,053 

S53.821 

$53,821 

$1,016,232 

TEXAS 

S109.636.416 

S63.646.667 

S63.646.667 

S45.989.749 

UTAH 

$1,372,433 

S880.587 

$880,587 

$491,646 

VIRGINIA 

S6.439.545 

Si. 030.365 

$1,030,365 

S5.409.i60 

WASHINGTON 

$13,451,811 

S5. 223.608 

S5.223.608 

S8.228.204 

WEST  VIRGINIA 

S145.799 

S10.045 

$10,045 

S135.754 

WISCONSIN 

Si, ill. 172 

$554,072 

$554,072 

$557,100 

WYOMING 

S663.944 

S150.873 

$150,873 

$513,071 

TOTAL 

S693.011.115 

S620.21 8,623 

$445,841,636 

$237,080,214 

NOTE  Protected  Outlay  column  is  the  amount  of  lunding  the  State  needs,  up  to  the  amount  of  available  funding. 
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STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANT  <SUAG)  PROGRAM 
FUNDING  SITUATION  FEDERAL  FISCAL  YEAR  1993 
(BASED  ON  PRESIDENTS  FY  1993  BUDGET) 


PROJECTED 

TOTAL  FUNDING 

PROJECTED  NEED 

PROJECTED 

FY  1993 

GRANTS 

AVAILABLE  WITH 

FOR  FUNDING 

FY  1993 

PROJECTED 

STATE 

FY  1993 

FY  1993  GRANTS 

FY  1993 

OUTLAYS 

SURPLUS/DEFIHT 

ARIZONA 

$6,032,605 

$19,677,550 

$8,485,632 

$8,485,632 

$11,191,918 

ARKANSAS 

$155,498 

$890,947 

$113,090 

$113,090 

$777,857 

CALIFORNIA 

$194,517,490 

$194,517,490 

$596,284,725 

$194,517,490 

($401,767,234) 

COLORADO 

$2,093,592 

$2,093,592 

$7,546,105 

$2,093,592 

($5,452,513) 

CONNECTICUT 

$356,068 

$1,491,680 

$401,887 

$401,887 

$1,089,793 

DIST  OF  COL 

$759,195 

$2,798,308 

$956,484 

$956,484 

$1,841,824 

FLORIDA 

$0 

$67,986,900 

$20,068,618 

$20,068,618 

$47,918,281 

GEORGIA 

$1,495,614 

$7,148,330 

$1,458,029 

$1 .458,029 

$5,690,301 

HAWAII 

$171,842 

$475,444 

$257,657 

$257,657 

$217,786 

IDAHO 

$754,181 

$3,517,385 

$757,964 

$757,964 

$2,759,421 

ILLINOIS 

$13,240,997 

$38,250,737 

$19,946,464 

$19,946,464 

$18,304,273 

INDIANA 

$213,345 

$790,619 

$267,678 

$267,678 

$522,941 

IOWA 

$116,879 

$304,287 

$180,221 

$180,221 

$124,066 

KANSAS 

$590,297 

$760,018 

$1,112,634 

$760,018 

($352,616) 

LOUISIANA 

$229,755 

$382,701 

$410,415 

$382,701 

($27,714) 

MARYLAND 

$762,199 

$3,372,608 

$813,495 

$813,495 

$2,559,113 

MASSACHUSETTS 

$1,744,797 

$4,763,625 

$2,702,423 

$2,702,423 

$2,061 ,202 

MICHIGAN 

$386,240 

$2,438,553 

$222,129 

$222,129 

$2,216,424 

MINNESOTA 

$351,390 

$2,308,399 

$178,666 

$178,666 

$2,129,733 

MISSOURI 

$171,459 

$1,080,048 

$99,252 

$99,252 

$980,796 

NEBRASKA 

$145,785 

$853,356 

$101,319 

$101,319 

$752,037 

NEVADA 

$1,451,834 

$2,941,215 

$2,457,174 

$2,457,174 

$484,041 

NEW  HAMPSHIRE 

$42,681 

S226.824 

$35,660 

$35,660 

$191,164 

NEW  JERSEY 

$2,679,301 

$16,016,909 

$1,775,171 

$1,775,171 

$14,241,738 

NEW  MEXICO 

$2,262,767 

$8,566,271 

$2,791,901 

$2,791,901 

$5,774,370 

NEW  YORK 

$19,270,615 

$25,726,604 

$37,038,944 

$25,726,604 

($11,312,339) 

NORTH  CAROLINA 

$1,160,363 

$5,035,597 

$1,264,210 

$1,264,210 

$3,771,387 

OHIO 

$172,142 

$1,377,548 

$23,240 

$23,240 

$1,354,308 

OKLAHOMA 

$922,122 

$4,664,368 

$831,961 

$831,961 

$3,832,407 

OREGON 

32,196,726 

$3,408,013 

$4,095,051 

$3,408,013 

($687,038) 

PENNSYLVANIA 

$635,596 

$1,492,725 

$1,022,276 

$1,022,276 

$470,449 

PUERTO  RICO 

$426,077 

$3,583,415 

$12,238 

S12.238 

$3,571,176 

RHODE  ISLAND 

$309,370 

$630,271 

$522,676 

S522.676 

$107,594 

SOUTH  CAROLINA 

$221,635 

$1,207,200 

$177,527 

S177.527 

$1,029,673 

TENNESSEE 

$162,661 

$1,178,893 

$53,957 

$53,957 

$1 ,124,935 

TEXAS 

$37,834,396 

$83,824,145 

$63,807,981 

$63,807,981 

$20,016,164 

UTAH 

$515,866 

$1,007,712 

$882,819 

S882.819 

$124,893 

VIRGINIA 

$1,246,344 

$6,655,525 

$1,032,976 

$1,032,976 

$5,622,549 

WASHINGTON 

$3,697,358 

$11,925,562 

$5,236,847 

$5,236,847 

$6,688,715 

WEST  VIRGINIA 

$0 

$135,754 

$10,071 

S10.071 

$125,683 

WISCONSIN 

$357,514 

$914,613 

$555,477 

S555.477 

$359,137 

WYOMING 

$145,402 

$658,473 

$151,256 

$151,256 

$507,218 

|total 

$300,000,000 

$537,080,214 

$786,144,302 

$366,544,847 

$158,155,660 

NOTE  Projected  Outlay  column  is  the  amount  of  funding  the  State  needs,  up  to  the  amount  of  available  funding. 


102 


STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANT<SUAG)  PROGRAM 
FUNDING  STTUATION  FEDERAL  FISCAL  YEAR  1993 
(UNDER  THE  FY  1992  APPROPRIATIONS  ACT) 


PROJECTED 

TOTAL  FUNDING 

PROJECTED  NEED 

PROJECTED 

FY  1993 

GRANTS 

AVAILABLE  WITH 

FOR  FUNDING 

FY  1993 

PROJECTED 

STATE 

FY  1993 

FY  1993  GRANTS 

FY  1993 

OUTLAYS 

SURPLUS/DEFICIT 

ARIZONA 

$22,586,989 

$36,706,354 

$8,485,632 

$8,485,632 

$27,746,303 

ARKANSAS 

$582,208 

$1,323,063 

$113,090 

$113,090 

$1,204,567 

CALIFORNIA 

$728,303,063 

$728,303,063 

$596,284,725 

$596,284,725 

$132,018,338 

COLORADO 

$7,838,726 

$7,838,726 

$7,548,105 

$7,546,105 

$292,621 

CONNECTICUT 

$1,333,174 

$2,487,997 

$401,887 

$401,887 

$2,066,898 

DIST  OF  COL 

$2,842,540 

$4,927,377 

$956,484 

$956,484 

$3,925,169 

FLORIDA 

$0 

$69,108,908 

$20,068,618 

$20,068,618 

$47,918,281 

GEORGIA 

$5,599,805 

$11,322,222 

$1,458,029 

$1 ,458.029 

$9,794,492 

HAWAII 

$643,401 

$959,320 

$257,657 

$257,657 

$689,346 

IDAHO 

$2,823,769 

$5,623,207 

$757,964 

$757,964 

$4,829,008 

ILLINOIS 

$49,576,307 

$75.701 ,226 

$19,946,464 

$19,946,464 

$54,639,583 

INDIANA 

$798,796 

$1,388,866 

$267,678 

$267,678 

$1,108,392 

IOWA 

$437,612 

$633,636 

$180,221 

$180,221 

$444,800 

KANSAS 

$2,210,163 

$2,433,073 

$1,112,634 

$1,112,634 

$1,267,250 

LOUISIANA 

$860,236 

$1,032,802 

$410,415 

$410,415 

$602,767 

MARYLAND 

$2,853,789 

$5,503,087 

$813,495 

$813,495 

$4,650,703 

MASSACHUSETTS 

$6,532,784 

$9,702,702 

$2,702,423 

$2,702,423 

$6,849,190 

MICHIGAN 

$1,446,141 

$3,509,073 

$222,129 

$222,129 

$3,276,325 

MINNESOTA 

$1,315,657 

$3,281,207 

$178,666 

$178,666 

$3,094,000 

MISSOURI 

$641,970 

$1,555,304 

$99,252 

$99,252 

$1,451,307 

NEBRASKA 

$545,840 

$1,258,255 

$101,319 

$101,319 

51,152,093 

NEVADA 

S5.435.889 

$7,042,734 

$2,457,174 

$2,457,174 

54,468,095 

NEW  HAMPSHIRE 

$159,805 

$345,652 

$35,660 

$35,660 

5308,287 

NEW  JERSEY 

$10,031,710 

$23,454,179 

Sl.775.171 

$1,775,171 

$21,594,147 

NEW  MEXICO 

$8,472,144 

514,909,114 

S2.791.901 

$2,791,901 

51 1,983,747 

NEW  YORK 

$72,152,113 

S80.678.899 

$37,038,944 

$37,038,944 

$41,569,159 

NORTH  CAROLINA 

S4.344.577 

S8.280.246 

$1,264,210 

$1,264,210 

$6,955,601 

OHIO 

S644.525 

51. 851. 043 

$23,240 

S23.240 

$1,826,692 

OKLAHOMA 

53,452,566 

57.234.583 

$831,961 

$831,961 

$6,362,850 

OREGON 

58,224,878 

59,665.113 

$4,095,051 

S4.095.051 

S5, 341, 113 

PENNSYLVANIA 

S2,379,770 

$3,285,768 

$1,022,276 

Si  ,022,276 

52,214.622 

PUERTO  RICO 

51,595,298 

54,753,220 

$12,238 

S12.238 

S4.740.397 

RHODE  ISLAND 

51,158.327 

51,504,215 

S522.676 

S?22,676 

S956.552 

SOUTH  CAROLINA 

S829.837 

51,823,888 

$177,527 

S177.527 

51 ,637,874 

TENNESSEE 

5609.027 

51,627,839 

$53,957 

S53.957 

51,571,302 

TEXAS 

S141, 657,734 

S191 ,214,898 

$63,807,981 

563,807,981 

5123,839,501 

UTAH 

Si, 931 .479 

S2.465.528 

5882,819 

S882.819 

51,540,507 

VIRGINIA 

54,666.503 

S10.125.064 

51,032,976 

S1 .032,976 

59,042,707 

WASHINGTON 

S13.843.472 

522.364,461 

$5,236,847 

S5.236.847 

516.834,829 

WEST  VIRGINIA 

SO 

SI  36,235 

$10,071 

S10.071 

$125,683 

WISCONSIN 

SI. 338, 586 

$1,922,240 

$555,477 

S555.477 

$1,340,209 

WYOMING 

$544,409 

$1,064,711 

$151,256 

S151.256 

$906,224 

TOTAL 

51.123,245,619 

Si. 370, 349.099 

$786,144,302 

5786,144,302 

5441,870,572 

NOTE   Projected  Ouilay  column  is  the  amount  ol  lundmg  the  State  needs,  up  to  the  amount  of  available  funding. 
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STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANT  (SUAG)  PROGRAM 

FUNDING  SITUATION  FEDERAL  FISCAL  YEAR  1994 
 (BASED  ON  PRESIDENTS  FY  1993  BUDGET)  


rnujcv^  i  lu 

TOTAL  FUNDING 

PROJECTED  NEED 

PROJECTED 

FY  1994 

AVAILABLE  WITH 

FOR  FUNDING 

FY  1994 

PROJECTED 

STATE 

FY  1994 

FY  1994  GRANTS 

FY  1994 

OUTLAYS 

SURPLUS/DEFICIT 

ARIZONA 

$16  554  384 

$27,746,303 

$2,589,466 

$2,589,466 

$25,156,836 

ARKANSAS 

$426,710 

$1 ,204,567 

$34,510 

$34,510 

$1,170,056 

CALIFORNIA 

$533,785,572 

$533,785,572 

$534,377,641 

$533,785,572 

($592,069) 

COLORADO 

$5  745,134 

$5,745,134 

$6,952,462 

$5,745,134 

($1,207,328) 

CONNECTICUT 

$977,106 

$2,066,898 

$122,639 

$122,639 

$1,944,259 

DIST  OF  COL 

$2,083,345 

$3,925,169 

$291,880 

$291 ,880 

$3,633,289 

FLORIDA 

$0 

$47,918,281 

$6,124,118 

$6,124,118 

$41,794,164 

GEORGIA 

$4,104,191 

$9,794,492 

$444,930 

$444,930 

$9,349,562 

HAWAII 

$471,560 

$689,346 

$78,626 

$78,626 

$610,719 

IDAHO 

$2,069,587 

$4,829,008 

$231,300 

$231,300 

$4,597,709 

ILLINOIS 

$36,335,309 

$54,639,582 

$6,086,841 

$6,086,841 

$48,552,741 

INDIANA 

$585,451 

$1,108,392 

$81,684 

$81,684 

$1,026,707 

IOWA 

$320,733 

$444,800 

$54,996 

$54,996 

$389,804 

KANSAS 

$1,619,866 

$1,619,866 

$692,146 

$692,146 

$927,720 

LOUISIANA 

$630,482 

$630,482 

$152,956 

$152,956 

$477,526 

MARYLAND 

$2,091,590 

$4,650,703 

$248,245 

$248,245 

$4,402,458 

MASSACHUSETTS 

$4,787,988 

$6,849,190 

$824,669 

$824,669 

$6,024,521 

MICHIGAN 

$1,059,901 

$3,276,325 

$67,785 

$67,785 

$3,208,541 

MINNESOTA 

$964,267 

$3,094,000 

$54,521 

$54,521 

$3,039,479 

MISSOURI 

$470,51 1 

$1,451,307 

$30,288 

$30,288 

$1,421,020 

NEBRASKA 

$400,056 

$1,152,093 

$30,918 

$30,918 

$1,121,174 

NEVADA 

$3,984,054 

$4,468,095 

$749,829 

$749,829 

$3,718,267 

NEW  HAMPSHIRE 

$117,123 

$308,287 

$10,882 

$10,882 

$297,405 

NEW  JERSEY 

$7,352,409 

$21,594,147 

$541 ,709 

$541 ,709 

$21 ,052,438 

NEW  MEXICO 

$6,209,377 

$11,983,747 

$851,974 

$851,974 

$11,131,774 

NEW  YORK 

$52,881,498 

$52,881,498 

$22,615,103 

$22,615,103 

$30,266,395 

NORTH  CAROLINA 

$3,184,214 

$6,955,601 

$385,785 

$385,785 

$6,569,816 

OHIO 

$472,384 

$1,826,692 

$7,092 

$7,092 

$1,819,600 

OKLAHOMA 

$2,530,444 

$6,362,850 

$253,880 

$253,880 

$6,108,970 

OREGON 

$6,028,151 

$6, 028, 151 

$1,936,679 

$1,936,679 

$4,091,472 

PENNSYLVANIA 

$1,744,173 

$2,214,622 

$311,957 

$311,957 

$1,902,665 

PUERTO  RICO 

$1 ,169,221 

$4,740,397 

$3,735 

S3, 735 

$4,736,662 

RHODE  ISLAND 

$848,958 

$956,552 

$159,499 

$159,499 

$797,052 

SOUTH  CAROLINA 

$608,201 

$1 ,637,874 

$54,174 

S54.174 

$1,583,700 

TENNESSEE 

$446,366 

$1,571,302 

$16,466 

$16466 

$1,554,836 

TEXAS 

$103,823,337 

$123,839,501 

$19,471,574 

$19,471,574 

$104,367,927 

UTAH 

$1,415,614 

$1,540,507 

$269,400 

$269,400 

$1,271,106 

VIRGINIA 

$3,420,159 

$9,042,707 

$315,222 

$315,222 

$8,727,485 

WASHINGTON 

$10,146,114 

$16,834,829 

$1,598,071 

$1,598,071 

$15,236,759 

WEST  VIRGINIA 

$0 

$125,683 

$3,073 

S3.073 

$122,610 

WISCONSIN 

$981,072 

$1,340,209 

$169,509 

$169,509 

$1,170,700 

WYOMING 

$399,007 

$906,224 

$46,157 

$46,157 

$860,067 

TOTAL 

$823,245,619 

$993,780,986 

$609,344,391 

$607,544,995 

$386,235,992 

NOTE:  Projected  Outlay  column  is  the  amount  of  funding  the  State  needs,  up  to  the  amount  of  available  funding. 
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STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANTS  (SHAG)  PROGRAM 
FUNDING  SITUATION  FEDERAL  FISCAL  YEAR  1994 
(UNDER THE  FY  1992  APPROPRIATIONS  ACT) 


FUNDS  AVAILABLE 

PROJECTED  NEED 

PROJECTED 

PROJECTED 

END  OF 

FOR  FUNDS 

OUTLAYS 

SURPLUS/DEFICIT 

STATE 

FY  1993 

FY  1994 

FY  1994 

FY  1994 

ARIZONA 

$27,746,303 

$6,925,644 

$6,925,644 

$20,820,658 

ARKANSAS 

$1 ,204,567 

$94,386 

$94,386 

$1,110,181 

CALIFORNIA 

$132,018,338 

$132,610,407 

$132,018,338 

($592,069) 

COLORADO 

$292,621 

$1 ,499,949 

$292,621 

($1 ,207,328) 

CONNECTICUT 

$2,066,898 

$335,416 

$335,416 

$1 ,731 ,482 

DIST  OF  COL 

$3,925,169 

$798,286 

$798,286 

$3,126,883 

FLORIDA 

$47,918,281 

$16,379,230 

$16,379,230 

COl  COO  AC O 

$31,539,052 

GEORGIA 

$9,794,492 

$1 ,216,877 

$1  ,Z1t),B77 

CO  CTJ  C1  C 

$8,577,615 

HAWAII 

$689,346 

$215,042 

$215,042 

$474,304 

IDAHO 

$4,829,008 

CCOO  CAA 

$632,600 

CCOO  CA/1 

$632,000 

»i  «  QC  A  no 

ILLINOIS 

$54,639,583 

$16,279,533 

$16,279,533 

$38,360,050 

INDIANA 

$1 ,108,392 

$223,405 

$223,405 

$884,987 

IOWA 

$444,800 

$150,413 

$150,413 

$294,387 

KANSAS 

$1,267,250 

$928,609 

$928,609 

$338,640 

LOUISIANA 

$602,767 

$342,534 

$342,534 

$260,233 

MARYLAND 

$4,650,703 

$678,947 

$678,947 

$3,971,756 

MASSACHUSETTS 

$6,849,190 

$2,205,613 

$2,205,613 

$4,643,576 

MICHIGAN 

$3,276,325 

$185,390 

$185,390 

$3,090,935 

MINNESOTA 

$3,094  ;000 

$149,1 15 

$149,1 15 

CO  QAA  QQC 

MISSOURI 

51  ,40 1  ,OU/ 

CQO  OOC 

50<i,tSob 

coo  ooc 
*o^,bob 

C1  OCft  ,171 
51 ,000,4/  1 

INCDr\MOr\H 

(i  i co  aqo 

C1  AC7  COl 
51  ,UO/,0Ol 

v  mum 

acq  oqc 
54.400.uyo 

«o  ncn  7CQ 
5<:.U0U,  /oy 

co  nc.n  7cq 

$2  41 7  327 

NEW  HAMPSHIRE 

conp.  op.7 

$29  762 

$29  762 

C97R  COC 

rvjtw  jtrtotY 

COl  CQ^  1A7 

5^1  ,oy4, 14/ 

$1 ,481 ,566 

$1 ,481 ,566 

con  110  coo 

5£U,  1  t  ^.jOi 

INCVV  IVICAI^W 

Cl  1  QP.0  747 
*  1  1  ,300,  /4  / 

co  oon  1 oo 

CO  0.0.(1  1  OO 
5£,00U,  l  OO 

CQ  CCO  fin 

l\CVV  T  Unl\ 

Cjll  CCQ  1  CQ 

mi  ,od3,  i  oy 

COI"»  OOQ  7C0 
50U,££y,O0 

COA  OOQ  7CO 

5ou,££y,  oo 

C1  1  OOQ  AHfi 

511  ,ooy  ,4uo 

NflPTW  pftpni  IMA 

ec  qcc  cni 
50,y00,0Ul 

$1 ,055,1 15 

$1 ,055,1 15 

CC.  QfVt 
50.yiAJ.400 

C1  P.OC  CQO 
51  ,0£0,0y<: 

$19  396 

C1Q  OQC 

*  i  y.oyo 

C1  P.A7  OOC. 
5  1  ,OU/  ,*^yO 

OKI  AHPlMA 

CC  OCO  Pen 

CCQA  OCQ 

4>Dy4,ooy 

ccoz  ocq 
5oy4,ooy 

CC.  CCC  AOO 

50,000,4y£ 

CC  1A  1   1  T5 
50,041  ,110 

CO  1A  O  OOO 
50,04£,£,££ 

CO  O/l  0  OOO 

*0,o4^,^*:*: 

C1  QQP.  Q.Q1 

5i  ,yyo,oy  i 

PENNSYLVANIA 

CO  Ol  /I  coo 
5£,£l4,b£<: 

COCO  1QC 

3>ooo,  iyb 

5o0o,iyb 

Cl  OCl  A OC 

51 ,001 ,4^0 

PUERTO  RICO 

$4,740,397 

$10,214 

$10,214 

S4, 730, 183 

RHODE  ISLAND 

$956,552 

$436,228 

$436,228 

$520,324 

SOUTH  CAROLINA 

$1,637,874 

$148,165 

$148,165 

S1 ,489,709 

TENNESSEE 

$1,571,302 

$45,033 

$45,033 

$1,526,269 

TEXAS 

$123,839,501 

$52,077,605 

$52,077,605 

$71,761,896 

UTAH 

$1,540,507 

$736,805 

$736,805 

$803,702 

VIRGINIA 

$9,042,707 

$862,127 

$862,127 

$8,180,581 

WASHINGTON 

$16,834,829 

$4,274,112 

$4,274,112 

$12,560,718 

WEST  VIRGINIA 

$125,683 

$8,405 

$8,405 

$117,278 

WISCONSIN 

$1,340,209 

$463,603 

$463,603 

$876,606 

WYOMING 

$906,224 

$126,239 

$126,239 

$779,986 

TOTAL 

$574,181,531 

$283,293,601 

$281,494,205 

$281,009,280 

NOTE:  Projected  Outlay  column  is  the  amount  ol  (uncling  the  State  needs,  up  to  the  amount  of  available  funding. 
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FEDERAL  OFFSET 

Mr.  Natcher:    Provide  a  table  which  shows  the  estimated  federal 
offset  used  to  compute  the  annual  appropriation  in  1988  -  1991  and 
the  current  estimate  of  those  costs.    What  is  the  cumulative  amount 
of  additional  funds  which  could  be  distributed  to  States  in  1992  and 
1993  as  a  result  of  these  revised  estimates  of  the  Federal  offset? 

Secretary  Sullivan:    The  total  estimated  Federal  offset  for 
FYs  1988  -  1991  is  shown  below  (in  thousands) : 

Feb.  1987        June  1989  Current 
Estimate  Estimate  Estimate 

Total  Federal  Offset, 

FY  1988  -  1991   $948,000  $460,000  $460,000 

The  initial  estimate  of  the  federal  offset  was  $948  million  over 
four  years.    Actual  expenditure  data  indicated  this  estimate  was 
overstated,  and  the  estimate  was  revised  in  1989  to  a  total  of 
$460  million.    The  total  offset  estimate  of  $460  million  is  currently 
used  to  compute  the  annual  SHAG  appropriation.    We  have  just 
recently  completed  an  analysis  of  State  reported  actual  costs  and 
have  concluded  that  our  current  estimate  of  $460  million  does  not 
need  to  be  modified,  and  no  adjustment  in  the  amount  of  funds  awarded 
to  States  is  warranted. 


SLIAG 

Mr.  Roybal:    Your  Department  has  indicated  that  seme  states  need 
additional  SLIAG  funds  in  FY93  while  some  other  states  will  be  unable 
to  spend  all  of  their  past  allotments  before  the  end  of  FY94.  The 
Immigration  Reform  and  Control  Act  (IRCA)  of  1986  provides  that  SLIAG 
funds  shall  be  allocated  to  States  using  a  formula  established  by  the 
HHS  Secretary,  which  takes  into  account  "such  other  factors  as  the 
Secretary  deems  appropriate  to  provide  for  an  equitable 
distribution".    Do  you  plan  to  allocate  additional  FY  93  (or  FY  94) 
SLIAG  funds  to  those  states  which  don't  need  any  more  funds,  or 
instead,  will  you  allocate  remaining  funds  based  solely  on  need? 

Secretary  Sullivan:    FY  1993  and  1994  SLIAG  funds  will  be 
allotted  by  a  formula  based  on  the  SHAG  statute.    The  formula  takes 
into  account  the  number  and  concentration  of  eligible  legalized 
aliens  in  the  State  and  the  actual  and  estimated  State  costs  of 
serving  such  aliens.    The  allocation  formula  is  cumulatively  based; 
States  which  have  already  received  SHAG  funds  sufficient  to  cover 
estimated  future  costs  will  not  receive  additional  funds. 

Mr.  Roybal:    Does  your  Department  intend  to  allow  unexpended 
SHAG  funds  to  lapse  to  the  Federal  Treasury  at  the  end  of  the  SHAG 
program,  or,  instead,  would  it  reallocate  unexpended  funds  to  those 
States  which  have  unreimbursed  legalized  alien  costs  due  to 
insufficient  SHAG  funding? 

Secretary  Sullivan:    The  Immigration  Reform  and  Control  Act  of 
1986  (IRCA)  allows  HHS  to  reallot  SHAG  funds  only  if  a  State 
indicates  that  it  does  not  intend  to  use  the  full  amount  of  its 
allotment.    There  is  no  authority  under  IRCA  for  States  to  obligate 
funds  after  FY  1994.    Therefore,  any  unobligated  funds  would  be 
returned  to  the  Treasury. 

Mr.  Roybal:    Your  FY  1993  budget  request  would  defer 
$823.3  million  of  the  $1.12  billion  in  FY  1993  SHAG  funds  to 
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FY  1994.    I  understand  that  OMB  estimates  that  such  a  deferral  would 
reduce  FY  1993  SLIAG  outlays  from  a  current  services  level  of 
$921  million  to  $375  million,  an  outlay  savings  of  $546  million. 

Doesn't  that  estimate  mean  that  some  States  will  run  out  of 
SLIAG  funds  with  which  to  reimburse  their  legalized  alien  costs  in 
FY  1993?    If  so,  why  is  your  Department  proposing  to  defer  FY  1993 
SLIAG  funds  to  FY  1994? 

Secretary  Sullivan:    Most  States  still  have  unused  funds  —  over 
$600  million  in  total  —  from  previous  appropriations.    States  will 
still  receive  the  full  $1.1  billion,  $300  million  in  1993  and  the 
remainder  in  1994,  to  ensure  we  reimburse  State  and  local  program 
costs.    There  continues  to  be  uncertainty  as  to  when  States  need  the 
funds  —  as  you  recall,  this  program  has  had  a  long  history  of  some 
States  using  the  funds  at  a  very  slow  rate. 

Mr.  Roybal:    You  have  stated  that  improving  the  access  of 
minority  and  underserved  populations  to  health  care  is  one  of  your 
top  priorities. 

Wouldn't  you  agree  that  the  legalized  alien  population  is  a 
predominantly  Latino,  underserved,  and  uninsured  population  and  that 
a  sizable  percentage  of  SLIAG  funds  are  used  to  pay  for  medical 
assistance  and  public  health  services  provided  to  legalized  aliens? 
If  so,  how  do  you  justify  cutting  FY  1993  SLIAG  funding  in  light  of 
your  commitment  to  improve  access  for  underserved  populations? 

Secretary  Sullivan:    Data  gathered  to  date  on  Eligible  Legalized 
Aliens  (ELAs)  suggest  this  population  is  more  self-supporting  than 
was  expected  when  IRCA  was  passed  in  1986.    ELAs  are  predominantly  of 
working  age,  with  very  few  children  and  elderly.    ELAs  are 
disproportionately  single  and  male. 

According  to  a  California  study,  the  "average"  legalized  alien 
is  employed  full  time  in  a  manufacturing  or  service  position,  and 
lives  in  a  household  whose  income,  though  modest,  is  above  the 
poverty  level.    He  or  she  is  in  good  health  and  unlikely  to  have  lost 
work  due  to  illness  or  injury.    One-third  have  employer-provided 
health  insurance;  most  pay  for  their  own  health  care. 

IRCA  authorizes  the  Federal  Government  to  reimburse  costs  of 
health  care  services  to  ELAs  provided  by  means-tested  health  care 
programs  funded  with  State  and  local  resources.    IRCA  specifically 
prohibits  the  creation  of  new  health  care  programs  for  ELAs. 
Therefore,  the  presence  or  absence  of  Federal  reimbursement  does  not 
impact  the  level  of  services  provided  to  ELAs  by  State  and  local 
governments. 

U.S.  HEALTH  CARE  REFORM 

Mr.  Roybal:    As  you  know,  many  State  Medicaid  programs  only 
cover  families  and  individuals  with  incomes  well  below  the  poverty 
level.    The  President  proposes  to  offer  families  of  three  or  more 
with  poverty  level  incomes  a  tax  credit  of  $3,750  a  year  to  purchase 
health  insurance.    Even  health  insurance  with  minimal  coverage  and 
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high  deductibles  and  coinsurance  costs  considerably  more  than  this. 
Furthermore,  basic  health  insurance  policies  typically  have  annual 
deductibles  that  may  be  $1000  or  more. 

How  could  a  family  with  a  poverty  level  income  afford  to  pay  the 
difference  between  the  tax  credit  and  the  cost  of  insurance,  along 
with  substantial  deductibles  and  coinsurance? 

Secretary  Sullivan:    First,  let  me  point  out  that  States  are 
required  to  cover  pregnant  women  and  infants  up  to  133%  of  poverty 
and  can  go  up  to  185%  of  poverty.    They  must  also  cover  children  up 
to  age  nine  at  up  to  100%  of  poverty. 

We,  in  consultation  with  HCFA  actuaries  and  actuaries  in  the 
private  sector,  very  carefully  calculated  the  costs  of  a  basic 
benefits  package  applicable  to  today's  policies  in  today's  market.  I 
must  emphasize  that  the  President  is  not  proposing  business  as  usual. 
The  President's  reforms,  in  the  aggregate,  would  significantly 
minimize  cost-shifting  over  time  and  eliminate  excessive  waste  and 
abuse  that  currently  afflict  various  sectors  of  the  health  insurance 
industry.    Once  this  new  marketplace  is  in  operation,  growth  of 
unaffordable  insurance  prices  of  today  will  substantially  decline. 
In  light  of  the  drastic  overhaul  of  the  current  system  we  envision, 
the  tax  credit  amounts  we  propose  would  be  sufficient  to  purchase 
basic  health  coverage  in  today's  market  and  furthermore,  these 
credits  will  be  indexed  to  ensure  their  value  keeps  pace  with 
inflation  in  the  future. 

Mr.  Roybal:    Most  health  insurance  policies  do  not  cover 
prescription  drugs:    How  do  the  President's  health  reforms  propose  to 
help  with  the  staggering  costs  of  drugs  for  chronically  ill 
Americans? 

Secretary  Sullivan:    The  President's  plan  will  ensure  that 
virtually  every  American  who  so  desired  would  have  access  to  health 
insurance  through  the  private  sector.    Many  private  insurance  plans 
offer  some  type  of  coverage  to  subsidize  the  cost  of  prescription 
drugs.    Although  our  plan  will  ensure  access  to  health  insurance, 
individuals  will  have  to  undertake  the  responsibility  to  choose  a 
plan  that  covers  prescription  drugs  if  that  is  a  benefit  they  need. 
Furthermore,  our  plan  places  great  emphasis  on  enrolling  persons  in 
coordinated  care  plans.    We  believe  that  these  plans  offer  the  most 
cost-effective  mechanism  for  delivering  quality  health  care  to  their 
enrollees.    In  addition,  many  HMOs  and  managed  care  systems  offer 
coverage  of  prescription  drugs  as  one  of  their  benefits. 

The  miriimum  benefit  under  the  tax  credit  plan  for  those  with 
income  below  poverty  includes  the  mandatory  Medicaid  benefits  plus  a 
prescription  drug  benefit. 

Mr.  Roybal:    In  the  past  you  have  stated  to  this  Subcommittee 
you  view  that  "the  problems  our  Nation  faces  have  more  to  do  with 
health  promotion  and  preventive  health  measures  than  with  the 
adequacy  of  our  health  care  financing  and  service  delivery  system." 
Can  you  explain  why  the  President's  health  reform  does  nothing  to 
assure  coverage  for  preventive  health  insurance  policies,  such  as 
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counseling  to  modify  risk  factors  for  heart  disease,  cancer  and 
stroke;  routine  physical  exams;  child  care;  and  colorectal  and 
prostate  cancer  screening. 

Secretary  Sullivan:    The  Administration  encourages  the  use  of 
preventive  care  and  primary  care  in  order  to  promote  better  health 
for  all  Americans.    And  to  accomplish  this  goal,  the  President's 
Health  Reform  Plan  provides  health  care  vouchers  to  those  individuals 
who  do  not  have  any  health  insurance  under  the  current  system.  These 
vouchers  provide  incentives  for  families  and  individuals  to  seek 
primary  care  before  they  become  seriously  ill  and  need  costly  medical 
treatment  provided  in  an  emergency  room  setting.    Most  important,  the 
President's  Health  Reform  Plan  emphasizes  coordinated  care.  Programs 
provide  their  members  with  preventive  care  services  and  treatment. 
Virtually  all  HMOs  provide  preventative  services,  usually  without 
cost  sharing.    These  services  include  well-baby  care,  pap  tests, 
mammography,  influenza  shots,  childhood  and  adult  immunizations  and 
routine  physicals.    Lastly,  the  Health  Reform  Plan  provides  each 
State  the  flexibility  to  coordinate  their  own  health  care  plans  and 
coverage  guidelines.    The  State  would  then  have  the  option  to  promote 
managed  care  as  the  preferred  option  for  their  residents. 
Coordinated  care  would  provide  effective  and  affordable  preventive 
services  and  primary  care  for  the  public  and  provide  considerable 
savings  for  government. 

Mr.  Roybal:    At  a  recent  event  in  New  Hampshire,  members  of  the 
Long-Term  Care  citizens  coalition  asked  the  President  what  he 
intended  to  do  about  long-term  care.    He  responded  that  this  problem 
is  being  adequately  handled  by  our  current  system.    I  don't  think  the 
President  would  want  to  say  that  to  the  many  witnesses  who  have 
appeared  before  my  Subcommittee  on  Health  and  Long-Term  Care  who  have 
been  bankrupted  by  the  costs  of  long-term  illness  not  covered  by 
their  health  insurance.    Are  there  any  plans  underway  in  your 
Department  that  would  address  the  increasing  need  for  long-term  care 
in  a  nursing  home,  or  at  home? 

Secretary  Sullivan:    The  issue  is  under  review,  however  we 
believe  that  the  acute  care  concerns  must  be  addressed  first.  After 
the  President's  Health  Care  Reform  package  has  been  acted  on  we  will 
turn  our  attention  to  long  term  care.    Further  study  of  long-term 
care  reform  and  financing  issues  is  needed  before  the  Department  will 
be  able  to  determine  what,  if  any,  reforms  are  needed. 

However,  we  have  implemented  and  are  continuing  to  make  changes 
to  the  current  service  delivery  and  financing  system.    For  example, 
we  have  published  the  final  long-term  care  facility  regulations  as 
well  as  other  nursing  home  requirements  that  were  mandated  in  the 
Omnibus  Budget  Reconciliation  Act  1987.    These  regulations  improve 
the  quality  of  care  in  nursing  homes. 

Currently,  we  are  also  developing  regulations  to  implement 
Section  4711  of  the  Omnibus  Budget  Reconciliation  Act  of  1990.  This 
provision  created  an  option  for  States  to  provide  home  and  conmunity- 
based  care  for  functionally  disabled  elderly  as  part  of  their 
Medicaid  programs.     We  are  working  closely  with  States  that  have 
expressed  an  interest  in  this  benefit. 
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We  have  also  provided  States  with  the  flexibility  necessary  to 
develop  their  own  initiatives  to  address  long-term  care  issues  such 
as  meeting  the  costs  for  their  own  long-term  care  programs.    We  have 
recently  approved  two  State  Medicaid  plans  in  Connecticut  and  Indiana 
that  combine  private  long-term  care  insurance  payments  with  Medicaid 
eligibility  requirements .    Under  these  plans,  individuals  would  be 
able  to  protect*  their  assets  in  amounts  equivalent  to  private  long- 
term  care  insurance  payments  when  qualifying  for  Medicaid. 

Mr.  Roybal:    An  increasing  number  of  State  Medicaid  programs 
will  not  cover  nursing  home  care  for  those  with  incomes  over  300%  of 
the  Supplemental  Security  Income  level  ($1,266  a  month) .  Nursing 
home  costs  in  many  areas  exceed  $3000  a  month.    I  have  received  many 
anguished  calls  and  letters  from  families  unable  to  find  a  nursing 
home  because  of  these  limitations.    What  does  the  President's  program 
propose  to  do  about  this  situation? 

Secretary  Sullivan:    Ihe  President's  proposal  addresses  the 
current  crisis  of  access  to  acute  health  care  and  insurance  coverage 
for  the  uninsured  and  does  not  address  long-term  care  issues. 
Further  study  regarding  long-term  care  issues  and  financing 
strategies  is  needed  in  order  to  comprehensively  identify  problems  in 
the  current  system  and  how  best  to  address  these  issues. 

We  are  not  aware  that  an  increasing  number  of  State  Medicaid 
programs  are  denying  coverage  to  those  with  incomes  in  excess  of 
300  percent  of  the  supplemental  security  income  level. 

Currently,  the  Medicaid  program  allows  States  the  choice  to 
provide  Medicaid  to  individuals  with  excess  income.    Under  Medicaid 
eligibility  rules,  States  may  elect  to  provide  Medicaid  to 
institutionalized,  and  home  and  cxanimunity-based  waiver  recipients  who 
spend-down  excess  income  on  medical  expenses.    This  State  option  is 
referred  to  as  the  medically  needy  program. 

Under  the  medically  needy  program,  there  is  no  upper  limit  on 
income  as  long  as  the  individual  spends  down  excess  income  by 
incurring  medical  expenses.    Our  data  show  that  the  number  of  States 
electing  the  medically  needy  option  has  remained  relatively  constant 
over  the  last  few  years. 

Mr.  Roybal:    I  recently  released  a  GAO  report  on  Hispanic 
Health.    Ihe  report  examines  the  high  uninsured  rate  of  Hispanics,  at 
times  as  high  as  35%.    What  is  more  disturbing  is  the  fact  that  80% 
of  uninsured  Hispanics  are  employed.    How  would  the  President's 
program  increase  coverage  of  working  Hispanics? 

Secretary  Sullivan:    Again,  I  stress  that  the  President's  plan 
guarantees  access  to  health  insurance  coverage  to  all  Americans.  Ihe 
GAO  report  you  cite  concluded  that  many  Hispanics  did  not  have  health 
insurance  coverage  because  their  incomes  were  too  low  to  purchase 
private  insurance  or  because  they  are  employed  in  jobs  that  do  not 
provide  any  coverage.    Ihe  GAO  report  also  concludes  that  many  poor 
Hispanics  are  unable  to  gain  access  to  Medicaid  because  of  stringent 
eligibility  requirements  within  those  States  where  the  Hispanic 
population  is  most  concentrated.    Hispanic  Americans  in  these 
situations  would  be  helped  by  the  President's  plan  because  they  meet 
the  income  eligibility  requirements  to  receive  either  a  tax  credit  or 
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deduction.    We  are  confident  that  either  the  deduction  or  the  credit 
would  be  sufficient  to  provide  a  basic  health  package  to  these 
individuals. 

In  addition,  efforts  by  this  Department  and  provisions  contained 
in  the  President's  health  plan  will  ensure  that  Medicaid-el igible 
individuals  receive  the  care  to  which  they  are  entitled.  Promotion 
of  coordinated  care  systems  within  State  Medicaid  programs,  increased 
flexibility  for  States  to  design  and  administer  their  health  care 
system,  and  service  expansion  in  underserved  areas  will  help  improve 
access  to  affordable  health  insurance  and  treatment  for  this  segment 
of  the  Hispanic  population. 

Mr.  Roybal:    The  President's  program  is  estimated  to  cost  an 
additional  $100  billion  in  Federal  revenues  over  the  next  five  years. 
The  President  proposes  to  raise  this  amount  without  raising  taxes;  I 
have  heard  that  the  President  may  be  considering  cutting  Medicare  and 
Medicaid.    Currently  access  to  care  for  those  on  these  programs  is 
difficult.    How  would  the  President's  program  improve  access  to  care 
for  these  programs? 

Secretary  Sullivan:    The  Administration  has  no  plans  to  cut 
Medicare  and  Medicaid  to  pay  for  its  Health  Care  Reform  Plan.  The 
Presidents  Health  Care  Reform  program  does  include  proposals  to  slow 
the  unacceptable  rapid  rate  of  growth  in  Medicare/Medicaid  spending. 
We  believe  that  our  health  care  proposal  will  stimulate  new 
competition  to  provide  better  health  care  services  and  better  value 
for  those  who  are  on  Medicare  or  Medicaid.    Consumers  will  be  able  to 
make  better  choices  about  their  health  care  when  they  have  new 
options  available  to  them.    Businesses  will  have  to  provide  better 
products  and  services  at  a  competitive  price  if  they  are  to  attract 
and  keep  new  beneficiaries.    This  would  be  accomplished  by  offering 
coordinated  care  options,  like  HMOs,  to  beneficiaries.    Access  to 
care  would  be  improved  through  such  health  care  plans.  Coordinated 
care  has  shown  that  it  can  provide  quality  care  at  a  lower  cost. 
Preventive  services,  screenings  and  primary  care  are  stressed  as  a 
way  to  keep  people  healthy  and  reduce  the  use/need  for  emergency  and 
more  expensive  medical  treatment. 

Mr.  Roybal:  I  understand  that  the  President  is  proposing  some 
health  insurance  reforms,  many  of  which  have  been  long  sought  by  my 
colleagues  and  are  similar  to  those  in  my  health  reform  bill,  U.S. 
Health,  H.R.  3535.  However,  the  President  would  permit  substantial 
variations  which  my  bill  would  prohibit.  How  can  you  justify  the 
continuation  of  such  issuance  practices  that  have  restricted  access 
to  health  insurance  for  so  many  Americans? 

Secretary  Sullivan:    We  do  not  believe  that  the  President's 
insurance  market  reforms  will  continue  practices  that  restrict  access 
to  health  care.    Under  the  plan,  States  would  implement  two  broad 
health  risk  pools  following  a  transition  period:  one  for  small  group 
coverage  and  another  for  coverage  extended  to  persons  receiving 
transferrable  health  insurance  tax  credits.    These  pools  would  spread 
risk  broadly  across  all  health  plans  providing  such  coverage  within  a 
State.    Under  this  system,  health  plans  that  cover  a  sicker  than 
average  population  would  receive  a  net  payment  from  the  pool  while 
other  plans  would  be  net  payers.    As  a  result,  insurers  would  no 
longer  have  incentives  to  deny  coverage  to  individuals  with  chronic 
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diseases  and  would  be  able  to  provide  coverage  at  a  near  uniform 
premium  for  the  sick  and  the  healthy.    This  approach  would  move  the 
system  back  toward  a  flexible  ccmrnunity  rate,  where  choice  in  plans 
is  maintained,  but  risk  is  truly  pooled. 

TUBERCULOSIS 

Mr.  Roybal:    Several  of  the  major  metropolitan  areas  in  the 
Nation  have  been  facing  outbreaks  of  multi-drug  resistant 
tuberculosis  at  nearly  epidemic  rates.    While  I  commend  you  for 
seeking  additional  funding  for  FY  1993,  can  anything  be  done  this 
year  (FY  1992)? 

Secretary  Sullivan:    We  are  looking  at  options  for  increasing 
tuberculosis-related  activities,  and  believe  we  may  be  able  to 
accomplish  this  during  the  current  fiscal  year. 

ALZHEIMER'S  DISEASE 

Mr.  Roybal:    It  is  estimated  that  the  costs  of  caring  for 
Alzheimer's  Disease  represents  an  overwhelming  percentage  of  the 
total  annual  health  care  expenditure  —  upwards  of  $100  billion 
annually.    How  does  your  budget's  cxanrtiitment  to  Alzheimer's  research 
compare  to  the  funding  of  other  major  diseases,  including  AIDS,  heart 
disease,  and  cancer? 

Secretary  Sullivan:    For  FY  1993,  we  estimate  that  the 
Department  will  spend  approximately  $295  million  for  Alzheimer's 
research.    For  AIDS,  the  equivalent  research  figure  is  $1.3  billion, 
for  cancer  $2.0  billion,  and  for  heart  disease  (excluding  stroke) 
$769  million. 

MEDICARE 

Mr.  Roybal:    The  Administration  proposes  requiring  people  in 
higher  income  brackets  to  pay  higher  premiums  for  Medicare  Part  B, 
the  physicians  payment  portion.    One  of  the  very  successful 
underpinnings  of  the  Medicare  program  is  the  fact  that  it  is  an 
entitlement  program  —  rich  and  poor  are  treated  alike.    To  begin 
means-testing  would  make  it  a  welfare  program  and  undermine  its  broad 
public  support.    Don't  you  agree  that  this  Administration  proposal 
may  urdermine  the  future  integrity  of  our  Medicare  program? 

Secretary  Sullivan:    Under  this  proposal,  all  Medicare 
beneficiaries  would  still  be  eligible  for  the  same  benefits  they  now 
receive,  but  those  with  very  high  incomes  would  receive  less  of  a 
subsidy  from  general  taxpayer  revenues  to  pay  for  those  benefits. 
Currently,  75  percent  of  Part  B  costs  for  all  beneficiaries  are  paid 
by  the  taxpayer,  regardless  of  the  beneficiary's  income,  and  25 
percent  are  paid  through  Part  B  premiums.    This  proposal  would  reduce 
the  general  taxpayer  subsidy  from  75  to  25  percent  for  individuals 
with  annual  incomes  of  more  than  $100,000  and  for  couples  with  annual 
incomes  of  more  than  $125,000  affecting  less  than  2%  of  all  Medicare 
beneficiaries.    We  feel  that  it  is  only  fair  that  individuals  who  can 
afford  to  pay  more  for  their  health  care  pay  a  greater  share  of 
Medicare  Part  B  program  costs  than  those  who  cannot  afford  to  pay. 
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PEER  REVIEW  ORGANIZATIONS 

Mr.  Roybal:    Over  50%  of  medical  procedures  are  now  being 
provided  outside  of  the  hospital  in  doctor's  offices,  ambulatory 
surgical  centers  and  other  freestanding  providers.    Last  year  you 
told  this  Subcommittee  that  Peer  Review  Organizations  (PROs)  are 
Medicare's  principle  vehicle  for  monitoring  the  auality  of  care 
provided  to  beneficiaries  in  these  non-hospital  settings.    At  a  time 
when  the  role  of  the  PROs  are  being  expanded  to  include  review  of 
services  in  outpatient  settings,  why  is  the  Administration 
recommending  a  cut  of  $68  million  in  PRO  funding? 

Secretary  Sullivan:    Improving  the  auality  of  health  care  is  one 
of  our  most  important  responsibilities  in  administering  the  Medicare 
program.    However,  we  can  achieve  efficiencies  without  reducing  PROs' 
oversight  capabilities  or  the  delivery  of  quality  health  care.  And, 
at  the  same  time,  we  can  build  an  invaluable  data  base  to  provide 
information  on  practice  patterns  for  the  first  time. 

HCFA  is  now  implementing,  through  the  PROs,  use  of  the 
computerized  Uniform  Clinical  Data  System  (UCDS) .    UCDS  will 
automatically  screen  individual  cases  but  probably  more  importantly, 
will  capture  nation-wide  data  on  practice  patterns  and  outcomes.  We 
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will  share  this  information  with  physicians  and  begin  to  identify  the 
best  procedures  for  treating  various  medical  problems. 

PROs  will  also  discontinue  reviews  that  have  not  been  effective 
in  identifying  problems  in  the  delivery  of  health  care.  Eliminating 
these  categories  reduces  costs  without  sacrificing  quality.    We  will 
reallocate  a  portion  of  these  saved  resources  to  other  review  areas 
and  thereby  iirprove  the  overall  quality  of  services. 

AEMINISTRATICN  ON  AGING 

Mr.  Roybal:  The  budget  proposal  for  the  Adndnistration  on  Aging 
allows  for  185  FTEs  in  FY  93: 

Is  this  number  the  same  or  lower  than  the  Departmental 
submission  to  OMB?    If  it  was  different,  what  was  the  request? 

Secretary  Sullivan:    In  the  Department's  submission  to  OMB, 
232  FIE  were  requested  for  the  Adrninistration  on  Aging. 

Mr.  Roybal:    Are  there  expected  staff  shortfalls  in  specific 
areas  within  the  AoA  due  to  the  added  responsibilities  which  were 
previously  carried  out  by  the  Office  of  Human  Development  Services? 
If  so,  what  areas  will  experience  a  shortfall? 

Secretary  Sullivan:    There  are  no  expected  staff  shortfalls 
within  AoA  as  33  FIE  were  transferred  from  ACF  to  AoA  to  provide 
support  functions  previously  provided  by  the  former  Office  of  Human 
Development  Services. 

Mr.  Roybal:    Are  all  Division  Director  positions  within  AoA 
rated  as  Senior  Executive  Level  (SES)  ?    How  many  minority  persons 
have  SES  status  within  AoA? 

Secretary  Sullivan:    There  are  three  SES  positions  in  AoA:  the 
Commissioner;  the  Deputy  Commissioner;  and  the  Director  of  Policy 
Analysis  and  Coordination.    Two  of  these  position  are  currently  held 
by  minority  persons. 

PROGRAMS  DIRECTED  TOWARD  FAMILIES  AND  CHILDREN 

Mr.  Stokes:    The  budget  summary  shared  with  the  Committee 
indicates  that  the  department  plans  to  spend  $58  billion  in  FY  1993 
on  programs  targeted  toward  children.    In  fact,  the  largest 
percentage  increases  proposed  in  the  budget  are  for  these  programs, 
with  Head  Start,  immunizations,  lead  poisoning  and  Healthy  Start  (the 
Infant  Mortality  Initiative)  receiving  high  priority. 

Last  year,  on  page  66  of  the  hearing  record,  the  Department 
reported  that  child  care,  child  development  and  child  welfare 
expenditures  totaled  approximately  $6.4  Billion,  representing  almost 
a  $4  billion  increase  since  1989.    For  FY  1993,  when  referring  to  the 
$58  billion  figure,  contained  in  the  budget  summary,  is  the 
department  referring  to  the  same  programs  identified  last  year  as 
part  of  the  hearing  record,  a  total  of  16;  or,  have  additional 
programs  been  added  to  the  calculations?    Please  explain.  Also, 
explain  to  what  degree  the  $58  billion  will  fund  entitlement  versus 
discretionary  activities. 
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Secretary  Sullivan:    The  $58  billion  figure,  since  revised  to 
$76  billion  to  reflect  all  HHS  spending  on  children's  programs, 
includes  all  of  the  programs  identified  last  year  on  page  66  of  the 
hearing  record.    In  addition,  the  $76  billion  request  for  FY  1993 
includes  funding  for  children  from  public  health  programs 
($2  billion) ,  AFDC  ($13  billion) ,  JOBS  ($1  billion) ,  Child  Support 
Enforcement  ($1.5  billion)  and  Medicaid  ($29  billion),  and  from 
Social  Security  Acmunistration  programs  ($18  billion) .  These 
additional  programs  were  not  included  in  last  year's  hearing  record 
table.    For  FY  1993,  92  percent  of  the  $76  billion  represents 
entitlement  funding — the  remaining  8  percent  represents  discretionary 
funding. 

Mr.  Stokes:    What  will  the  funding  levels  be  in  FY  1993  for 
those  programs  identified  on  page  66  of  the  hearing  book?  Please 
provide  this  information  for  the  record. 

Secretary  Sullivan:    Comparable  FY  1993  funding  for  the  programs 
identified  on  page  66  of  the  1992  hearing  book  totals  $7.8  billion, 
an  increase  of  $1.4  billion  over  the  FY  1992  request  of  $6.4  billion. 

Funding  levels  by  program  follow: 

($  in  millions) 

1992  1993 
Request  Request 

Child  Care  and  Development  Programs: 


Head  Start   $2,052  $2,802 

Comprehensive  Child  Dev.  Ctrs   24  44 

Other  ACF  Child  Care  and  Dev.  y   26  14 

Child  Care  and  Dev.  Block  Grant   732  850 

At-Risk  Child  Care   150  300 

JOBS  Child  Care   350  325 

Transitional  Child  Care   83  56 

Child  Care  Licensing  Grants   13  — 


Subtotal,  Child  Care  and  Development     $3,580  $4,391 
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($  in  millions) 

1992  1993 
Request  Request 


Child  Welfare  Programs: 

Foster  Care  and  Independent  Living   2,047  1,509 

Comprehensive  Child  Welfare  Svcs      . .  —  1.298 

Subtotal   2,047  2,807 

Adoption  Assistance   202  182 

Child  Welfare  Services   364  274 

Other  Child  Welfare  Programs  ^   37  41 

Runaway  and  Youth  Drug  Programs  ^ ....  75  74 

Child  Abuse  Programs  %   69  62 

Subtotal,  Child  Welfare   $2,784  $3,440 

TOTAL   $6,364  $7,831 


y    Includes  Dependent  Care  Development  Grants,  Temporary  Child  Care 
and  Crisis  Nurseries,  and  Child  Development  Scholarships 

&    New  FY  1993  Legislative  Proposal 

^    Includes  Adoption  Opportunities,  Abandoned  Infants  Assistance, 
Child  Welfare  Research,  and  Child  Welfare  Training 

y    Includes  Runaway  and  Homeless  Youth,  Homeless  Youth  Transitional 
Living,  Runaway  Youth  Drug  Activities,  and  Drug  Prevention  for  Youth 
Gangs 

^    Includes  Emergency  Child  Protective  Services  program,  Child  Abuse 
State  Grants,  Child  Abuse  Discretionary  Grants,  and  Child  Abuse 
Challenge  Grants 

Mr.  Stokes:    For  all  programs  funded  by  the  Department,  how  much 
and  what  percentage  of  total  funding  has  been  proposed  for  programs 
targeted  toward  children,  and  children  and  families?    Please  compare 
this  to  the  level  of  resources  going  to  programs  serving  persons  65 
years  of  age  or  older.    Include  a  breakdown  of  both  discretionary  and 
mandatory  funding.    It  appears  that  the  vast  amount  of  Agency 
resources  are  earmarked  for  elderly  entitlement  programs. 

Secretary  Sullivan:    The  1993  budget  requests  $75.7  billion  for 
programs  directly  benefitting  children.    Of  this  amount,  91.9  percent 
is  for  entitlement  programs.    This  is  $6.3  billion  or  9.1  percent 
more  than  1992.    The  table  below  reflects  the  discretionary/ 
entitlement  distribution  of  this  funding: 
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(In  billions  of  dollars) 
 Change 


1992       1993      Dollar  Percent 

Entitlement  programs   $64.0      $69.5       +$5.5  +8.6% 

Discretionary  Programs  5.3         6.2        +0.8  +15.8% 

TOTAL   69.3        75.7         +6.3  +9.1% 

In  1993,  70  percent  of  the  Department's  funds  will  be  targeted 
to  the  elderly.    Of  this  amount,  however,  99.6  percent  is  for 
entitlement  programs,  as  reflected  in  the  table  below: 

(In  billions  of  dollars) 

 Change 


1992  1993     Dollar  Percent 

Entitlement  programs  $379.6     $408.4    +$28.8  +7.6% 

Discretionary  Programs  1.9  1.8       -0.1  -7.1% 

TOTAL   381.5        410.2      +28.7  +7.5% 

As  you  will  note  in  the  table,  where  we  have  discretion  we  have 
requested  a  decrease  in  the  funding  for  elderly  and  put  emphasis  on 
funding  programs  targeted  for  children. 

Mr.  Stokes:    An  analysis  of  Head  Start  studies  found  gains  in, 
readiness,  and  achievement  measures.    Although  the  gains  diminish 
over  time,  Head  Start  did  result  in  long-term  gains  in  school 
competence. 

In  Cuyahoga  County,  where  my  Congressional  district  is  located, 
I  know  that  we  are  serving  about  35.5  Percent  of  the  11,700  eligible 
three  and  four  year  olds.    Nationally,  what  percentage  of  all 
eligible  (three  and  four  year  olds)  children  currently  being  served. 

Secretary  Sullivan:     We  will  serve  approximately  779,000 
children  with  the  funds  requested  for  FY  1993.    Approximately  701,000 
of  these  are  3  or  4  years  old.    We  estimate  that  there  are  about 
825,000  eligible  3  and  825,000  eligible  4  year  olds,  although  many  of 
the  parents  of  these  children  choose  not  to  enroll  them  in  Head  Start 
due  to  the  availability  of  other  options.    The  Administration's  goal 
is  to  serve  as  many  eligible  and  interested  children  as  possible  with 
at  least  one  year  of  Head  Start.    We  estimate  that  we  will  be  able  to 
achieve  this  goal  with  the  funds  requested  in  the  President's  Budget 
for  FY  1993. 

Mr.  Stokes:    How  many  three  and  four  year  olds  are  eligible 
across  the  Nation  for  Head  Start?    How  many  and  what  percentage  of 
this  population  will  be  served  with  the  proposed  increase? 

Secretary  Sullivan:      We  will  serve  approximately  779,000 
children  with  the  funds  requested  for  FY  1993.    We  estimate  that 
there  are  about  1,650,000  eligible  3  and  4  year  olds.  The 
Administration's  goal  is  to  serve  as  many  eligible  and  interested 
children  as  possible  with  at  least  one  year  of  Head  Start.  We 
estimate  that  we  will  be  able  to  achieve  this  goal  with  the  funds 
requested  in  the  President's  Budget  for  FY  1993. 
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Mr.  Stokes:    With  the  increase  that  has  been  proposed,  what 
amount  will  go  toward  maintenance  of  current  services,  increases  in 
staff  salary  and  benefits,  and  for  other  program  improvements  such  as 
transportation,  and  parent  training.    What  is  the  current  average 
rate  of  pay? 

Secretary  Sullivan:    We  have  requested  that  $46  million  of  the 
proposed  FY  1993  increase  be  used  for  quality  improvement.    This  is 
in  addition  to  increases  for  salary  enhancement  and  quality 
improvement  of  $49.3  million  in  FY  1990,  $195.2  million  in  FY  1991 
and  $45.9  million  in  FY  1992.    Half  of  all  quality  improvement  funds 
must  be  used  to  increase  staff  salaries;  the  remainder  being  used  for 
program  improvements  such  as  transportation  and  parent  training. 
After  factoring  in  salary  enhancement  funds,  we  estimate  that  the 
average  Head  Start  staff  salary  will  be  $14,770  in  FY  1993.    We  are 
confident  that  our  FY  1993  request  will  enable  Head  Start  grantees  to 
maintain  current  services,  improve  quality  and  expand  enrollment  by 
157,206  children. 

Mr.  Stokes:    A  February  2,  1992  article  appearing  in  the 
Washington  Post,  titled,  "Why  Head  Start  Needs  a  Re-Start,"  reports: 
"the  Head  Start  manual  does  not  say  what  to  do  when  the  staff  finds  a 
decapitated  body  in  the  playground,  or  when  a  group  of  4-year-olds 
finds  a  pile  of  used  hypodermic  needles  and  starts  sticking  each 
other  with  them.    But  it  should,  because  in  any  high-poverty  area  in 
the  country  you  can  hear  similar  stories  from  the  staff  of  preschool 
programs."    The  article  goes  on  to  state  that  "since  its  inception  in 
1965,  Head  Start  has  been  on  the  front  lines  of  America's  fight 
against  poverty.    But  it  now  faces  challenges  never  imagined  in  the 
simpler  1960's.    As  a  result  a  growing  number  of  experts  are 
concluding  that  the  traditional  Head  Start  model  needs  to  be 
beefed-up  so  that  it  can  respond  to  sharply  deteriorating  family  and 
neighborhood  conditions." 

What  changes  would  you  make  to  Head  Start  ,  or  in  other  programs 
which  address  these  concerns? 

Secretary  Sullivan:    Head  Start  has  increasingly  become  a  two- 
generational  program.    In  FY  1993,  $30.6  million  is  slated  for 
parental  substance  abuse  prevention  initiatives.    Currently,  we  are 
funding  41  Family  Service  Center  demonstrations  projects  which 
demonstrate  how  programs  can  more  effectively  address  the  complex  and 
inter-related  problems  of  illiteracy,  substance  abuse  and 
unemployment.    In  addition,  we  are  channeling  significant  funding 
towards  addressing  other  problems  which  threaten  family  self- 
sufficiency  such  as  teen  parenthood,  homelessness  and  illiteracy. 

INFANT  MORTALITY  —  "THE  HEALTHY  START"  INITIATIVE 

Mr.  Stokes:    I  see  the  Department's  budget  recommends  a  $78 
million  increase  for  the  "Healthy  Start"  initiative,  bringing  total 
funding  to  $143  million.    Last  year,  15  conmunities  were  funded  under 
this  initiative.    Cleveland,  Ohio  was  one  of  those  aDmmunities.  In 
1987,  the  GAD  reported  that  $400  in  prenatal  care  could  make  the 
difference  between  a  healthy  baby  and  one  that  might  need  an  average 
of  $15,000  in  new  born  intensive  care.    So,  the  proposed  increases 
for  this  program  in  FY  1993  should  go  a  long  way  toward  addressing 
this  issue. 
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In  real  numbers,  Mr.    Secretary,  in  terms  of  infant  mortality, 
how  many  children  are  we  losing  each  year? 

Secretary  Sullivan:    Based  on  the  provisional  data  of  the 
National  Center  for  Health  Statistics  approximately  38,000  babies 
died  in  1990. 

Mr.  Stokes :    How  many  cities  will  be  funded  under  this 
initiative  in  FY  1993?    Will  any  new  cities  be  added? 

Secretary  Sullivan:    The  FY  1993  budget  for  Healthy  Start 
continues  to  fund  the  initial  15  communities  awarded  funds  in 
FY  1991.    No  additional  communities  will  receive  grants  in  FY  1993. 
As  we  originally  planned,  the  Healthy  Start  initiative  is  a  massive 
demonstration  effort  with  a  extensive  evaluation  component.    What  we 
learn  from  these  15  demonstrations  is  intended  to  be  quickly 
transferred  to  other  coiranunities. 

Mr.  Stokes:    Please  explain  the  primary  objectives  of  this 
initiative. 

Secretary  Sullivan:    The  objective  of  the  Healthy  Start  program 
is  to  reduce  the  infant  mortality  rate  by  50  percent  over  a  five  year 
period  in  the  15  demonstration  cranmunities  with  excessive  infant 
mortality  rates.    The  program  contains  a  strong  evaluation  component, 
on  both  the  individual  grantee  level  and  on  the  national  level,  so 
that  other  communities,  may  benefit.    Grantees  are  expected  to  try 
innovative  education  campaigns,  do  a  much  better  job  of  reaching  our 
and  getting  pregnant  women  into  prenatal  care  during  their  first 
trimester,  and  working  with  pregnant  women  on  a  variety  of  social  and 
health  problems  to  achieve  a  more  positive  pregnancy  outcome. 

Mr.  Stokes:    I  understand  that  Cleveland  is  still  in  the 
planning  stage.    I  assume  other  cities  are  also.    When  will  the 
actual  implementation  of  the  objectives,  i.e.,  provision  of  prenatal 
care,  nutrition,  smoking  cessation  and  drug  prevention  programs  be 
underway?    How  long  will  they  be  funded? 

Secretary  Sullivan:    Each  Healthy  Start  project  will  submit  a 
comprehensive  implementation  plan  tailored  to  meet  the  individual 
needs  of  its  cxarimunity  by  June  1992.    The  goal  of  the  program  is  to 
reduce  infant  mortality  by  50  percent  over  five  years. 

READY  TO  LEARN 

Mr.  Stokes:    I  understand  that  you  are  proposing  a  new  program, 
called  "Ready  to  Learn,"  that  will  focus  on  areas  of  high  poverty, 
where  under  utilization  and  lack  of  access  to  primary  care  and 
preventive  services  places  children  at  very  high  risk  of  school 
failure.    Does  the  Department  have  any  estimates  of  the  number 
of  children  across  the  country  who  are  in  need  of  these  special 
services?    Are  certain  groups  impacted  more  than  others?  Are  certain 
areas  worse  than  others? 

Secretary  Sullivan:    Ready  to  Learn  will  target  approximately 
50,000  children  ages  3  to  12. 
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MINORITY  MALE  INITIATIVE 

Mr.  Stokes:    The  budget  proposes  $5  million  for  the  "Minority 
Male  Grant  Program"  in  FY  1993.    This  represents  a  $3.65  million 
increase.    The  Department  started  this  program  in  FY  1991.  The 
justification  notes  gang  violence,  homicides,  poverty,  school 
drop-outs,  teen  pregnancy  and  unemployment  disproportionately  impact 
minority  males  —  African  American,  Hispanics,  Native  Americans,  and 
some  Asian  Americans.    Like  you,  I  have  seen  the  data  and  know  this 
to  be  true. 

I  understand  that  $1.35  Million  in  funding  was  provided  for  this 
program  last  year.    How  many  demonstration  projects  were  funded?  In 
how  many  cxxnmunities?  Are  there  any  estimates  as  to  how  many  minority 
males  were  served?  How  many  more  projects  would  be  funded  with  the 
proposed  increase?. 

Secretary  Sullivan:    The  total  resources  available  to  the 
Minority  Male  Grant  Programs  will  be  $5  million  in  FY  1993, 
approximately  the  same  level  as  in  FY  1992.    In  previous  years  we 
have  asked  a  variety  of  agencies  in  the  Department  to  cooperatively 
fund  the  program.    In  FY  1992,  HHS  funded  18  coalition  intervention 
demonstrations,  12  coalition  development  projects,  and  support  for  20 
conferences.    The  FY  1993  request  will  fund  18  coalition  intervention 
demonstrations,  6  coalition  development  projects,  and  support  10 
conferences. 

Mr.  Stokes:    The  justification,  on  page  149,  notes  that  "through 
building  self-esteem  and  providing  alternatives  to  risky  behavior, 
these  projects  will  help  minority  males  take  responsibility  for  their 
actions  and  make  healthy  choices."    These  are  worthy  objectives. 
However,  based  on  data  shared  with  my  office  by  the  CDC,  it  is  my 
understanding  that  homicide  is  also  the  number  one  cause  of  death  for 
African  American  females  between  the  ages  of  15-24.    Moreover,  in 
terms  of  teenage  pregnancy,  the  National  Center  for  Health  Statistics 
recently  reported  that  a  higher  proportion  of  teenagers  are  giving 
birth  than  at  any  time  since  the  1970s.    A  disproportionate  number  of 
these  young  mothers  are  minority  females.    Oftentimes,  these  young 
women  are  the  least  able  to  care  for  a  child  and  are  most  likely  to 
give  birth  to  babies  with  serious  health  problems. 

Based  on  these  trends,  it  appears  that  efforts  should  be 
underway  to  "build  the  self-esteem  and  provide  alternatives  to  risky 
behavior  for  young  females"  also.    It  is  very  difficult  for  a  young 
mother  in  poverty,  with  no  self-esteem  to  raise  healthy  children. 
For  this  reason,  I  am  curious  as  to  what  type  of  demonstrations  are 
being  targeted  toward  minority  females,  particularly  before  they 
become  mothers.  (Programs  like  AFDC,  Head  Start,  Healthy  Start  are 
safety  net  programs.    They  are  not  programs  specifically  targeted 
toward  building  self-esteem  or  changing  behavior) . 

Secretary  Sullivan:    The  Department  operates  a  number  of 
programs  which  focus  on  building  self-esteem  and  provide  alternatives 
to  risky  behavior  for  minority  women.    The  Adolescent  Family  Life 
Prevention  Program  is  developing  strategies  to  help  teens  and  their 
parents  understand  the  importance  of  postponing  sexual  involvement 
for  adolescents'  health  and  future  well-being.    These  prevention 
projects  stress  parent-child  cxaranunication,  skills  to  resist  peer 
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pressure,  and  enhance  self-respect  and  respect  for  others.  Hie 
Alcohol,  Drug  Abuse  and  Mental  Health  Administration's  Pregnant  and 
Post-Partum  Women  and  their  Infants  program's  prevention  activities 
as  well  as  its  High  Risk  Youth  program  address  this  at  risk 
population. 

LEAD  POISONING 

Mr.  Stokes:    The  Department  proposes  to  fund  this  program  at 
$40  million,  representing  an  88  percent  increase  over  the  amount 
provided  last  year.    How  does  the  Department  plan  to  use  the 
increase?    Will  current  screening  activities  receive  an  increase  in 
funding?    How  many  new  programs  will  be  funded? 

Secretary  Sullivan:    With  the  $18.7  million  increase  requested 
in  FY  1993  for  the  childhood  lead  poisoning  prevention  program,  CDC 
would  provide  additional  funds  for  both  ongoing  projects  and  to 
initiate  efforts  in  new  areas  that  had  not  previously  received  CDC 
support.    The  funds  received  by  ongoing  lead  poisoning  prevention 
projects  would  be  used  either  to  enhance  their  existing  ability  to 
follow  up  children  through  any  necessary  treatment  or  to  expand  lead 
prevention  activities  to  new  communities.    In  total,  CDC  estimates 
that  about  85  communities  would  be  able  to  operate  lead  screening 
programs  in  FY  1993,  compared  to  about  65  communities  receiving 
support  in  FY  1992. 

Mr.  Stokes:    If  this  level  of  funding  is  appropriated,  how  many 
States  would  be  able  to  conduct  lead  screening  activities?    How  many 
States  will  be  able  to  conduct  activities  with  the  $23  million 
already  provided  for  FY  1992? 

Secretary  Sullivan:    The  $40  million  request  for  the  childhood 
lead  poisoning  prevention  program  would  be  expected  to  support 
projects  in  approximately  35  States  in  FY  1993.    The  $21.3  million 
available  in  FY  1992  would  support  projects  in  about  30  States. 

CHILD  WELFARE  —  ABUSE  AND  NEGLECT 

Mr.  Stokes:    I  see  in  the  statement  prepared  for  today  that  you 
are  proposing  $1.3  billion  for  the  Comprehensive  Child  Welfare 
Services  Program.    What  initiatives  are  you  proposing  which  address 
these  trends? 


Secretary  Sullivan:    The  new  $1.3  billion  Comprehensive  Child 
Welfare  Services  capped  entitlement  program  will  give  States 
flexibility  to  fund  a  variety  of  prevention  and  family  preservation 
services  for  all  children  and  families  in  crisis.    Funding  for  the 
program  will  grow  each  year  reaching  a  level  of  $2.2  billion  by 
FY  1997. 

VIOLENCE  INITIATIVE 

First,  let  me  ask  what  level  of  funding  does  the  Department  plan 
to  provide  for  violence  prevention  activities  in  FY  1992?  What  level 
of  funding  is  proposed  for  FY  1993? 
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Secretary  Sullivan:    For  the  Minority  Youth  Violence  Prevention 
Program  supported  out  of  CDC's  Injury  Control  Program,  we  plan  to 
award  $3  million  in  FY  1992,  a  100%  increase  over  the  FY  1991  level. 
The  FY  1993  budget  request  maintains  this  $3  million  program.  In 
addition,  as  part  of  the  proposed  $45  million  increase  in  FY  1993  for 
its  minority  health  initiative,  NIH  expects  to  spend  $5  million  to 
address  the  higft  death  rate  among  minority  adolescents  by  supporting 
ccaoranunity-based  intervention  studies,  with  a  particular  focus  on 
causes  and  prevention  of  violence. 

Mr.  Stokes:  How  many  projects  will  be  funded  and  how  many 
communities  will  participate  in  these  activities  in  FY  1992  and 
FY  1993? 

Secretary  Sullivan:    CDC  expects  to  support  11  minority  youth 
violence  projects  in  11  communities  in  both  FY  1992  and  FY  1993.  It 
is  not  yet  known  exactly  how  many  projects  or  ccmmunities  will 
receive  support  from  the  NIH  initiative  in  FY  1993. 

Mr.  Stokes:    What  steps  has  the  Department  taken  to  respond  to 
the  above-referenced  language  which  was  included  in  last  year's 
report? 

Secretary  Sullivan:    CDC  plans  to  fund  youth  violence  prevention 
activities  that  in  general  may  extend  to  persons  in  the  correctional 
system,  but  does  not  expect  to  initiate  new  projects  targeted 
specifically  to  incarcerated  youth  at  the  expense  of  other  existing 
projects. 

DEATH  FROM  TREATABLE  DISEASES  AND  THE  LACK  OF  ACCESS  TO  CARE 

Mr.  Stokes:    In  a  study  conducted  by  District  of  Columbia  health 
officials,  released  in  January  of  last  year,  it  was  reported  that 
African  Americans  in  the  District  and  across  the  at  ion,  who  are  in 
what  should  be  the  prime  of  their  lives,  are  more  likely  to  die  from 
a  dozen  illnesses  that  can  be  treated  or  prevented  by  routine  medical 
care. 

The  twelve  medical  conditions  studied  were:  appendicitis, 
influenza,  asthma,  gallbladder  infection,  pneumonia  and  bronchitis, 
hodgkin's  disease,  cervical  cancer,  hypertensive  heart  disease, 
tuberculosis,  abdominal  hernia,  acute  respiratory  disease  and 
rheumatic  heart  disease.    The  study  found  that  nearly  122,000 
Americans  died  of  those  conditions  between  1980  and  1986.    More  than 
80  percent  of  them  were  Black,  while  only  12  percent  of  the 
population  is  Black.    While  the  study  did  not  specify  why  so  many 
people  died  of  these  treatable  illnesses,  poverty  and  lack  of  health 
insurance  were  seen  as  prime  factors  because  they  keep  patients  from 
getting  basic  care.    In  your  professional  opinion,  what  are  some  of 
the  factors  contributing  to  this  continued  disparity  in  disease  and 
death  rates? 

Secretary  Sullivan:    There  are  many  contributing  factors  to  the 
health  disparity  between  Black  and  White  Americans.  Important 
factors  include  the  lack  of  access  to  health  care  and  the  lack  of 
providers  in  underserved  areas,  as  well  as  certain  lifestyle  choices 
such  as  smoking  and  diet. 
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Mr.  Stokes:  How  does  your  budget  request  for  FY  1993  attempt  to 
address  these  disparities? 

Secretary  Sullivan:    My  FY  1993  budget  request  includes 
$1  billion  PHS  programs  directed  at  reducing  the  health  disparity  of 
minorities.    Included  within  this  amount  are  several  important 
initiatives  which  focus  on  this  very  problem.    The  FY  1993 
President's  Budget  contains  an  additional  $155  million  for  my  Five 
Point  Plan  for  Access  to  Health  Care  for  Minorities  to  expand  health 
centers  and  clinics,  increase  the  supply  of  physicians  in  underserved 
areas,  improve  the  health  of  minority  children  so  they  are  "Ready  to 
Learn,"  encourage  early  preventive  care,  and  enhance  prevention 
education  with  a  special  focus  on  reducing  high  blood  pressure.  The 
budget  also  includes  funding  for  a  Minority  Males  in  Crisis 
Initiative  which  addresses  the  multitude  of  health  and  social 
problems  being  faced  by  Black  males  today.    The  core  of  this 
initiative  is  the  Minority  Male  Grant  Program  which  provides  funding 
to  local  communities  to  undertake  comprehensive  interventions.  This 
program  is  complimented  by  other  designated  Departmental  programs 
which  target  substantial  resources  at  this  population. 

THE  LACK  OF  INSURANCE  AND  THE  BUSH  COMPREHENSIVE  HEALTH  PLAN 

Mr.  Stokes:    In  a  study  prepared  by  the  Agency  for  Health  Care 
Policy  and  Research  titled,  "Health  Insurance  of  Minorities  in  the 
United  States,"  it  is  estimated  that  the  likelihood  of  being 
uninsured  was  two-thirds  greater  among  African  Americans  than  among 
Whites  in  early  1987  (26  percent  compared  to  15  percent) .  The 
disparity  between  Whites  and  Hispanics,  35  percent  of  whom  were 
uninsured  was  even  greater.    Moreover,  the  study  notes  that  the 
disparities  have  increased  since  1977. 

Equally  significant  is  the  fact  that  the  composition  of  the 
uninsured  population  differs  from  one  racial/ethnic  group  to  another. 
For  instance,  forty  percent  of  African  Americans  who  were  uninsured 
in  the  first  quarter  of  1987  were  in  families  with  no  working  adult, 
compared  to  19  percent  of  uninsured  Whites  and  23  percent  of 
uninsured  Hispanics. 

Nearly  half  of  uninsured  African  Americans  and  Hispanics  were 
poor,  compared  to  20  percent  of  uninsured  whites.    Looking  at  the 
bottom  line,  relatively  more  uninsured  Blacks  were  non-forking  poor; 
and  relatively  more  uninsured  whites  were  workers  and  their  families 
were  not  poor. 

Based  on  this  study,  it  appears  that  policies  designed  to  help 
uninsured  workers  would  help  Whites  more  than  they  would  help 
uninsured  African  Americans  or  Hispanics,  who  are  mostly  unemployed. 
Are  you  familiar  with  these  findings? 

Secretary  Sullivan:    The  basic  thrust  of  the  ACHPR  report  you 
reference  is  that  any  approach  to  health  reform  that  targets  one 
segment  of  the  poor  or  uninsured  will  benefit  one  racial  or  ethnic  , 
group  at  the  expense  of  another.    For  example,  the  report  concludes 
that  a  reform  strategy  extending  private  coverage  to  employed  workers 
would  benefit  Whites  and  Hispanics  more  than  Blacks  or  that  a 
strategy  extending  public  coverage  to  the  uninsured  below  200  percent 
of  poverty  would  help  blacks  more  than  whites.    The  report's 
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conclusion  is  that  "only  a  combined  or  universal  approach  would  avoid 
systematically  favoring  some  segments  of  the  uninsured  population 
over  others." 

Hie  President's  plan  represents  the  kind  of  comprehensive 
approach  for  reaching  all  the  uninsured  that  the  AHCER  report  insists 
is  necessary.    The  President's  approach  seeks  to  provide  access  to 
affordable  insurance  for  all  the  uninsured,  regardless  of  race, 
ethnicity,  income,  or  employment  status. 

HEALTH  CARE  REFORM 

Mr.  Stokes:    Under  President  Bush's  health  reform  plan,  I  see 
the  President  proposes  portable  access,  tax  credits,  risk  pooling  and 
group  purchasing,  and  other  initiatives  targeting  employers  and  their 
employees.    Recognizing  that  the  President's  proposal  is  still  a 
"work  in  progress,"  what  mechanism  does  he  propose  to  put  in  place 
for  those  persons  who  are  unemployed,  self-employed,  or  part-time 
employed.  (Note:  the  availability  of  a  tax  credit  is  dependent  upon 
an  income) 

Secretary  Sullivan:    Your  statement  that  the  availability  of  a 
tax  credit  is  dependent  upon  income  is  incorrect.    On  the  contrary, 
it  is  not  necessary  under  the  President's  plan  to  file  a  tax  return 
as  a  condition  for  receiving  a  tax  credit.    Rather,  a  State  agency 
would  determine  whether  an  individual  or  family  Qualified  for  the  tax 
credit  to  purchase  health  insurance. 

Now  let  me  respond  to  your  question  about  how  persons  in  the 
various  categories  you  mentioned  would  be  helped  under  our  plan. 
Eligibility  for  the  tax  credits  and  deductions  is  based  on  the  income 
thresholds  outlined  in  the  plan,  not  on  employment  status.  All 
families  with  incomes  up  to  $80,000  annually  would  be  eligible  for 
either  the  deduction  or  credit  and  would  always  receive  the  higher  of 
these  two.    As  you  can  see,  based  on  the  provisions  of  the 
President's  plan,  part-time  employees,  the  currently  unemployed,  and 
those  who  become  unemployed  during  the  course  of  the  year  would  be 
eligible  for  a  credit  or  deduction,  as  long  as  they  satisfy  the 
stated  income  thresholds. 

Furthermore,  I  must  emphasize  that  under  the  President's  plan, 
individuals  who  are  considering  a  job  change,  but  are  afraid  of 
giving  up  current  employment  coverage,  would  be  guaranteed  access  to 
coverage  under  a  new  plan,  regardless  of  whether  that  person  suffers 
from  a  pre-existing  condition. 

Finally,  the  self-employed  would  be  entitled  to  deduct 
100  percent  of  the  cost  of  their  health  insurance  premiums  or  receive 
the  applicable  tax  credit,  whichever  is  greater. 

HEALTH  PROFESSIONS  TRAINING 

Mr.  Stokes:    In  your  professional  opinion,  what  role  do  the 
Title  VII  programs  play  in  training  primary  care  physicians? 

Secretary  Sullivan:    The  Title  VII  health  professions  training 
programs  have  played  a  positive  role  over  time  in  addressing  problems 
of  overall  national  shortages  of  trained  health  personnel.    What  we 
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are  doing  in  FY  1993  is  focussing  resources  on  programs  that  directly 
support  individual  students  rather  that  medical  school  departments. 

Mr.  Stokes:    Considering  the  special  need  for  these  physicians, 
I  am  somewhat  perplexed  by  the  Department's  move  to  slash  the  health 
professions  training  programs  by  $192  million,  bringing  total  funding 
in  FY  1993  to  $96  million.    These  programs  support  family  medicine, 
dentistry,  internal  medicine  and  pediatric  residencies,  nurse 
training  and  many  other  training  activities.    Considering  the  need  to 
expand  access  to  care,  would  you  please  explain  for  the  Committee  why 
this  reduction  has  been  proposed? 

Secretary  Sullivan:    The  FY  1993  budget  focuses  resources  on 
recipients  of  the  awards,  not  the  specialty  they  may  choose.  The 
limitation  on  resources  have  forced  us  to  make  critical  choices  and 
eliminate  broad-based  categorical  health  professions  training 
programs. 

Mr.  Stokes:    I  see  that  you  propose  to  provide  $12  million  in 
construction  funds  to  historically  Black  colleges  and  universities 
and  similar  institutions  for  the  construction  of  biomedical  research 
facilities.    Is  this  is  a  little  less  than  the  amount  proposed  last 
year  (I  believe  $15  million  was  requested  last  year)? 

Secretary  Sullivan:    Yes,  that  is  correct.    Last  year  we 
proposed  $15  million  for  extramural  construction  for  historically 
Black  colleges  and  universities  (HCBU's)  and  similar  institutions. 

Mr.  Stokes:    The  (Committee  did  not  fund  this  request  last  year 
because  the  program  was  not  authorized.    The  NIH  reauthorization  is 
still  pending  in  congress.    In  order  to  fund  this  activity  in 
FY  1993,  it  is  my  understanding  that  we  will  need  an  authorization. 
Is  that  your  understanding? 

Secretary  Sullivan:    Yes,  that  is  my  understanding.    We  intend 
to  submit  legislation  shortly  to  authorize  such  a  program. 

Mr.  Stokes:    In  addition  to  this  type  of  support,  what  can  we  do 
at  the  federal  level  to  assist  these  minority  institutions  which  play 
such  a  special  role  in  training  minority  physicians  and  treating 
underserved  populations? 

Secretary  Sullivan:    We  have  and  will  continue  to  propose  a 
multifaceted  approach  to  assisting  these  vital  institutions.  Let  me 
give  you  two  examples.    Once  again  this  year,  we  are  focusing  our 
health  professions  training  efforts  toward  students  from  underserved 
and  disadvantaged  backgrounds.    We  believe  that  targeting  resources 
to  those  students  most  in  need  will  ultimately  help  improve  the 
health  status  of  these  groups.    Since  many  of  these  students  attend 
HCBU's  there  will  be  a  direct  impact  on  these  institutions.    A  second 
example  of  our  cxamitment  to  these  institutions  is  evidenced  by  the 
direct  support  we  are  giving  Meharry  Medical  School  through  a 
Memorandum  of  Understanding  aimed  at  improving  the  solvency  of  that 
school.    Through  this  agreement  we  will  provide  substantial  technical 
assistance  in  financial  and  management  areas,  faculty  developments, 
service  delivery  enhancements,  and  research  support. 
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HEALTH  SERVICES  CORPS 

Mr.  Stokes:    An  increase  of  $20  million  is  included  in  the 
budget  to  continue  to  expand  the  National  Health  Service  Corps, 
bringing  total  funding  to  $120  million  in  FY  1993.    This  increase  has 
been  proposed  because  there  continues  to  be  an  insufficient  pool  of 
health  professionals  to  serve  in  shortage  areas.    Since  1972,  it  is 
my  understanding  that  16,000  providers  have  been  placed  in  health 
professional  shortage  areas  (HPSAS) .    Currently,  there  are  over  2,000 
designated  shortage  areas  with  a  population  of  35  million  people. 

Currently,  how  many  providers  are  serving  in  how  many  different 
designated  areas?    How  may  designated  shortage  areas  are  without 
health  professionals  —  how  big  of  a  population  does  this  represent? 

Secretary  Sullivan:    In  FY  1992,  the  end  of  year  field  strength 
of  the  National  Health  Service  Corps  will  be  approximately  810 
providers.    In  FY  1993,  we  anticipate  that  number  increasing  to  869 
providers.    While  HRSA  has  designated  2,082  areas  as  primary  care 
Health  Professional  Shortage  Areas,  it  is  important  to  note  that  only 
212  areas  have  been  identified  by  HRSA  on  its  High  Priority 
Opportunity  List.    HRSA  estimates  that  in  1993,  that  of  the  federally 
salaried  physicians,  47  will  serve  in  rural  areas  and  31  in  urban 
areas.    HRSA  estimates  that  60  percent  of  the  physicians  fulfilling 
their  scholarship  and  loan  obligations  in  1993  will  do  so  in  rural 
areas  and  40  percent  in  urban  asmmunities. 

Mr.  Stokes:    How  many  loans  and  scholarships  will  be  funded 
under  the  FY  1993  request?  Please  compare  this  to  the  number  provided 
in  FY  1992. 

Secretary  Sullivan:    In  FY  1993,  the  Health  Resources  and 
Services  Administration  estimates  awarding  465  new  scholarships, 
entering  into  Federal  loan  repayment  agreements  with  185  providers, 
and  funding  250  State  loan  repayment  agreements.    In  FY  1992,  460 
scholarships  will  be  awarded,  185  Federal  loan  repayment  agreements 
will  be  made,  and  approximately  250  State  loan  repayment  agreements 
will  be  entered. 

Mr.  Stokes:    It  has  come  to  my  attention  over  the  years,  that 
some  individuals  have  defaulted  on  their  loans  because  they  were  not 
able  to  serve  in  the  HPSAS  when  it  was  time  to  serve.    Some  have  even 
expressed  dismay  when  they  learned  that  they  would  be  placed  in 
isolated  settings  where  they  would  not  practice  once  the  term  of 
their  service  expired.    Based  on  these  concerns,  I  would  like  to  ask 
you  whether  the  Department  would  sponsor  a  demonstration  to  ascertain 
the  value  of  having  physicians  practice  in  underserved  communities  to 
which  they  are  attached  rather  than  subjecting  them  to  random 
assignments? 

Secretary  Sullivan:    Included  in  my  FY  1993  budget  request  for 
the  National  Health  Service  Corps  (NHSC)  is  $11  million  for  specific 
activities  targeted  at  recruitment  and  retention  activities.    One  of 
the  new  activities  is  to  provide  special  training  for  recipients  of 
NHSC  scholarships  to  better  prepare  them  for  coping  with  the 
additional  strains  of  providing  service  in  underserved  areas. 
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Although  I  share  your  concerns  about  placing  scholars  in  areas  where 
there  is  a   motivation  to  remain  after  completing  the  obligation,  I 
believe  this  merits  further  study. 

SUB-SAHARAN  AFRICA  AND  THE  FOGARTY  INSTITUTE 

Mr.  Stokes:    Last  year,  it  is  my  understanding  that  you  visited 
Africa  on  at  least  two  occasions.    It  is  well-recognized  that  Africa, 
particularly  sub-Saharan  Africa,  lags  behind  the  rest  of  the  world  in 
the  health  status  of  its  people.    If  you  would,  share  some  of  the 
findings  of  your  trip  with  the  Committee,  giving  specific  reference 
to  AIDS,  infant  mortality,  and  malaria. 

Secretary  Sullivan:    During  my  visits  to  Africa,  we  found  that 
child  health  had  improved  in  recent  years  throughout  much  of  sub- 
Saharan  Africa,  but  that  severe  problems  remain,  including 
malnutrition,  malaria,  and  vaccine-preventable  disease.    In  addition, 
both  HIV/AIDS  and  rapid  population  growth  pose  growing  threats  to 
health,  social,  and  economic  conditions  in  Africa. 

Progress  has  been  made  in  child  survival  in  Africa  despite 
worsening  economic  conditions,  including  a  15%  drop  in  per  capita 
income  in  some  two-thirds  of  sub-Saharan  countries  over  the  past 
decade.    With  improved  primary  care  systems,  many  countries  have 
increased  access  to  immunization,  family  planning  services  and  oral 
rehydration  therapy  for  the  treatment  of  life-threatening  diarrheal 
diseases. 

High  fertility  and  rapid  population  growth  are  among  the 
greatest  threats  to  child  survival  in  Africa;  with  a  current 
population  of  640  million,  sub-Saharan  Africa  is  expected  to  increase 
by  1  billion  by  the  year  2025.    Infant  mortality  rates  in  Africa 
remain  among  the  highest  in  the  world.    Of  30  countries  with  infant 
mortality  higher  than  100  deaths  per  1,000  live  births,  23  are  in 
sub-Saharan  Africa.    Furthermore,  malnutrition  is  present  Jji  an 
estimated  30%  of  African  children  between  12-23  months,  an  important 
contributor  to  childhood  mortality. 

In  many  African  countries,  malaria  is  the  leading  killer  of 
children.    Of  the  110  million  cases  of  malaria  reported  annually 
world-wide,  90  million  occur  in  Africa,  and  strains  of  the  disease 
which  are  chloroquine-resistant  are  increasingly  prevalent. 

HIV  infection  is  rapidly  becoming  one  of  the  major  causes  of 
death  for  children  in  sub-Saharan  Africa.    The  prevalence  of  HIV 
infection  in  pregnant  women  is  as  high  as  20-30%  in  some  countries, 
and  about  a  third  pass  the  infection  to  their  unborn  child. 
According  to  the  World  Health  Organization,  some  500,000  infants  in 
Africa  were  born  with  HIV  infection.    It  is  expected  that  by  the  end 
of  the  1990s,  there  will  be  an  additional  10  million  HIV-infected 
children  in  Africa.    It  is  also  estimated  that  infant  and  child 
mortality  rates  in  some  African  countries  will  increase  by  50%  due  to 
AIDS. 

Mr.  Stokes:    What  role  can  the  United  States  play  in 
strengthening  the  impact  of  U.S.  health,  population,  and  nutrition 
assistance  to  Africa? 
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Secretary  Sullivan:    The  United  States  is  cxanmitted  to  a  long- 
term  partnership  with  the  Nations  of  Africa  to  improve  child  health 
and  child  survival.    It  is  clear  that  past  and  ongoing  United  States 
assistance  has  made  a  difference  in  helping  to  enhance  child  health 
in  these  countries.    Based  on  our  trips  to  Africa,  we  have  made 
several  recommendations  to  help  extend  and  improve  such  assistance: 

•  First,  efforts  to  improve  child  health  go  hand  in  hand  with  the 
whole  range  of  other  economic  and  political  development 
activities.    U.S.  policy  should  continue  to  emphasize  broad-based 
economic  growth  to  create  an  environment  in  which  health  programs 
will  be  sustainable  and  effective. 

•  Strong  primary  health  care  policies  and  systems  must  undergird 
shorter-term  health  interventions.    U.S.  assistance  should 
continue  to  support  targeted  child  survival  activities,  including 
immunization  programs  and  broad  health  education. 

•  Efforts  to  combat  malaria  should  be  intensified,  and  U.S. 
assistance  can  help  in  applied  and  basic  research  and  malaria 
control  programs. 

•  Behavior  change  is  the  key  to  breaking  the  AIDS  transmission 
chain.    U.S.  programs  should  support  additional  interventions  to 
promote  behavior  change,  encourage  social  marketing  of  condoms 
and  the  control  of  sexually  transmitted  diseases,  and  support 
research  on  other  means,  such  as  vaccines,  to  reduce  HIV 
transmission. 

•  Because  rapid  population  growth  can  overwhelm  health  care 
efforts,  the  U.S.  should  intensify  assistance  for  improved 
reproductive  health  and  family  planning  in  Africa,  including 
efforts  to  increase  the  range  of  choice  of  contraceptive 
methods. 

•  Information  technology  can  be  more  effectively  harnessed  in  the 
battle  to  save  children's  lives.    The  U.S.  should  explore 
additional  means  to  assure  that  African  professionals  have 
access  to  public  health  information,  technical  assistance  and 
training  in  epidemiology,  disease  surveillance,  computer 
science,  and  data  use. 

•  Stronger  institutional  linkages  can  improve  the  health  of  both 
Africans  and  Americans.    American  academic,  philanthropic, 
health,  and  civic  institutions  can  be  of  assistance  to  health 
programs  in  Africa,  including  linkages  with  American  medical  and 
training  institutions. 

The  Nations  we  visited  exhibited  a  strong  self-help  attitude 
toward  overcoming  the  impediments  to  improved  child  health,  and  we 
are  cammitted  to  assist  them  toward  those  goals. 

Mr.  Stokes:    In  terms  of  research,  it  would  seem  that  this  area 
provides  vast  opportunities  for  the  United  States  in  the  areas  of 
AIDS,  immunology,  virology,  public  health  and  epidemiology.    I  am 
interested  in  knowing  to  what  degree  the  Fogarty  Institute  is 
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supporting  scholar  exchange  programs  with  sub-Saharan  Africa.  Also, 
please  identify  what  efforts  that  Institute  can  undertake  to 
strengthen  its  activities  in  this  area. 

Secretary  Sullivan:  I  agree  fully  with  you  that  the  sub-Saharan 
area  of  Africa  provides  vast  opportunities  for  research  in  the  areas 
of  AIDS,  immunology,  virology,  public  health,  and  epidemiology.  The 
Fogarty  International  Center  has  been  actively  involved  in 
collaborative  research  and  training  with  scientists  from  sub-Saharan 
Africa  under  its  AIDS  International  Training  and  Research  Program.  A 
total  of  117  African  scientists  from  16  African  countries  have 
received  advanced  research  training  in  the  U.S. ,  and  33  in-country 
training  courses  were  provided  for  over  1,000  health  scientists  in 
nine  African  countries  in  areas  such  as  epidemiology,  prevention,  and 
treatment  of  AIDS.    Much  of  this  has  been  concentrated  in  those  sub- 
Saharan  African  countries  heavily  impacted  by  AIDS,  such  as  Uganda, 
Malawi,  Tanzania,  Rwanda,  Kenya,  and  Zambia.    Among  the  topics  being 
researched  by  African  scientists  are  studies  of  the  role  of  breast- 
feeding in  the  transmission  of  KEV-1  in  Zambia;  studies  of  the 
clinical  risk  indicators  for  maternal-fetal  transmission  of  HIV-1  in 
Tanzania;  studies  of  the  effect  of  HIV- infection  on  the  protective 
effect  of  BOG  vaccinations  in  Uganda;  and  studies  of  the  neuro- 
development  of  children  born  to  seropositive  mothers  in  Rwanda.  The 
Fogarty  Center  will  continue  to  emphasize  collaborative  studies  with 
African  studies  in  the  re-amourK^ement  for  the  second  five-year 
funding  cycle  of  its  AIDS  program. 

HUMAN  GENOME 

Mr.  Stokes:    It  is  my  understanding  that  doctor  Craig  Venter  at 
the  National  Institutes  of  Health  has  found  a  way  to  map  3000  genes  a 
month.    At  this  rate,  the  50,000  to  100,000  genes  in  the  human  body 
could  be  identified  within  three  years,  revolutionizing  biomedical 
research.    Please  identify  for  the  Committee  the  recent  developments 
in  this  area.    What  are  some  of  the  long-term  implications? 

Secretary  Sullivan:    The  identification  of  human  genes 
dramatically  will  advance  the  pace  of  biomedical  research  and 
particularly  accelerate  the  identification  of  the  genetic  causes  of 
many  diseases.    Scientists  the  world  over  are  adopting  rapid  gene 
sequencing  techniques  developed  at  NIH,  and  most  of  estimated  100,000 
human  genes  may  be  identified  within  the  next  three  to  four  years. 
Long  term  implications  exist  for  improving  the  health  of  the  public 
and  supporting  the  competitiveness  of  the  U.S.  biotechnology 
industry. 

Mr.  Stokes:    I  understand  that  there  is  some  concern  about  the 
government  attempting  to  patent  these  genes.    Some  fear  that 
government  patents  will  stifle  commercial  development  of  gene-based 
products.    Such  conduct  may  also  spark  an  international  race  to 
secure  protective  gene  patents.    I  understand  there  is  disagreement 
at  NIH  over  this  issue  as  well.    Have  you  taken  a  position  on  this 
issue? 

Secretary  Sullivan:    NIH  has  filed  two  recent  patent 
applications  based  on  partial  gene  sequences  under  an  interim 
Departmental  policy.    There  are  honest  differences  of  opinion  within 
the  government,  academia  and  industry  as  to  the  value  of  patenting  at 
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this  stage  of  research  for  encouraging  the  transfer  of  federally- 
funded  technology.    The  implications  of  this  technology  are 
tremendous  for  advancing  research  and  encouraging  product 
development.    We  believe  that  the  filing  of  patent  applications  is  a 
protective  measure  that  preserves  our  options  to  transfer  technology 
while  permitting  the  full  disclosure  of  our  research  results  to  the 
public.    The  Industrial  Biotechnology  Association,  in  a  letter  of 
February  19,  1992,  to  the  NIH  Director,  Dr.  Bernadine  Healy,  agreed 
with  our  approach,  stating  that  it  "supports  NIH's  patent  filing  as 
an  appropriate  action  to  preserve  the  Government's  options  with 
respect  to  protecting  potentially  patentable  subject  matter  while  the 
technology  transfer  policy  issues  are  being  resolved."    I  have 
authorized  the  active  participation  of  the  Department  in  an 
interagency  process  to  evaluate  technology  transfer  issues,  and 
expect  to  consider  various  policy  options  in  the  spring. 

BUDGET  REQUEST  -  GENERAL 

Mr.  Early:    What  is  the  Department's  budget  request  for  domestic 
discretionary  programs?    And  what  is  the  dollar  and  percentage 
increase  over  the  FY  '92  level  for  these  programs? 

Secretary  Sullivan:    The  budget  request  for  domestic 
discretionary  programs  considered  by  this  Subcommittee  totals 
$26,974,061,000. 

The  dollar  and  percentage  increase  are  $514,043,000  or 
1.9  percent  above  1992.    The  HHS  program  level  request  for  domestic 
discretionary  programs  is  $30,937,950,000,  which  is  more  than 
2  percent  above  1992. 

Mr.  Early:    What  is  the  total  decrease  for  discretionary 
programs? 

Secretary  Sullivan:    There  is  no  overall  decrease  in 
discretionary  programs,  although  some  programs  increase  and  others 
decrease  when  compared  with  1992.      Some  tables  you  have  seen  show  a 
decrease  because  of  the  scoring  of  the  SLIAG  program.    In  1992,  this 
Subcommittee  decreased  the  SLIAG  funding  by  $1.1  billion,  moving  this 
amount  into  1993.    In  1993,  these  funds  are  scored  as  mandatory.  As 
a  consequence,  on  some  tables  that  reduction  of  $1.1  billion  in  1992 
is  not  reflected.    Since  this  increases  the  1992  level,  charts  using 
this  display  show  a  decrease  from  1992  to  1993.    Let  me  assure  you, 
Mr.  Early,  we  are  requesting  an  increase  in  domestic  discretionary 
spending  on  a  comparable  basis. 

Mr.  Early:    Mr.  Secretary,  would  you  give  us  some  idea  of  how 
your  Department  has  fared  compared  to  others  in  terms  of  the 
percentage  increase  for  discretionary  programs? 

Secretary  Sullivan:    The  total  domestic  discretionary  budget 
request  is  basically  frozen.    Since  HHS  domestic  discretionary 
programs  reviewed  by  this  Subcommittee  increased  by  almost 
0.3  percent,  we  fared  better  than  some  Departments. 

In  total,  programs  under  the  jurisdiction  of  this  Subcommittee 
increased  by  more  than  $1.4  billion  (+2.4%)  in  budget  authority  and 
$2.4  billion  (+4.0%)  in  outlays,  second  to  all  other  Subcommittees. 
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The  Veterans  Affairs,  HUD,  and  Independent  Agencies  Subcxaratiittee 
has  the  largest  increase.    The  Transportation  Subcommittee  was  third 
in  outlay  increases,  but  had  a  decrease  in  budget  authority.  The 
Interior  Subcommittee  has  the  greatest  decrease. 

Mr.  Early:  Doctor,  did  HHS  receive  a  target  figure  -  a  ceiling 
-  for  its  programs,  or  discretionary  programs  from  0MB?  Did  you  set 
a  target  figure?  If  so,  how  was  this  target  figure  arrived  at? 

Secretary  Sullivan:    Each  March  the  Deputy  Director  of  0MB  sends 
the  all  Federal  Departments  an  "allowance  letter."    This  letter 
contains  specific  guidance  on  the  levels  in  the  President's  Budget. 
In  the  March  15,  1991  letter,  the  Deputy  Director  told  Agencies  to 
maintain  the  proportionate  snare  of  the  domestic  discretionary 
budget.    This  level  was  an  increase  of  3.7  percent  for  all  domestic 
discretionary  programs. 

On  July  16,  1991,  Director  Darman  sent  a  letter  recranmending  a 
budget  request  equal  to  the  1993  column  of  the  1992  President's 
Budget,  less  5  percent. 

The  Department  did  not  set  a  target  for  the  Operating  Divisions 
(OPDIVs) ;  however,  the  general  guidance  was  that  HHS  in  total  should 
maintain  its  share  of  the  domestic  discretionary  budget,  and  I  did 
caution  the  OPDIVs  about  the  tight  funding  situation. 

In  aggregate,  the  appropriation  for  1992  for  HHS  was 
15.4%  percent  of  the  total  domestic  discretionary  pot.    In  1993,  HHS 
is  requesting  15.7  percent. 

Mr.  Early:    What  was  the  aggregate  budget  request  submitted  to 
you  from  agencies  in  your  Department? 

Secretary  Sullivan:    The  program  level  domestic  discretionary 
request  for  programs  under  the  jurisdiction  of  this  Subcommittee  was 
$33.5  billion. 

Mr.  Early:    What  was  the  Department's  request  to  0MB? 

Secretary  Sullivan:    The  request  to  0MB  for  the  same  programs 
was  $30.1  billion. 

Mr.  Early:    Did  you  take  any  appeals  on  the  passback  and  if  so, 
for  what  programs? 

Secretary  Sullivan:    As  a  Department,  we  did  not  formally  appeal 
to  0MB.    However,  there  were  numerous  discussion  with  senior 
officials  at  0MB  to  negotiate  funding  levels. 
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LOW  INCOME  HOME  ENERGY  ASSISTANCE  PROGRAM 

Mr.  Early:    The  President's  budget  proposes  a  substantial 
reduction  in  the  Low  Income  Energy  Assistance  Program  (-$435 
million) ,  exclusive  of  the  emergency  allocation.    This  is  a  29% 
decrease.    Why  is  such  a  large  decrease  being  proposed  for  this 
program? 

Of  the  $1,065  billion  requested  for  LIHEAP,  only  $266,250 
million  would  be  available  for  immediate  disbursement.    The  remaining 
$798,750  million  would  be  made  available  on  a  delayed  obligation 
basis.    Thus,  $838  million  less  will  be  available  for  immediate 
disbursement  when  compared  to  FY  92.    Is  this  really  workable? 

Secretary  Sullivan:    Overall  budget  limitations  force  us  to  make 
priority  funding  decisions.    Many  factors  contributed  to  the  decision 
to  fund  LIHEAP  at  a  reduced  level,  including:    LIHEAP  was  created  in 
the  early  1980' s  to  supplement  other  sources  of  assistance,  not  to 
supplant  them;  residential  heating  costs  are  substantially  lower 
compared  to  last  winter;  and  many  other  federal,  State  and  private 
sources  fund  energy  needs. 

In  regards  to  the  delayed  obligations,  in  FY  1992,  each  State 
will  need  to  decide  how  best  to  aasommodate  the  delays  mandated  by 
Congress.    States  have  a  great  deal  of  flexibility.    They  may  need  to 
shift  program  financial  operations  to  a  reimbursable  basis  for 
certain  program  costs  and  for  certain  vendors.    In  addition,  since 
grantees  may  reserve  up  to  10%  of  a  given  year's  allotment  for  use  in 
the  following  year,  up  to  $147  million  of  FY  1992  LIHEAP  funds  may  be 
available  for  energy  assistance  activities  in  FY  1993.    We  expect 
States  will  replicate  in  FY  1993  whatever  financing  pattern  works 
best  for  the  States  in  FY  1992. 

Mr.  Early:    Are  you  proposing  any  changes  in  the  way  this 
program  would  operate?    In  the  way  funds  would  be  allocated? 

Secretary  Sullivan:    The  funds  will  be  allocated  in  accordance 
with  the  statute.    No  change  is  being  proposed. 

Mr.  Early:  What  impact  will  this  proposal  have  on  the  number  of 
households  currently  being  served? 

Secretary  Sullivan:    Because  LIHEAP  is  a  block  grant  which 
affords  the  grantees  flexibility  in  designing  their  Energy  Assistance 
Programs,  the  impact  of  the  proposal  on  households  currently  being 
served  will  be  determined  by  the  States  and  other  LIHEAP  grantees. 
Grantees  may  supplement  their  federal  LIHEAP  allocation  with  State  or 
Oil  Overcharge  monies  or  private  leveraged  funds;  not  exercise  their 
option  to  transfer  funds  out  of  LIHEAP;  eliminate  a  service 
component,  such  as  cooling  or  weatherization;  reduce  their 
administrative  or  other  costs,  reduce  the  size  of  the  benefit 
provided;  or  reduce  the  number  of  households  served. 

Mr.  Early:    How  many  households  do  you  estimate  will  be  served 
under  the  budget  request  and  how  does  this  compare  to  FY  1992? 

Secretary  Sullivan:    We  do  not  yet  have  data  on  the  number  of 
households  that  will  be  served  in  FY  1992.    Further,  because  LIHEAP 
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is  a  block  grant  which  affords  the  grantees  flexibility  in  designing 
their  Energy  Assistance  Programs,  it  is  impossible  to  precisely 
estimate  the  number  of  households  that  will  be  served  under  any  level 
of  appropriations. 

Mr.  Early:    Mr.  Secretary,  given  the  dismal  state  of  the 
economy,  the  high  unemployment  rate,  and  the  escalating  AFDC  rolls, 
is  it  fair  to  say  that  far  more  households  would  be  eligible  for  fuel 
assistance? 

Secretary  Sullivan:    Given  the  fact  that  States  have  a  wide 
degree  of  latitude  in  setting  eligibility  standards,  as  well  as  the 
expectation  that  the  economy  will  improve  by  FY  1993  when  these  funds 
would  be  available  for  allocation,  it  is  impossible  to  predict 
precisely  the  number  of  households  that  will  be  eligible  for 
assistance. 

Mr.  Early:  What  level  of  assistance  do  you  estimate  States  will 
be  able  to  provide  with  the  budget  request? 

Secretary  Sullivan:    With  less  Federal  IZHEAP  funds,  States  may 
have  less  overall  energy  assistance  monies  to  allocate.  However, 
because  KEHEAP  is  a  block  grant  which  affords  the  grantees 
flexibility  in  designing  their  energy  assistance  programs,  it  is 
impossible  to  estimate  exactly  how  States  will  operate  in  FY  1993. 
As  mentioned  above,  there  are  several  options  as  to  how  States  could 
modify  their  programs  to  meet  the  most  critical  need. 

Mr.  Early:    As  you  know,  Mr.    Secretary,  a  significant  number  of 
States,  particularly  cold  weather  states,  are  facing  severe  fiscal 
problems.    And  it  seems  highly  unlikely  to  me  that  their  situation  is 
going  to  improve  appreciably  by  next  fall/winter.    Mr.  Secretary,  how 
do  you  expect  these  States  to  make  up  a  reduction  of  this  magnitude? 

Secretary  Sullivan:    States  have  many  options  available  to 
accommodate  reduced  Federal  appropriations.    Grantees  may  supplement 
their  Federal  LMEAP  allocation  with  State  or  Oil  Overcharge  monies 
or  private  leveraged  funds,  not  exercise  their  option  to  transfer 
funds  out  of  LIHEAP;  eliminate  a  service  component,  such  as  cooling 
or  weather izat ion ;  reduce  their  administrative  or  other  costs;  reduce 
the  size  of  the  benefit  provided;  or  reduce  the  number  of  households 
served.    In  addition,  there  are  many  other  Federal  sources  of  funds 
where  the  energy  needs  of  low-income  people  are  considered  in 
determining  benefit  levels,  including:    AFDC,  Emergency  Assistance, 
Food  Stamps,  Social  Security  and  Supplemental  Security  Income,  and. 
HUD  Housing  Assistance. 

WEED  &  SEED 

Mr  Early:    The  budget  proposes  $500  million  in  new  and  earmarked 
funds  for  a  "Weed  and  Seed"  program.    This  is  a 
$491  million  increase  over  1992.    What  is  the  HHS  share  of  this 
request? 

Secretary  Sullivan:    The  HHS  Share  of  Weed  and  Seed  is 
$225  million. 
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Mr  Early:    Of  the  increases  proposed  for  these  programs  in  the 
President's  budget,  how  much  of  the  increases  are  for  "Weed  and 
Seed?" 

Secretary  Sullivan:    The  table  below  shows  the  programs  of  Weed 
and  Seed,  the^r  total  increases  and  the  amounts  directed  towards  Weed 
and  Seed. 

(dollars  in  millions) 


ADAMHA: 

Treatment  Improvement  Grants. 
Capacity  Expansion  Program.  . 
High  Risk  Youth  &  Pregnant 
Women/Infants   


FY  1993 

Weed  & 

Total 

Seed 

Increase 

Tarcret 

$41 

$35 

77 

47 

7 

HRSA: 

Community  and  Migrant  Health 

Centers   $90  $35 

ACF: 

Head  Start   $600  $54 

In  addition  $43  million  of  AFDC/JOBS  will  be  available  for  Weed 
and  Seed. 

Mr  Early:    How  will  this  program  work?     How  many  of  projects 
will  be  funded?    What  selection  criteria  have  been  established? 

Secretary  Sullivan:    The  details  of  the  Weed  and  Seed  program 
are  still  being  developed  by  an  interdepartmental  workgroup.  We 
expect  to  have  our  program  managers  fully  involved  in  the  planning 
and  development  of  this  initiative. 

Mr  Early:    How  will  HHS  funds  be  distributed? 

Secretary  Sullivan:  No  determination  has  been  made  at  this  time 
on  the  distribution  of  the  HHS  portion  of  Weed  and  Seed  program. 

RESEARCH  AND  DEVELOPMENT  -  NIH 

Mr  Early:    The  budget  document  indicates  that  the  Administration 
is  proposing  and  Research  and  Development  (R&D)  initiative.    What  is 
the  amount  of  additional  resources  proposed  for  this  initiative? 

Secretary  Sullivan:    The  budget  contains  many  R&D  initiatives 
(e.g.,  biotechnology,  high-performance  computing,  increasing  support 
for  individual  investigator  and  fusion  R&D) ,  reflecting  the  priority 
the  Administration  places  on  R&D  investments.    The  total  increase  in 
the  President's  Budget  for  civilian  R&D  is  $2.1  billion 
(+7.4  percent) . 
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Mr  Early:    Hew  much  of  the  increase  requested  for  this  R&D 
initiative  is  requested  for  HHS? 

Secretary  Sullivan:  Of  the  $2.1  billion  increase  requested  for 
civilian  R&D,  the  HHS  share  is  $433  million. 

Mr  Early:    For  what  specific  initiatives  have  funds  been 
requested  in  the  HHS  budget?    How  much  has  been  requested  for  each  of 
these  initiatives,  and  what  is  the  increase  coMpared  to  the  FY  '92 
level  of  funding  for  these  activities? 

Secretary  Sullivan:    For  research  project  grants  designed  and 
implemented  by  individual  investigator,  the  request  includes 
$5.3  billion  (+$350  million)  in  NIH  and  $505  million  (+$32  million) 
in  ADAMHA.    The  request  also  includes  $162  million  for  biotechnology 
and  $4  million  for  high  performance  computing,  although  these  are  not 
exclusive  of  RPG's.    There  are  also  expanded  initiatives  in  the  area 
of  women's  health  ($44  million  total  in  NTH;  +$20  million)  and  a  new 
initiative  in  minority  health  ($45  million) .    Each  of  these  contain 
elements  in  the  categories  identified  in  the  President's  Budget. 

Mr  Early:  Is  this  new  money  or  are  funds  being  redirected  from 
other  research  areas?     What  amount  is  being  redirected? 

Secretary  Sullivan:    No  funds  are  being  redirected  from  other 
areas. 

Mr  Early:    What  is  the  increase  over  FY  '92  for  basic  research 
at  NIH?    For  applied  research? 

Secretary  Sullivan:    For  NIH  for  FY  1993,  the  basic  research 
request  is  $5.3  billion  (+$309  million);  for  applied  it  is 
$2.5  billion  (+$121  million). 

Mr  Early:    Would  you  identify  for  which  institutes  increases  are 
being  requested  as  part  of  the  R&D  initiative,  the  initiatives  for 
which  increases  are  being  requested  and  the  increase  requested? 

Secretary  Sullivan:    All  increases  are  part  of  the  overall  R&D 
initiative.    Details  for  each  are  provided  in  the  justification 
materials  for  each  NIH  component  provided  to  the  Committee.  As 
mentioned  above,  priority  has  been  given  to  research  project  grants, 
intramural  research,  and  focused  studies  related  to  women's  health 
and  minority  health. 

HEAD  START 

Mr.  Hoyer:    The  request  assumes  an  increase  of  $600  million 
increase.    How  many  children  are  enrolled  in  Head  Start? 

Secretary  Sullivan:  Currently,  there  are  583,471  children  in 
Head  Start.  In  FY  1992,  we  estimate  that  622,000  children  will  be 
enrolled. 

Mr.  Hoyer:  How  many  additional  children  would  be  enrolled  with 
the  additional  $600  million? 


135 


Secretary  Sullivan:    We  estimate  that  an  additional  157,206 
children  will  be  enrolled  with  the  $600  million  increase. 

Mr.  Hoyer:  How  many  children  are  eligible  to  participate  by  the 
Department's  calculations? 

Secretary  Sullivan:    There  are  an  estimated  825,000  low-income 
children  who  will  be  entering  kindergarten  this  fall.    The  President 
is  committed  to  providing  every  low-income  child  whose  parents  want 
to  enroll  their  child  in  a  Head  Start  program  at  least  one  year  of 
Head  Start  prior  to  the  child's  entry  into  kindergarten. 

Mr.  Hoyer:    Aren't  we  still  shy  about  1  million  kids  under  this 
request  and  how  does  this  compare  to  the  authorization  enacted  in  the 
last  Congress  with  respect  to  full  participation  goals  for  FY  1993? 

Secretary  Sullivan:    The  authorization  level  for  FY  1993  is 
$5.9  billion.    The  President's  goal  is  to  provide  Head  Start  services 
to  all  eligible  and  interested  children  for  at  least  one  year.  Our 
request  of  $2.8  billion  for  FY  1993  will  allow  us  to  meet  this  goal, 
serving  approximately  779,000. 

Mr.  Hoyer:    The  budget  book  says  The,  "...request  will  support 
full  participation  on  one  year  of  Head  Start  for  all  eligible 
children  wanting  to  participate  in  the  program  before  they  enter 
school." 

Does  this  man  that  a  capitated  number  of  eligible  four  year  olds 
would  be  funded  under  this  request? 

Secretary  Sullivan:    Our  request  would  provide  the  capacity  to 
serve  every  eligible  and  interested  child  for  at  least  one  year;  it 
does  not  limit  enrollment  by  age  group.    Although  we  encourage 
grantees  to  serve  children  for  one  year  in  the  year  before  they  enter 
school,  typically  four-year-olds,  we  do  not  require  them  to  do  so. 
Some  programs  serve  three  year  olds  since  we  do  not  preclude  grantees 
from  serving  children  for  more  than  one  year.    Our  request  allows  for 
the  fact  that  about  20%  of  Head  Start  children  are  in  the  program  for 
a  second  year. 

Mr.  Hoyer:    How  far  short  are  we  of  funding  full  participation 
for  all  eligible  potential  participants  under  this  request? 

Secretary  Sullivan:    The  President's  goal  is  to  provide  Head 
Start  services  to  all  eligible  and  interested  children  for  at  least 
one  year.    Our  request  of  $2.8  billion  for  FY  1993  will  allow  us  to 
meet  this  goal. 

Mr.  Hoyer:    The  budget  book  also  states  this  is  the  largest 
funding  request  for  Head  Start  in  its  history,  27%  over  FY  1992.  It 
further  states  that  it  is  a  127%  increase  over  FY  1989.    What  is  the 
inflation  adjusted  percentage  increase  over  FY  1981? 

Secretary  Sullivan:  The  inflation  adjusted  percentage  increase 
in  the  Head  Start  program  over  FY  1981  is  108%. 

Mr.  Hoyer:    Doesn't  your  request  assume  that  funds  for  quality 
improvements  is  frozen  in  FY  1993? 
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Secretary  Sullivan:    No,  quality  improvement  funds  are  not 
frozen  in  FY  1993.    Since  previous  years  quality  improvement  funds 
are  factored  into  each  grantee's  base  funding  amount,  the  $46  million 
in  FY  1993  represents  a  real  increase,  not  simply  a  maintenance  of 
effort. 

Mr.  Hoyer:    Is  there  any  assumption  in  the  request  that  existing 
centers  will  receive  automatic  funds  for  quality  maintenance  or 
enhancement,  e.g.  A  COIA? 

Secretary  Sullivan:    We  are  confident  that  our  FY  1993  request 
will  enable  Head  Start  grantees  to  maintain  current  services,  improve 
quality  and  expand  enrollment  by  157,206  children. 

Mr.  Hoyer:    Dr.  Sullivan  what  is  that  40%  expenditure  purchasing 
with  respect  to  providing  developmentally  appropriate  experiences 
leading  toward  school  readiness  beyond  the  good  health  and  nutrition? 

Secretary  Sullivan:    The  40.8%  of  Head  Start  funding  that  goes 
toward  educational  services  mostly  provides  the  staff  and  materials 
necessary  for  the  development  and  implementation  of  developmentally 
appropriate  learning  activities  for  preschool  children.  Currently, 
the  vast  majority  of  Head  Start  teachers  are  qualified  child 
development  specialists.    In  keeping  with  Head  Start's  two 
generational  focus,  these  teachers  and  their  assistants  are  often  the 
parents  of  former  or  current  Head  Start  children.    The  wide  variety 
of  developmentally  stimulating  activities  can  run  the  gamut  from 
familiarization  with  colors  and  shapes  to  culturally  diverse  story- 
telling to  introductory  play  with  computers.    In  addition, 
$20  million  is  requested  for  FY  1993  to  continue  Head  Start 
Transition  Projects,  a  program  to  demonstrate  effective  models  for 
providing  supportive  services  through  the  early  years  of  a  Head  Start 
child's  public  school  education. 

Mr.  Hoyer:    How  many  Head  Start  teachers  have  a  CDA? 

Secretary  Sullivan:  According  to  our  latest  data,  55.5%  of  all 
Head  Start  teachers  have  CDAs. 

Mr.  Hoyer:    How  many  Head  Start  teachers  have  a  degree? 

Secretary  Sullivan:    In  1991,  82.1%  of  all  Head  Start  teachers 
have  either  a  CDA,  a  California  Preschool  Certificate  or  a  Bachelor's 
degree  in  Early  Childhood  Education. 

Mr.  Hoyer:    How  many  Head  Start  teachers  are  simply  without 
usually  recognized  credentials  for  providing  early  childhood 
education  like  a  CDA  or  a  degree? 

Secretary  Sullivan:  In  1991,  17.9%  of  all  Head  Start  teachers 
did  not  have  either  a  CDA,  a  California  Pre-school  Certificate  or  a 
Bachelor's  degree  in  Early  Childhood  Education. 

Mr.  Hoyer:    Shouldn't  we  move  to  encourage  and  support  this  kind 
of  training  to  improve  quality  given  the  kind  of  investment  even  the 
President  agrees  we  should  make  in  this  program? 
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Secretary  Sullivan:    By  1994,  every  Head  Start  classroom  teacher 
is  required  to  have  at  least  a  CDA.    While  professional 
qualifications  are  important  and  increasing  them  among  Head  Start 
teachers  is  a  worthy  goal,  it  is  important  to  remember  that  the  two- 
generational  emphasis  of  the  Head  Start  program  encourages  lay 
participation.    For  example,  36%  of  the  program's  paid  staff  and  over 
75%  of  its  volunteers  are  the  parents  of  former  or  current  Head  Start 
children.    Although  many  of  these  parents  lack  formal  credentials, 
they  form  a  vital  link  with  the  communities  in  which  they  live  and 
serve. 

MENTAL  HEALTH 

Mr.  Hoyer:    I  noted  the  elimination  of  nearly  $20  million  in 
mental  health  protection  and  advocacy  services  funds,  along  with  the 
$11  million  cut  in  mental  health  clinical  training  programs.  I've 
been  a  strong  advocate  of  mental  health  programs  and  I  wondered  if 
you  would  explain  these  cuts? 

Secretary  Sullivan:    After  seven  years  of  funding  for  Mental 
Health  Protection  and  Advocacy  programs,  States  should  be  able  to 
build  these  advocacy  and  protection  services  into  on-going  programs 
of  mental  health  services.    ADAMHA  believes  the  need  for  the  mental 
health  clinical  training  program  has  diminished.    Since  1981,  over 
6,000  persons  have  received  clinical  training  support. 

HIV/AIDS  FUNDING  FOR  RYAN  WHITE  PROGRAMS 

Mr.  Hoyer:    What  is  the  impact  of  the  decisions  being  made  at 
CDC  regarding  the  case  definition  of  AIDS  and  the  number  of  cities 
that  may  become  eligible  for  Ryan  White  Title  I  Emergency  Aid  to 
Cities? 

Secretary  Sullivan:    No  final  decisions  have  yet  been  made  on 
CDC's  proposed  revision  to  its  surveillance  case  definition  of  AIDS 
and  its  HIV- infection  classification  system.    CDC  is  currently 
awaiting  comments  from  the  State  health  departments  and  the  public  to 
its  proposal.    However,  it  is  unlikely  that  any  change  would  be 
implemented  before  March  31,  1992,  the  cut-off  date  for  determining 
eligibility  for  the  Ryan  White  Title  I  emergency  aid  grants  for 
FY  1993,  and  thus,  there  will  be  no  impact  on  the  FY  1993  budget 
request.    The  FY  1993  President's  budget  does  request  an  additional 
$27  million,  for  a  total  of  $149  million,  for  this  program  to 
continue  the  18  cities  currently  receiving  support,  and  provide 
funding  to  the  estimated  six  new  cities  that  are  expected  to  meet  the 
2,000  AIDS  cases  automatic  funding  eligibility  criteria  for  FY  1993 
under  the  current  AIDS  case  definition. 

Mr.  Hoyer:    Is  the  AIDS  research  budget  at  NTH  continuing  past 
practice  of  approximately  tracking  the  overall  growth  in  the  NTH 
research  budget? 

Secretary  Sullivan:    Relatively  speaking  yes.    The  overall 
increase  for  NTH  is  4.9  percent.    For  AIDS  activities,  the  increase 
is  3.3  percent. 

Mr.  Hoyer:  How  is  the  NTH  and  how  may  the  Department  respond  to 
any  significant  need  for  additional  AIDS  research  dollars  as  a  result 
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•  Investing  in  biomedical  and  behavioral  research;  and 

•  Reducing  the  demand  for  drugs. 

I  am  committed  to  ensuring  effective  management  of  these 
initiatives  in  FY  1993,  along  with  the  many  other  important  programs 
that  the  Department  adrriinisters. 

In  addition,  much  of  my  time  this  year  and  next  will  be  devoted 
toward  carrying  out  the  President's  plan  for  reforming  America's 
Health  Care  System. 

The  1993  budget  requests  $75.7  billion  for  programs  directly 
benefitting  children.    Of  this  amount,  91.9  percent  is  for 
entitlement  programs.    This  is  $6.3  billion  or  9.1  percent  more  than 
1992.    The  table  below  reflects  the  discretionary/entitlement 
distribution  of  this  funding: 


(In  billions  of  dollars) 


 Chancre  

Programs  for  Children  1992  1993         Dollar  Percent 

Entitlement  programs . .         $64 . 0         $69 . 5  +$5 .5  +8.6% 

Discretionary  Programs  5.3  6.2  +0.8  +15.8% 

TOTAL   69.3  75.7  +6.3  +9.1% 

In  1993,  70  percent  of  the  Department's  funds  will  be  targeted 
to  the  elderly.    Of  this  amount,  however,  99.6  percent  is  for 
entitlement  programs,  as  reflected  in  the  table  below: 


Programs  for  Elderly  1992 

Entitlement  programs . .  $379 . 6 

Discretionary  Programs  1.9 

TOTAL.   381.5 


(In  billions  of  dollars) 
 Change 


1993 

$408.4 
1.8 
410.2 


Dollar 

+$28.8 
-0.1 
+28.7 


Percent 

+7.6% 
-7.1% 
+7.5% 


In  1993,  51  percent  of  the  Department's  funds  will  be  targeted 
to  low  income  individuals.    Of  this  amount,  however,  97.2  percent  is 
for  entitlement  programs,  as  reflected  in  the  table  below: 


Programs  for  Low 
Income  Individuals 


(In  billions  of  dollars) 
 Chancre  


1992 


1993 


Dollar 


Percent 


Entitlement  programs..  $267.5  $290.8  +$23.3  +8.7% 
Discretionary  Programs       7.9  8.1  +0.2  +2.9% 

TOTAL   275.4  298.9  +23.5  +8.5% 

In  should  be  noted  that  funding  for  children  and  elderly  overlap 
with  funding  for  lew  income  individuals  due  to  that  fact  that  some 
children  and  elderly  are  also  eligible  and  receive  benefits  from 
programs  targeted  for  low  income  individuals. 
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of  new  opportunities  in  AIDS  research,  e.g.  the  need  for  resources  to 
support  new  opportunities  to  interrupt  the  transmission  of  AIDS 
between  a  mother  and  the  fetus  or  the  need  for  AIDS  vaccine  clinical 
trials? 

Secretary  Sullivan:    For  both  FY  1991  and  FY  1992,  Congress 
provided  both  NIH  and  ADAMHA  with  the  flexibility  to  change  the  mix 
between  AIDS  and  non-AIDS  funds  within  the  totals  provided  for  these 
agencies  as  the  need  indicates. 

Mr.  Hoyer:    The  4.9%  increase  for  NIH  will  support  a  record 
number  of  grants,  but  how  will  other  research  mechanisms  fare  under  a 
program  freeze? 

Secretary  Sullivan:    Intramural  research  will  be  provided  a  5.0 
percent  increase  and  Research  Management  and  Support  will  be  provided 
a  5.1  percent  increase.    The  Office  of  the  Director  will  also  receive 
an  increase  in  order  to  expand  several  special  initiative,  including 
minority  health  and  women's'  health.    Beyond  that,  most  other 
mechanism  are  at  the  same  level  as  in  FY  1992. 

SSA 

Mr.  Hoyer:    I  appreciate  your  efforts  to  spare  the  SSA  budget 
when  you  had  to  distribute  those  "undistributed"  administrative 
reductions  in  the  FY  92  appropriations  report. 

Do  you  or  your  staff  know  the  level  of  funds  requested  by  SSA 
compared  to  the  budget  figure,  I  understand  the  Commissioner 
requested  about  $5.1  Billion  ABD  that  the  request  includes  about  $4.8 
billion,  is  that  accurate? 

Secretary  Sullivan:    The  FY  1993  President's  budget  for  IAE 
represents  a  6  percent  increase  over  the  FY  1992  enacted  level.  This 
increase  reflects  the  President's  recognition  that  resources  are 
extremely  limited  government-wide ,  and  that  we  are  one  of  many 
Departments  competing  for  those  resources.    We  understand  that 
increasing  workloads  and  service  demands  will  require  prudent 
management  of  resources,  and  we  have  made  the  hard  choices  to 
allocate  those  resources  in  the  most  productive  manner. 

SSA  opted  to  submit  a  request  for  IAE  of  $4.8  billion  in  an 
attempt  to  strike  a  balance  between  the  Agency's  minimal  requirements 
to  continue  to  provide  a  reasonable  level  of  service  to  the  public, 
and  the  limitations  of  the  current  fiscal  environment.    SSA  also 
offered  a  $5.1  billion  "without  financial  constraints"  budget  in  an 
addendum.    This  level  would  maintain  current  service  levels,  and 
prevent  deterioration  of  service  below  the  FY  1992  level. 

Mr.  Hoyer:    Doesn't  the  request  include  a  $50  million 
Contingency  Fund  under  0MB  control  as  well  as  a  proposal  to  impose 
what  amounts  to  a  user  fee  on  States  to  try  to  recoup  SSA  costs  for 
administering  a  supplemental  old  age  benefits  provided  by  some 
States? 

Secretary  Sullivan:  The  FY  1993  President's  budget  includes  a 
contingency  reserve  of  $50  million  for  unanticipated  workloads. 
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We  are  also  proposing  to  change  the  Limitation  on  Administrative 
Expenses  (IAE)  appropriations  language  to  establish  fees  for 
administering  SSI  State  Supplemental  Payments.    We  believe  that  it  is 
time  for  the  27  States  to  pay  the  costs  the  Federal  Government  incurs 
in  administering  the  State  portion  of  the  SSI  program.    Since  the 
inception  of  the  SSI  program,  the  Federal  Government  has  paid  the 
administrative  costs  of  issuing  the  payments  for  the  State 
Supplemental  SSI  program.    Many  state  programs  are  complex  and  costly 
to  administer.    Our  aim  in  this  proposal  is  to  recapture  some  of  the 
Federal  administrative  costs.    We  believe  a  flat  fee  is  the  most 
simple,  efficient  way  of  charging  the  States. 

Mr.  Hoyer:    I  am  concerned  that  there  may  be  a  loss  of 
personnel,  702  FTE,  because  the  agency  is  working-off  the  Zebley  case 
backlog.    A  related  issue  is  my  concern  that  the  pending  disability 
claims  cases  which  were  at  less  than  300,000  in  1988  are  now 
projected  to  go  to  about  1.4  million  under  this  request.    The  Agency 
estimates  that  disability  claims  processing  times  will  go  from  an 
average  152  days  in  FY  '92  to  213  days  in  FY  '93  under  this  request 
up  from  an  average  94  days  in  FY  '90. 

Secretary  Sullivan:    We  are  monitoring  the  disability  workload 
increases  closely  to  see  if  the  increased  disability  filing  rates  are 
a  temporary  phenomena  or  represent  a  permanent  change.    We  are 
working  with  SSA  to  determine  the  impact  of  these  filing  rate  changes 
on  future  staffing  allocations. 

Ihe  Zebley  FTE  are  paid  for  by  a  previous  supplemental 
appropriation.    We  expect  to  complete  the  Zebley  workload  using 
resources  from  that  appropriation.    Additional  work,  for  instance 
Disability  caseload,  would  have  to  be  funded  through  an  additional 
appropriation  which  we  have  not  requested.    At  SSA's  current 
attrition  rate,  SSA  will  be  able  to  absorb  any  Zebley  FTE  overflow 
under  their  current  FTE  ceiling. 

Under  the  Budget  Enforcement  Act,  funds  for  the  IAE  account  are 
included  within  domestic  discretionary  spending  limits.    We  have  made 
the  hard  choices  to  allocate  those  resources  in  the  most  productive 
manner.    While  SSA  will  process  some  Continuing  Disability  Reviews 
(CDRs) ,  providing  resources  to  process  initial  disability  decisions 
is  a  top  priority. 

FUNDING  PRIORITIES 

Mr.  McDade:    What  priorities  have  you  identified  for  FY  1993? 
Can  you  please  provide  for  the  record  a  breakout  of  the  amount  of 
estimated  funding  going  to  children,  the  elderly,  and  lew-income 
persons?    How  do  these  levels  compare  to  the  last  several  years? 

Secretary  Sullivan:    Included  in  the  FY  1993  budget  of 
$585  billion  are  substantial  increases  for: 

•  Improving  the  well-being  of  children; 

•  Expanding  access  to  care  for  the  disadvantaged  and  underserved; 

•  Supporting  the  prevention  of  death  and  disease; 
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A  comparison  table  follows: 

(In  billions  of  dollars) 
Entitlement         Discretionary  Total 


Programs  for  Children 

1989  $37.6  $2.8  $40.4 

1990  44.4  3.4  47.8 

1991  53.4  4.7  58.1 

1992  64.0  5.3  69.3 

1993  69.5  6.2  75.7 


Programs  for  Elderly 

1989  $278.0  $1.6  $279.6 

1990  304.3  1.6  305.9 

1991  345.7  1.8  347.5 

1992  379.6  1.9  381.5 

1993  408.4  1.8  410.2 


Programs  for  Low 
Income  Individuals 

1989  $191.1  $4.9  $196.0 

1990  202.7  5.6  208.3 

1991  233.7  6.9  240.6 

1992  267.5  7.9  275.4 

1993  290.8  8.1  298.9 


Mr.  McDade:    By  contrast,  how  much  federal  aid  administered  by 
the  Department  goes  to  the  non-poor?    How  much  does  this  level 
compare  to  the  last  several  years? 

Secretary  Sullivan:  In  FY  1993,  out  of  the  Department's  total 
proposed  budget  of  $586  billion,  approximately  $270  billion  will  go 
for  benefits  and  services  to  the  non-poor. 

•  Most  of  the  funding  the  Department  provides  for  benefits 
to  individual  and  family  members  who  are  not  poor  is  for 
Social  Security  and  Medicare. 

•  Most  of  the  remainder  is  to  support  broad  public  purposes 
such  as  biomedical  health  research  and  regulation  of 
food,  drug,  and  cosmetics  industries  which  benefit  all 
our  citizens,  regardless  of  income,  and  to  support 
administrative  costs. 

•  The  proportion  of  the  HHS  budget  going  to  the  non-poor  has 
declined  slightly  over  the  past  several  years,  although  we 
project  it  to  remain  constant  between  FY  '92  and  FY  '93. 


90  DAY  MORATORIUM  ON  FEDERAL  REGULATIONS 

Mr.  McDade:    On  January  28th,  the  President  directed  federal 
agencies  to  identify  regulations  and  programs  that  impose  a 
substantial  cost  on  the  economy  and,  to  the  maximum  extent  permitted 
by  law,  to  propose  administrative  changes,  including  repeal  of  or 
refrain  from  issuing  any  proposed  or  final  rule.    What  rules  and 
regulations  has  the  Department  identified  for  possible  repeal?  What 
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proposed  or  final  rules  has  the  Department  refrained  from  issuing 
since  the  announcement  of  the  moratorium? 

Secretary  Sullivan:    We  have  estimated  that  there  are 
approximately  135  regulations  that  potentially  fall  under  the 
moratorium.    However,  the  vast  majority  of  these  regulations  are 
either  required  by  statute,  directly  affect  public  health  and  safety, 
or  have  little  or  no  impact  on  economic  growth.    We  believe  that  very 
few  Department  regulations  will  be  effected  by  the  moratorium  at  this 
time. 

BUDGET  DISCIPLINE  -  CAPPING  ENTITLEMENT  SPENDING 

Mr.  McDade:    I  note  with  interest  that  the  President's  Budget 
proposes  to  bring  the  growth  of  the  federal  deficit  under  control  by 
proposing  an  enforceable  cap  on  the  growth  of  unf inanced  mandatory 
spending. 

The  proposal,  I  believe,  would  cap  mandatory  growth  in  the 
aggregate  and  that  any  growth  beyond  the  aggregate  level  would 
trigger  the  reconciliation  process  to  correct  the  excess  spending. 
If  reconciliation  were  unsuccessful,  any  excess  would  automatically 
trigger  sequester  provisions.    Have  I  described  the  process 
correctly? 

Secretary  Sullivan:  You  are  essentially  correct;  however,  there 
are  several  nuances  not  mentioned  in  your  description. 

The  mandatory  cap  would  be  set  at  a  rate  corresponding  to 
inflation  and  increases  in  the  eligible  population,  plus  an 
additional  growth  factor  of  2.5  percent. 

Social  Security  is  exempt  from  sequester.    This  suggestion  would 
eliminate  many  of  the  other  existing  sequester  exemptions  and 
exceptions. 

This  cap  is  just  one  part  of  a  larger  budget  control  initiative, 
which  includes: 

•  line  item  veto; 

•  enhanced  rescission  authority  for  the  President;  and 

•  President  approval  of  the  Congressional  Budget  Resolution. 


Mr.  McDade:    Mr.  Secretary,  I  am  sure  that  it  does  not  come  as  a 
surprise  to  anyone  that  many  of  the  government's  entitlement  programs 
are  within  your  jurisdiction.    Please  explain  how  the  growth  factor 
would  be  calculated. 

Secretary  Sullivan:    The  growth  factor  cap  would  be  set  at  a 
rate  corresponding  to  inflation  and  increases  in  the  eligible 
population,  plus  an  additional  growth  factor  of  2.5  percent. 

Mr.  McDade:    What  programs  at  HHS  would  be  exempt  from  this 
sequester  process? 


143 


Secretary  Sullivan:    Social  Security  is  exempt  from  sequester. 

Mr.  McDade:    Can  you  share  with  us  your  personal  views  about 
this  proposal  and  how  it  would  affect  the  mandatory  programs  within 
the  Department? 

Secretary  Sullivan:    Our  country's  financial  position  is  at  a 
critical  crossroads.    We  have  to  control  the  deficit.  Entitlement 
programs  are  growing  at  a  rate  significantly  greater  than  inflation, 
especially  the  health  programs. 

This  proposal  presents  one  method  for  dealing  with  the  rapid 
increase  in  mandatory  programs.    Clearly,  we  must  work  together  to 
find  reasonable  solutions  to  get  our  economy  on  track. 

Mr.  McDade:    What  can  we  as  members  of  the  Appropriations 
Committee  do  to  help  control  skyrocketing  entitlement  costs? 

Secretary  Sullivan:    Together  we  need  to  find  solutions  to 
control  the  spiraling  costs  for  entitlement  programs.    As  Members  of 
Congress  and  Members  of  the  Appropriations  Committee,  you  can  work 
with  us  to  enact  legislation  to  contain  these  costs  and  still 
maintain  our  commitment  to  the  American  public. 

We  need  to  find  innovative  ways  to  pay  for  these  programs, 
through  user  fees,  or  higher  premiums  for  the  wealthy,  or  by  other 
mechanisms.    I  pledge  my  support  and  that  of  my  staff  to  work  with 
you  towards  this  goal. 

Mr.  McDade:    As  I  look  at  the  numbers  for  Medicaid,  I  am 
startled  to  see  that  Medicaid  costs  have  risen  nominally  by  145 
percent  since  the  Administration  came  to  office  while  Medicaid 
recipients  have  increased  only  25  percent.    What  has  caused  this 
dramatic  increase  and  what  can  we  do  to  control  these  exorbitant 
costs? 

Secretary  Sullivan:    Federal  Medicaid  costs  are  expected  to 
increase  from  $34.6  billion  in  FY  1989  to  an  estimated  $84.4  billion 
in  FY  1993,  an  increase  of  $49.8  billion  or  nearly  145  percent.  The 
number  of  Medicaid  recipients  are  expected  to  increase  from 
23.5  million  in  FY  1989  to  an  estimated  31.5  million  in  FY  1993,  an 
increase  of  8  million  or  34  percent.    The  benefit  cost  per  recipient 
is  expected  to  increase  annually  by  16  percent  from  FY  1989  to 
FY  1993. 

One  of  the  major  reasons  for  the  increase  is  the  proliferation 
of  donation  and  tax  programs.    In  FY  1990,  fewer  than  10  States  had 
donation  or  tax  programs.    In  FY  1991,  30  States  had  them.  This 
figure  continues  to  grow  and  is  now  estimated  to  be  more  than  35 
States  in  FY  1992.    In  FY  1991,  over  $3.6  billion  in  Federal  funds 
were  generated  from  donations  and  tax  programs.    An  estimated 
$9  billion  in  federal  funds  will  be  spent  in  FY  1992. 

Other  reasons  for  the  increase  in  Medicaid  costs  include: 

•    caseload  increases  in  AFDC  and  SSI  programs  to  which  Medicaid 
eligibility  is  closely  tied; 
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•    Federal  mandates  and; 

increased  payment  rates  for  hospitals,  nursing  facilities  and 
physicians. 

We  are  taking  several  approaches  to  try  to  contain  the  growing 
costs  of  Medicaid.    We  have  successfully  worked  with  the  National 
Governor's  Association  and  Members  of  Congress  to  address  this 
problem  and  have  reached  a  solution  that  will  eliminate  the  use  of 
State  donation  and  tax  programs  for  the  specific  purpose  of  mtching 
Federal  Medicaid  funds.    In  addition,  we  are  encouraging  States  to 
promote  the  use  of  coordinated  care  programs  to  provide  preventive 
and  primary  care  services  to  their  Medicaid  populations.  Several 
southern  States  are  promoting  coordinated  care  for  pregnant  women. 
Their  Medicaid  costs  have  been  greatly  reduced  by  ensuring  prenatal 
care  for  young  women.    Pre-natal  care  has  reduced  the  need  for  high 
cost  neonatal  care  and  lengthy  hospital  stays.    We  can  also  reduce 
the  high  cost  use  of  emergency  rooms  for  routine  care  by  providing 
increased  access  to  primary  care  through  coordinated  care  options  for 
the  Medicaid  population  and  to  the  uninsured  through  the  President's 
Health  Reform  Plan. 

ADAMHA  REORGANIZATION 

Mr.  McDade:    How  will  the  reorganization  of  the  Alcohol,  Drug 
Abuse  and  Mental  Health  Administration  affect  program  operations  of 
the  agency  in  FY  1992  and  FY  1993? 

Secretary  Sullivan:    The  reorganization  would  improve  both 
research  on,  and  the  prevention  and  treatment  of,  substance  abuse  and 
mental  disorders  by  moving  research  on  substance  abuse  and  mental 
disorders  into  the  mainstream  of  biomedical  and  behavioral  research; 
and  creating  a  specific  focus  for  service  programs  dedicated  to 
substance  abuse  and  mental  disorders. 

Mr.  McDade:    What  programs  would  be  transferred  from  ADAMHA? 

Secretary  Sullivan:    Research  on  substance  abuse  and  mental 
health  would  be  joined  with  the  National  Institutes  of  Health  and  a 
new  agency  would  be  created  for  service  programs  for  substance  abuse 
and  mental  health. 

Mr.  McDade:    How  does  your  FY  1993  budget  reflect  the  proposed 
reorganization? 

Secretary  Sullivan:    The  FY  1993  budget  does  not  reflect  the 
proposed  reorganization  of  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Adrtiinistration . 

HEAD  START  INCREASES 

Mr.  McDade:    The  President's  budget  includes  the  largest 
one-time  increase  for  the  Head  Start  program,  up  $600  million  from 
FY  1992  levels.    And  we  all  welcome  that  proposal.    It  is  my 
understanding  that  the  HHS'  Inspector  General  (IG)  conducted  a 
prelirninary  assessment  on  the  rapid  enrollment  expansion  process 
begun  in  FY  1990.    Completed  in  January  of  last  year,  the  IG  found 
that  grantees  face  serious  problems  with  space,  that  the  expansion 
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lacks  in  management  control,  and  that  limited  communications  with 
headquarters  and  the  regions  need  improvement. 

What  has  the  Administration  for  Children  and  Families  done  to 
alleviate  the  concerns  of  the  IG?    Is  the  Department  able  and  capable 
of  managing  an  expansion  of  this  magnitude?    Are  additional  staff 
requested  to  support  the  Head  Start  expansion? 

Secretary  Sullivan:    We  anticipate  no  serious  problems  with  Head 
Start  grantees  ability  to  expand  services  and  manage  this  process 
well.    With  enough  lead  time,  most  grantees  have  indicated  that  they 
can  find  suitable  space  in  which  to  accxxnmodate  more  children.  ACF 
will  also  provide  technical  assistance  to  grantees  who  experience 
problems  with  the  compressed  grant  cycle.    Such  measures  should  allow 
grantees  to  meet  expanded  needs  for  classroom  space,  qualified 
teachers  and  transportation.    In  addition,  as  a  result  of  the  ACF 
reorganization,  there  will  now  be  a  specific  Head  Start  unit  in  each 
regional  office.    This  will  facilitate  cxsnraunications  between, 
grantees,  the  regions  and  Headquarters.    Staffing  for  Head  Start  has 
increased  more  than  25%  since  1990.    Given  this  increase,  current 
staffing  is  adequate  to  handle  expansion  in  FY  1993. 

DELAYED  OBLIGATIONS 

Mr.  McDade:    Please  provide  for  the  record  a  list  accounts  and 
amounts  of  programs  for  which  delayed  obligational  authority  is 
requested.    How  does  this  level  compare  to  those  delayed  obligations 
included  in  the  FY  1992  appropriations  bill? 

Secretary  Sullivan:    The   amount  of  delayed  obligations  for  1993 
total  $3,237,466,000,  compared  with  $2,804,447,000  in  the  1992 
appropriations  bill.    This  is  a  increase  of  $433,019,000  from  1992. 
The  table  below  displays  these  obligations: 

(In  thousands  of  dollars) 

Agency/Program  1992  1993 


PHS: 
HRSA: 


Community  Health  Centers. . 

$55,000 

$55, 

000 

Healthy  Start  

25,000 

25, 

000 

100,000 

100, 

000 

134,000 

134, 

000 

NIH  

575,000 

619, 

000 

ADAMHA  

164,100 

164, 

100 

SSA  

..  80,000 

80, 

000 

ACF: 

116,616 

116, 

616 

29,124 

405,607 

798, 

750 

825,000 

850, 

000 

Head  Start  

250,000 

250, 

000 

Comprehensive  Child  Develop. 

25,000 

25, 

000 

TOTAL 

$2,804,447 

$3,237, 

466 
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FY  1992  UNSPECIFIED  REACTIONS 

Mr.  McDade:    Hie  FY  1992  appropriations  bill  contained  two 
unspecified  reductions:  an  $8  million  reduction  in  travel  costs  of 
the  Public  Health  Service,  and  $134,349,000  in  salaries  and  expenses 
of  the  Department. 

Please  provide  for  the  record  a  table  illustrating  where  the 
reductions  occurred  and  the  amount  of  those  reductions.  Please 
describe  the  rationale  used  in  assessing  these  reductions? 

Secretary  Sullivan:    A  table  displaying  the  across-the-board 
reductions  taken  by  this  SubCJommittee  is  below: 

(In  thousands  of  dollars) 


214 

Sec. 

513 

Travel 

S&E 

Travel 

Total 

PHS 

$469 

$5,897 

$763 

$7,129 

CDC  

1,578 

15,043 

2,570 

19,191 

NIH  

2,276 

69,603 

3,708 

75,587 

ADAMHA. . 

456 

7,192 

741 

8,389 

AHCPR.  . . 

45 

1,077 

73 

1,195 

CASH  

91 

632 

145 

868 

Total, 

PHS. 

4,915 

99,444 

8,000 

112,359 

HCFA  

600 

2,732 

3,332 

2,686 

28,858 

31,544 

ACF  

447 

1,218 

1,665 

AoA  

34 

133 

167 

CS  

810 

1.964 

2,774 

Total, 

HHS. 

9,492 

134,349 

8,000 

151,841 

HHS  used  the  same  method  for  allocating  the  reductions  as  in 
1991  and  1992.    That  method  is  to  take  one  half  of  the  reduction  on  a 
pro-rata  basis  of  "salaries  and  expenses"  and  the  other  half  based  on 
increases  from  the  President's  Budget.    "Salaries  and  expenses"  is 
defined  to  exclude  grants. 

In  addition,  although  the  Congress  did  not  provide  specific 
direction  on  the  allocation  of  the  reductions,  report  language 
suggested  that  the  burden  of  the  reduction  not  fall  on  SSA.    Also,  on 
the  November  22  colloquy  between  Mr.  Natcher  and  Mr,  Obey  on  the 
House  floor  directed  that  none  of  the  reduction  should  be  allocated 
to  Medicare  contractors.    As  a  matter  of  equity,  we  extended  this 
directive  to  State  agencies. 

In  Fiscal  Year  1992,  the  Public  Health  Service  was  the  only  HHS 
OPDIV  to  receive  increases  in  non-grant  activities;  therefore,  PHS 
received  the  full  measure  of  the  reduction  reserved  for  increases 
over  the  President's  Budget. 

In  addition,  the  Indian  Health  Service,  under  the  jurisdiction 
of  the  Interior  and  Related  Agencies  Subcommittee,  had  a  1.25  percent 
across-the-board  reduction  (Sec.  318)  that  totaled  $21,769,000. 


147 


Mr.  McDade:    In  view  of  the  need  to  cut  salaries  and  expenses  at 
the  Department  and  the  need  to  maintain  service  levels,  have  those 
offices  with  limited  service  responsibilities  (i.e.,  policy  shops) 
taken  a  disproportionate  share  of  these  reductions? 

Secretary  Sullivan:    I  feel,  we  have  distributed  these 
reductions  in  the  most  fair,  equitable  manner.    Each  OPDIV  and  PHS 
agency  has  taken  its  fair  share,  given  the  constraints  placed  upon  us 
by  the  Subcommittee  in  report  language  and  the  November  22  colloquy 
on  the  House  floor  between  Mr.  Natcher  and  Mr.  Obey. 

Mr.  McDade:    Mr.  Secretary,  do  you  have  sufficient  S&E  resources 
to  maintain  those  priorities  that  you  and  the  Administration  have 
identified? 

Secretary  Sullivan:  Yes.  I  am  confident  that  we  can  accomplish 
the  goals  of  the  Department  within  the  resources  given  to  us. 


Mr.  McDade:    The  budget  proposes  the  shift  the  effective  date  of 
the  January  1,  1993  pay  raise  until  April  1,  1993.    What  additional 
funding  requirements  would  be  necessary  to  provide  for  a  January  1, 
1993  pay  raise? 

Secretary  Sullivan:    Each  year  in  the  Treasury,  Postal  Service, 
and  General  Government  Appropriations  Act,  the  Congress  determines 
the  basis  for  increases  in  federal  pay.    For  FY  1993,  the  Congress 
mandated  that  the  pay  increase  be  based  on  the  Employment  Cost  Index 
(ECI)  —  a  measure  of  labor  costs  determined  by  the  Bureau  of  Labor 
Statistics  (ELS) .    For  FY  1993,  the  ELS  has  set  the  ECI  at 
3.7  percent.    The  pay  provision  has  an  effective  date  of 
January  1,  1993.    The  President  is  proposing  a  90-day  delay  in  the 
effective  date  of  this  pay  raise.    Such  a  delay  would  require 
Congressional  approval. 

We  estimate  that  a  90-day  delay  in  the  pay  raise  would  yield 
approximately  $36  million  in  discretionary  savings  for  the  Department 
in  FY  1993.    The  HHS  portion  of  the  FY  1993  President's  budget 
contains  approximately  $138  million  to  support  a  January  1  pay  raise. 
If  the  pay  raise  is  delayed  until  April  1,  the  Department  estimates 
an  increase  of  $102  million  over  FY  1992  obligations.    That  is  a 
savings  of  $36  million  from  our  budgeted  levels. 


FY  1993  PAY  RAISE 


Bay  Raise  Estimates* 


(Dollars  in  millions) 


FY  1993  3-Month 
Pres.  Bud.  Delay 


Savings 


PHS: 


FDA., 

HRSA, 

ms., 

CDC., 
NIH. 


$12.3 


$8.7 


$3.6 


ADAMHA. .. 

AHCPR  

CASH  

Total  PHS 


3.7 
16.6 
7.2 
16.8 
3.6 
0.6 
0.7 


2.6 
10.5 
6.0 
14.0 
2.2 
0.3 
1.0 


1.1 
6.1 
1.2 
2.8 
1.4 
0.3 
-0.3 


$61.5 


$45.3 


$16.2 
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Fay  Raise  Estimates* 


(Dollars  in  millions) 


FY  1993  3Htonth 
Pres.  Bud.  Delay 


Savings 


HCFA, 
SSA. , 
ACF. , 
AoA. , 
OS.., 


5.3 
62.9 
3.4 
0.3 
4.4 


4.1 
46.3 
1.9 
0.2 
4.4 


1.2 
16.6 
1.5 
0.1 
0.0 


TOTAL  HHS 


$137.6 


$102.2 


$35.6 


*  Totals  may  sot  add  due  to  rounding. 


CELLULAR  PHONES 


Mr.  McDade:    How  many  cellular  phones  are  currently  in  use  at 
the  Department?    What  is  the  expected  cost  of  operating  these  phone 
services  in  FY  1992  and  1993? 

Secretary  Sullivan:    There  is  no  specific  management  guidance 
for  the  use  of  cellular  phones  within  the  Department.  Because 
cellular  phone  service  is  treated  as  a  part  of  other  phone  service, 
information  on  cellular  phones  is  compiled  as  a  part  of  overall  phone 
services.    Therefore  no  information  is  collected  either  as  to  the 
number  of  cellular  phones  currently  in  use,  or  the  cost  of  the 
service. 

Mr.  McDade:    Has  there  been  any  management  guidance  on  the 
appropriate  use  of  these  phones  services? 

Secretary  Sullivan:    The  management  guidance  for  the  use  of 
cellular  phones  is  the  same  as  for  the  use  of  any  other  type  of  phone 
services  within  the  Department.    In  order  to  receive  any  phone 
service,  the  requesting  unit  must  obtain  approval  from  their  local 
telecxannmunications  administrative  unit  that  will  review  the  request 
based  upon  its  compliance  with  the  Information  Technology  Systems 
(ITS)  plan,  the  necessity  for  the  particular  equipment  purchase,  and 
funds  availability. 

Mr.  McDade:  What  is  the  justification  for  using  cellular  phone 
services? 

Secretary  Sullivan:    The  procurement  of  cellular  phones  is  left 
to  the  discretion  of  the  manager  of  each  operating  unit.    Examples  of 
the  circumstances  in  which  cellular  phone  services  would  be  approved 
are;  emergency  situations  in  which  an  office  has  to  respond  in  the 
field  to  health  and  other  related  matters;  circumstances  in  which 
employees  on  travel  status  are  required  to  keep  close  contact  with 
their  office  to  cxxDrdinate  ongoing  operations;  and  circumstances  of 
personal  safety  in  which  employees  are  in  a  threatening  environment 
and  the  cellular  telephone  serves  as  a  lifeline. 


SMART  CARD  TECHNOLOGY 


Mr.  McDade:    The  President  *  s  Health  Care  Reform  proposal 
initiates  a  task  force  to  accelerate  development  of  electronic  cards 
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for  use  by  consumers.    When  is  the  task  force  expected  to  make  its 
final  recommendations? 

Secretary  Sullivan:    Let  me  clarify  that  the  President's 
Comprehensive  Health  Care  Proposal  does  not  specifically  initiate  a 
task  force  to  accelerate  the  development  of  electronic  cards  for  use 
by  consumers.    What  is  mentioned  in  the  proposal  is  one  of  three 
workgroups  initiated  by  me  at  a  November  Forum  on  Administrative 
Costs:  the  Workgroup  on  Electronic  Data  Interchange. 

The  Workgroup  will  evaluate  electronic  claims  and  standardized 
billing  issues  for  the  purpose  of  advancing  the  use  of  electronic 
data  interchange  in  the  health  care  industry.    As  part  of  the  effort, 
the  workgroup  will  inventory  and  analyze  the  effectiveness  of  various 
technologies  that  could  be  employed  to  streamline  the  administration 
of  the  health  care  system.    The  usefulness  of  smart  cards  will  no 
doubt  be  a  part  of  this  analysis. 

The  Workgroup  is  a  voluntary,  cooperative  effort  involving  the 
private  health  care  industry  and  government;  the  Health  Care 
Financing  Administration  sits  on  the  Workgroup  Steering  Committee  as 
an  observer.    The  Workgroup  will  develop  an  implementation  plan  to 
extend  the  benefits  of  electronic  data  interchange  to  the  larger 
health  care  provider  community  and  to  administrators  of  health  care 
delivery  and  financing  over  the  next  five  years.    The  final 
recommendations  are  expected  to  be  completed  by  July  1992. 

Mr.  McDade:    Please  provide  for  the  record  a  list  of  the 
membership  of  this  task  force  and  a  schedule  of  its  public  meetings 
and  final  recommendations. 

Secretary  Sullivan:    The  Workgroup  on  Electronic  Data 
Interchange  is  C3o-Chaired  by  Joseph  Brophy  (Travelers)  and 
Bernard  Tresnowski  (BC/BS) .    Other  members  include  Jim  Bradley 
(United  Healthcare) ,  Norwood  Davis  (BC/BS  Virginia) ,  Lynn  Jensen 
(American  Medical  Association) ,  David  Jones  (Humana) ,  Edmund  Kelly 
(Aetna  Life  &  Casualty) ,  John  Motley  (National  Federation  Independent 
Business) ,  Arno  Penzias  (AT&T  Bell  laboratories) ,  Leonard  Schaef fer 
(Blue  Cross  of  California) ,  Linda  Schofield  (State  of  Connecticut- 
Dept.  of  Income  Maintenance) ,  John  Weekly  (Mutual  of  Omaha) , 
Pamela  Wear  (American  Health  Information  Management  Assoc. ) ,  HCFA 
observer-Louis  B.  Hayes.    The  Workgroup  meetings  are  tentatively 
scheduled  for  March  23,  1992,  May  19,  1992  and  July  9,  1992.  Final 
recommendations  are  anticipated  for  July  1992. 

Mr.  McDade:    To  what  extent  has  the  Health  Care  Financing 
Administration  (HCFA)  been  working  with  public  and  private 
organizations  to  increase  the  transmission  of  electronic  claims? 

Secretary  Sullivan:    The  Health  Care  Financing  Administration  is 
actively  working  with  private  and  public  groups  to  increase  the 
number  of  health  care  claims  submitted  electronically. 

HCFA  currently  receives  approximately  80%  of  its  hospital  claims 
and  45%  of  all  other  claims  electronically  and  has  developed  a 
strategic  plan  to  increase  these  percentages  to  100%  and  75%  within 
three  years. 
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HCFA  also  has  several  plans  for  increasing  the  use  of  electronic 
submissions  including:  providing  low  cost  or  free  software  to 
providers  who  wish  to  file  claims  electronically;  working  with  the 
American  National  Standards  Institute  (ANSI)  to  develop  a  universally 
accepted  standard  electronic  transmission  format  for  electronic 
claims;  and  serving  as  an  observer  to  the  Workgroup  on  Electronic 
Data  Interchange,  charged  with  increasing  the  amount  of  claims  filed 
electronically . 

HCFA  recently  began  a  demonstration  project  to  send  remittance 
advice  and  payment  to  hospitals  who  file  their  claims  electronically. 
The  ability  to  receive  payment  and  remittance  information 
electronically  is  very  beneficial  to  hospitals  and  should  be  a  good 
incentive  to  file  claims  electronically. 

Mr.  McDade:    Has  HCFA  funded  any  demonstration  projects  to  test 
the  feasibility  and  cost  effectiveness  of  Smart  Card  technologies?  If 
so,  please  provide  a  few  examples. 

Secretary  Sullivan:    While  HCFA  has  not  directly  financed  any 
Smart  Card  demonstration  programs,  they  have  participated  in  the 
development  of  card  systems  implemented  in  several  State  Medicaid 
programs.    For  example,  the  New  York  State  Department  of  Social 
Services  has  implemented  an  Electronic  Medicaid  Eligibility 
Verification  System  (EMEVS) .    EMEVS  is  based  on  the  concept  that 
Medicaid  recipients  will  present  a  magnetic  stripe  identification 
card  for  an  electronic  eligibility  check  at  the  point  of  service. 
The  system  enables  the  approximately  50,000  providers  serving 
2.2  million  New  York  Medicaid  recipients  to  have  access,  24  hours-a- 
day,  7  days-a-week  to  a  computerized  eligibility  database  to  obtain 
specific  information  pertaining  to  individual  recipients.  Savings 
from  the  program  are  estimated  at  $25  to  $30  million  annually. 

Similar  systems  are  implemented  or  proposed  for  Massachusetts, 
Arkansas,  New  Jersey,  and  Pennsylvania. 

Additionally,  one  of  the  charges  of  the  Workgroup  on  Electronic 
Data  Interchange  is  to  make  recommendations  on  what  the  Federal 
Government  and  other  key  players  can  do  to  facilitate  electronic  data 
interchange,  presumably  including  the  application  of  Smart  Cards. 

Mr.  McDade:    How  are  standards  of  confidentiality  maintained 
when  using  the  Smart  Card  technology? 

Secretary  Sullivan:    While  it  is  difficult  to  respond  directly 
to  your  question  absent  an  implemented  Smart  Card  system,  please  be 
assured  that  maintaining  patient  confidentiality  is  the  primary 
concern  when  discussing  applications  of  smart  card  technology. 

PREVENTIVE  HEALTH  PROGRAMS 

Mr.  Pursell:    Disease  prevention  is  something  I  have  long  held 
as  being  an  important  part  of  health  care.    What  are  the  programs 
that  are  aimed  at  prevention  and  how  does  their  implementation  affect 
the  health  of  our  citizens? 

Secretary  Sullivan:  For  me,  too,  the  emphasis  on  prevention  has 
been  one  of  my  highest  personal  priorities  for  this  Department,  and  I 
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have  constantly  advocated  it  as  a  cornerstone  of  ray  health  agenda.  I 
was  delighted  that,  for  the  second  year  in  a  row,  the  1993 
President's  Budget  devoted  an  entire  chapter  to  highlighting 
"prevention"  activities. 

Our  request  for  1993  includes  nearly  $8.7  billion  for  prevention 
activities  throughout  HHS.    This  is  an  increase  of  $597  million,  or 
7%,  above  1992,  and  an  increase  of  $3.1  billion,  or  56%,  since  1989. 

Programs  aimed  at  disease  prevention  and  health  promotion  exist 
throughout  the  Department  and  include,  for  example,  all  activities  of 
the  Centers  for  Disease  Control  (CDC) ,  which  has  significant 
increases  proposed  in  the  1993  budget  targeted  to  childhood 
immunization  and  lead  poisoning  prevention,  breast  and  cervical 
cancer  prevention,  smoking  cessation,  and  tuberculosis  elimination. 
The  Office  of  the  Assistant  Secretary  for  Health  (OASH)  also  supports 
several  special  health  initiatives  which  are  primarily  prevention- 
oriented  in  the  areas  of  physical  fitness  and  sports,  minority 
health,  disease  prevention  and  health  promotion,  and  coordination  of 
national  AIDS  and  vaccine  efforts. 

The  Health  Care  Financing  Ai±tiinistration  (HCFA) ,  pays  for 
several  preventive  health  services  for  its  beneficiaries,  such  as 
irBramograms  and  pap  smears  for  women  eligible  for  Medicare,  and  early 
periodic  screening,  diagnosis,  and  treatment  (EPSDT)  for  children 
under  Medicaid.    Other  health  care  services  supported  through  the 
Maternal  and  Child  Health  Block  Grant,  the  Healthy  Start  program,  and 
others  in  the  Health  Resources  and  Services  Administration  (HRSA) 
have  strong  preventive  health  components. 

The  National  Institutes  of  Health  (NIH)  and  the  Alcohol,  Drug 
Abuse  and  Mental  Health  Administration  (ADAMHA)  spend  significant 
sums  on  biomedical  research  on  prevention  therapies  and  strategies, 
while  ADAMHA  also  supports  substance  abuse  prevention  efforts  in  the 
States.    Efforts  of  the  Food  and  Drug  Administration  (FDA)  are 
directed  to  preventing  disease  by  protecting  the  purity  of  foods  and 
the  safety  and  efficacy  of  drugs  and  medical  devices. 

In  addition,  the  Administration  on  Aging  (AoA)  supports 
nutritional  aid  and  other  preventive  health  services  for  the  elderly, 
while  the  Head  Start  program  under  the  Administration  for  Children 
and  Families  (ACF)  is  also  a  source  for  nutrition  and  preventive 
health  services  for  enrolled  children. 

The  implementation  of  prevention  programs  is  very  cost- 
effective.    These  programs  can  save  lives,  save  billions  of  dollars 
in  health  care  costs,  and  improve  the  quality  of  life  for  all 
Americans. 

Mr.  Pursell:  What  are  the  programs  that  emphasize  preventative 
care  in  our  elderly,  minorities,  and  women? 

Secretary  Sullivan:    The  elderly,  minorities,  and  women  benefit 
either  directly  or  indirectly  from  nearly  all  of  the  prevention 
programs  discussed  above.    Several  of  the  prevention  programs  do, 
though,  have  at  least  one  of  these  population  subgroups  as  its 
primary  target  or  beneficiary  of  its  services.    For  example, 
HCFA/Medicare  financing  of  breast  and  cervical  cancer  screenings 
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benefits  primarily  elderly  women.    The  CDC  Breast  and  Cervical  Cancer 
Prevention  Program  is  not  limited  to  elderly  women,  but  is  available 
to  all  lew-income  women  who  lack  other  private  or  public 
reimbursement  means.    The  elderly  are  the  targeted  recipients  of 
AoA's  nutrition  program  of  congregate  and  home-delivered  meals,  and 
the  new  elderly  preventive  health  services  program. 

To  the  extent  that  minorities  are  disproportionately  impacted  by 
specific  health  problems,  such  as  infant  mortality,  substance  abuse, 
and  hypertension,  our  efforts  to  prevent  such  conditions  are  largely 
serving  minority  populations,  even  though  many  of  these  programs  are 
not  just    "categorical"  minority  programs.    Some  programs,  such  as 
OASH's  Office  of  Minority  Health,  some  of  CDC's  HIV/AIDS  prevention 
and  education  projects,  and  preventive  health  activities  of  the 
Indian  Health  Service  (3HS)  are  explicitly  targeted  toward 
minorities.    We  also  expect  that  the  minority  health  initiative  and 
the  women's  health  study  of  NIH  will  examine  opportunities  and 
strategies  for  better  preventing  diseases  more  prevalent  among  these 
two  groups. 

Mr.  Pursell:  I  believe  that  individual's  lifestyles  and  health 
patterns  are  developed  very  early  in  life.  What  programs  stress  the 
importance  of  prevention  to  our  youths? 

Secretary  Sullivan:    Again,  many  of  the  prevention  programs 
throughout  the  Department  are  intended  to  influence  the  health 
behaviors  of  our  youths,  as  well  as  delivering  prevention  messages  to 
the  general  public.    Some  of  these,  such  as  substance  abuse 
education,  smoking  prevention,  HIV/AIDS  prevention  education, 
physical  fitness  and  sports,  adolescent  family  life,  minority  male 
violence  prevention,  injury  control,  other  school  health  education 
activities,  and  Head  Start  health  and  nutrition  services,  do  often 
support  particular  State  or  local  projects  focused  primarily  on 
educating  children  or  adolescents. 

ENTITLEMENT  PROGRAMS 

Mr.  Pursell:    The  fastest  growing  component  of  the  budget  and, 
by  far,  the  largest  area  of  the  budget  are  the  various  entitlement 
programs.    In  fact,  entitlement  programs  account  for  24.7%  of  the 
FY  1993  HHS  budget.    I  understand  that  Medicaid  has  averaged  a  26% 
rate  of  growth  per  year  over  the  past  several  years.    How  do  you 
propose  controlling  this  unsustainable  increase? 

Secretary  Sullivan:    A  large  portion  of  this  growth  comes  from 
numerous  Congress ional ly  mandated  expansions  in  recent  years  such  as 
the  mandatory  coverage  of  pregnant  women  up  to  133  percent  of  poverty 
that  have  increased  the  number  of  Medicaid  eligibles,  increases  in 
disproportionate  share  payments  to  providers  and  State  financing 
schemes  such  as  taxes  and  donations  plans. 

In  response  to  the  growing  costs  and  needs  of  the  Medicaid 
population  we  are  promoting  the  use  of  coordinated  care  options  to 
States.    Through  the  use  of  HMOs  and  primary  care  case  management 
programs,  preventive  care,  pre-natal  care  and  primary  care  can  be 
offered  on  a  regular  basis.    Coordinated  care  would  significantly 
reduce: 
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•  the  use  of  expensive  emergency  room  visits, 

•  the  need  for  lengthy  and  costly  hospitalizations, 

•  the  need  for  high  technology  medical  treatments  and; 

•  the  need  for  neo-natal  intensive  care. 

High  costs  would  be  greatly  reduced  by  increasing  access  to 
primary  care  so  that  treatment  will  not  have  to  be  delayed  or  occur 
in  an  emergency  room  at  a  much  higher  cost  to  the  government  and  the 
individuals.    Hie  Administration  believes  that  coordinated  care  would 
provide  effective  and  affordable  health  care  for  the  public  and 
provide  considerable  savings  for  government. 

Recently  enacted  legislation  on  provider  donations  and  taxes 
should  also  help  moderate  the  rate  of  growth. 

INFANT  MORTALITY 

Mr.  Pursell:    One  of  the  devastating  areas  of  health  care  that 
affects  particularly  our  urban  centers  is  the  tragic  frequency  of 
infant  mortality.    Please  describe  to  us  your  efforts  to  alter  this 
problem  through  the  Healthy  Start  Program. 

Secretary  Sullivan:    To  attack  the  excessively  high  infant 
mortality  rate  in  the  15  Healthy  Start  communities,  the  $143  million 
program  in  FY  1993  has  adopted  5  principles: 

1)  innovation  of  service  delivery, 

2)  coranunity  commitment, 

3)  increased  access, 

4)  integration  of  medical  and  social  services,  and 

5)  multi-agency  participation. 

By  providing  the  communities  with  unprecedented  levels  of 
resources,  endorsing  cxxnmunity  flexibility  and  empowering  conmunities 
to  tailor  a  comprehensive  strategies  to  the  particular  needs  of  the 
conmunity,  we  hope  to  cut  the  infant  mortality  rate  in  half  over  a 
five  year  period. 

Mr.  Pursell:    What  is  the  mix  of  urban  and  rural  centers  in 
Healthy  Start? 

Secretary  Sullivan:    Of  the  15  Healthy  Start  projects  13  are 
urban  and  two  are  rural. 

BIOMEDICAL  RESEARCH 

Mr.  Pursell:    As  you  know,  I  am  a  strong  supporter  of  biomedical 
research.    Through  our  research  cxarimunity  and  the  NTH  I  feel  that  we 
can  continue  to  make  tremendous  strides  at  combating  disease  such  as 
cancer,  AIDS,  and  heart  disease.    What  role  do  you  see  for  biomedical 
research  in  the  budget? 

Secretary  Sullivan:    I  share  you  admiration  and  support  for 
biomedical  research.    As  evidenced  by  the  priority  given  biomedical 
and  behavioral  research  in  the  request,    I  believe  it  is  essential  to 
the  future  of  this  country  to  continue  our  strong  investment  in  this 
arena  with  its  important  contributions  both  to  the  health  of  our 
people  and  the  economy  of  our  Nation. 
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Mr.  Pursell:    Hew  much  of  the  1993  HHS  Budget  is  requested  as 
delayed  obligations?    Which  programs  are  funded  with  delayed 
obligations? 

Secretary  Sullivan:    The  amount  of  delayed  obligations  for  1993 
total  $3,237,466,000,  compared  with  $2,804,447,000  in  the  1992 
Appropriations  Bill.    This  is  an  increase  of  $433,019  from  1992. 

A  table  with  the  information  follows: 

(In  thousands  of  dollars) 

Agency/Program  1992  1993 

PHS: 
HRSA: 


Community  Health  Centers. . 

$55, 

000 

$55, 

000 

Healthy  Start  

25, 

000 

25, 

000 

100, 

000 

100, 

000 

CDC  

134, 

000 

134, 

000 

NIH  

575, 

000 

619, 

000 

ADAMHA  

164, 

100 

164, 

100 

SSA  

80, 

000 

80, 

000 

ACF: 

ORR  

116, 

616 

116, 

616 

CCS  

29, 

124 

T.THKAP  

405, 

607 

798, 

750 

825, 

000 

850, 

000 

Head  Start  

250, 

000 

250, 

000 

Comprehensive  Child  Develop. 

25, 

000 

25, 

000 

TOTAL 

$2,804, 

447 

$3,237, 

466 

STATE  LEGALIZATION  IMPACT  ASSISTANCE  GRANTS 


Mr.  Porter:    Dr.  Sullivan,  I  am  very  concerned  about  the 
direction  our  refugee  program  is  taking.    Are  we  expecting  fewer 
refugees  in  1993? 

Secretary  Sullivan:    The  State  Department  is  currently 
estimating  122,000  publicly  funded  refugee  arrivals  in  1993,  10,000 
fewer  than  the  ceiling  of  132,000  established  for  FY  1992.    The  final 
level  of  refugees  to  be  admitted  in  FY  1993  will  be  determined  in 
consultation  with  the  Congress  later  in  the  year. 

Mr.  Porter:    You  propose  to  level  fund  the  refugee  program  with 
the  exception  of  the  cash  and  medical  account.    This  account  has  been 
repeatedly  cut  over  the  last  several  years  to  the  point  where  it  will 
offer  virtually  no  help  to  the  States  in  1993  if  we  adopt  your 
recommendation . 

As  I  understand  it,  cash  and  medical  benefits,  which  were 
originally  provided  for  24  months,  would  be  cut  back  to  four  months 
and  would  only  be  available  to  unacconpanied  minors.    How  do  you 
justify  dumping  the  remaining  responsibility  on  the  States,  many  of 
whom  simply  can't  make  up  the  difference? 

Secretary  Sullivan:    Cash  and  medical  assistance  will  continue 
for  the  entire  fiscal  year  for  refugee  children  who  enter  the  U.S. 
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unacxxxnpanied  by  an  adult.    In  addition,  refugees  will  continue  to  be 
eligible  for  AFDC,  Medicaid  and  SSI  on  the  same  basis  as  other  U.S. 
residents.    The  SSI  program  is  completely  federally  funded,  and  AFDC 
and  Medicaid  are  at  least  50%  federally  matched. 

Refugees  who  are  not  eligible  for  these  programs  will  receive 
assistance  through  the  voluntary  resettlement  agencies  (VDIAGS)  which 
will  receive  a  90%  increase  in  FY  1993,  from  $9  million  in  1992  to 
$74  million  in  1993,  under  the  budget  request.    This  program  will 
provide  approximately  6  to  7  months  of  assistance  to  refugees  most  at 
risk.    If  this  funding  were  provided  through  the  current  State- 
administered  program,  it  would  provide  assistance  for  less  than  two 
months. 

Finally,  in  1993,  we  are  establishing  a  new  program,  at  a  level 
of  $20  million,  to  provide  medical  assistance  for  needy  refugees  who 
are  not  eligible  for  Medicaid. 

Mr.  Porter:    What  will  happen  to  these  refugees  in  States  that 
can't  make  up  the  federal  shortfall? 

Secretary  Sullivan:    We  believe  that  this  new  initiative  of 
providing  cash  assistance  through  the  voluntary  agencies  wil  greatly 
benefit  the  States.    Our  experience  has  shown  that  a  strong  link 
between  providing  cash  assistance  and  case  management  is  essential  to 
encouraging  newly  arrived  refugees  to  quickly  gain  employment. 

All  refugees  will  continue  to  be  eligible  for  AFDC,  Medicaid  and 
SSI  on  the  same  basis  as  other  U.S.  residents.    In  addition,  needy 
refugees  will  receive  assistance  through  the  voluntary  resettlement 
agencies  (VOIAGS)  which  will  receive  a  90%  increase  in  1993,  from  $39 
million  in  1992  to  $74  million  in  1993,  under  the  budget  request. 

SMOKING  AND  HEAITH 

Mr.  Porter:    Dr.  Sullivan,  I  want  to  commend  you  for  the  stance 
you  have  taken  on  smoking.    It  is  a  difficult  proposition  to  convince 
people  to  quit  smoking  or  using  smokeless  tobacco.    But  can  we 
realistically  expect  to  make  great  progress  in  changing  people's 
behavior?    How  much  progress  is  HHS  making  in  reducing  smoking  in 
this  country?    How  can  we  make  better  progress  in  the  future? 

Secretary  Sullivan:    I  do  believe  that  it  is  possible  to  change 
people's  behavior  with  respect  to  smoking  or  using  smokeless  tobacco. 
Since  the  first  Surgeon  General's  report  in  1964,  the  Nation's  health 
education  campaign  against  smoking  has  helped  lead  to  a  nearly  30% 
reduction  in  the  prevalence  of  smoking.    This  has  occurred  despite 
the  addictive  nature  of  tobacco  and  powerful  economic  forces 
promoting  its  use.    Over  40  controlled  clinical    trials  have  examined 
various  combinations  of  smoking  cessation  counseling,  educational 
literature  distribution,  and  nicotine  replacement  therapy.  These 
studies  have  shown  that  these  efforts  can  succeed  in  helping  up  to 
40%  of  smokers  quit.    The  FY  1993  President's  budget  requests  an 
additional  $3  million  for  CDC's  Office  of  Smoking  and  Health,  for  a 
total  of  $10.7  million,  to  expand  the  use  of  smoking  cessation 
programs  that  have  proven  their  success  and  to  direct  particular 
attention  to  groups  at  special  risk,  such  as  pregnant  women, 
children,  and  adolescents. 
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ADAMKA  REORGAOTZATTON 

Mr.  Porter:    Mr.  Secretary,  you  have  proposed  to  reorganize  the 
Alcohol,  Drug  Abuse  and  Mental  Health  Administration  (ADAMHA)  by 
moving  the  research  functions  including  the  NIAAA,  NIDA,  and  NIMH 
into  the  National  Institutes  of  Health,  and  retaining  the  service 
functions  at  ADAMHA. 

I  know  you  have  submitted  legislation  to  accomplish  the 
reorganization.    Are  you  still  committed  to  this  proposal?    What  is 
the  current  status  of  this  effort? 

Secretary  Sullivan:    The  Department  remains  committed  to 
reorganizing  the  Alcohol  Drug  Abuse  and  Mental  Health  Administration, 
joining  the  research  components  with  the  National  Institutes  of 
Health  and  creating  a  new  agency  to  focus  attention  on  the  treatment 
and  prevention  of  substance  abuse  and  mental  disorders.  Currently, 
we  are  waiting  for  Congressional  approval. 

BONE  MARROW  DONOR  PROGRAM 

Mr.  Young:    Mr.  Secretary,  last  month  we  participated  in  a 
program  together  to  kick  off  an  intensive  minority  donor  recruitment 
drive  in  our  Nation's  Capital.    M though  it  has  only  been  four  weeks, 
the  initial  response  is  very  positive  and  similar  drives  have  been 
kicked  off  in  a  number  of  other  major  cities.    The  National  Marrow 
Donor  Registry  has  just  topped  500,000  volunteers  and  continues  to 
increase  at  the  rate  of  20,000  per  month,  but  we  still  need  to  do  a 
better  job  of  minority  recruitment.    What  suggestions  do  you  have 
that  would  help  us  to  better  target  our  message  to  potential  minority 
donors? 

Secretary  Sullivan:    There  are  a  number  of  actions  we  intend  to 
take  to  increase  minority  participation  including:  sponsoring 
training  workshops  for  marrow  donor  centers  in  corimunities  with  large 
minority  populations  regarding  targeted  recruitment  of  minority 
donors,  working  with  the  National  Medical  Association  to  explore 
additional  ways  of  improving  the  recruitment  of  minorities  into  the 
national  registry,  and  developing  a  variety  of  recruitment  materials 
targeted  to  Blacks  and  Hispanics. 

Mr.  Young:    Mr.  Secretary,  despite  the  miraculous  growth  of  the 
National  Marrow  Donor  Program,  there  still  are  many  physicians  that 
still  do  not  know  that  unrelated  marrow  transplantation  is  a 
recognized  cure  for  leukemia  and  more  than  60  otherwise  fatal  blood 
disorders.    Because  you  are  hematologist,  I  wonder  if  you  might  have 
some  suggestions  on  how  we  can  do  a  better  job  of  getting  information 
out  to  these  doctors  about  the  revolutionary  breakthroughs  that  have 
occurred  in  marrow  transplantation,  especially  with  the  rapid  growth 
of  the  national  registry.    Are  there  federal  agencies  outside  of  the 
National  Institutes  of  Health  that  can  help  us  cxsmmunicate  our 
message  to  physicians? 

Secretary  Sullivan:    All  of  the  federal  agencies  with  a  health 
or  medical  mission,  communicate  and  interact  very  effectively  on 
technology  changes  and  other  use  of  new  techniques.    The  agencies  I 
am  referring  to  include  the  Department  of  Veterans  Affairs, 
Department  of  Defense,  the  Department  of  Energy,  and  the  Indian 
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Health  Service.    Another  traditional  source  for  getting  the  message 
out  are  the  associations  and  journals  that  all  health  professionals 
rely  upon  for  insight  on  new  procedures  and  recent  medical  break- 
throughs. 

HCFA'S  CONTINGENCY  FUND 

Mr.  ^pung:    Mr.  Secretary,  during  our  conference  on  the  1992 
health  appropriations  bill,  there  was  specific  concern  about  the 
potential  that  Medicare  contractors  would  have  to  eliminate  toll  free 
telephone  service  for  beneficiaries.    Our  Committee  directed  in  the 
bill  that  the  Department  expedite  the  release  of  the  Health  Care 
Financing  Admirdstration's  contingency  funds  if  required  to  avert  the 
elimination  of  this  service.    What  is  the  status  of  the  release  of 
these  funds  and  the  toll-free  telephone  service? 

Secretary  Sullivan:    The  Administration  has  released 
$68.8  million  from  the  FY  1992  Medicare  Contractor  contingency  fund. 
Approximately  $22  million  of  this  funding  will  be  used  to  assure 
continuation  of  toll-free  telephone  service  to  beneficiaries  for  the 
remainder  of  the  fiscal  year.    The  remaining  funds  will  be  used  for 
increasing  electronic  claims  processing  extraordinary  backlogs  in 
Medicare  Secondary  Payer  cases;  and  work  associated  with  Cosgrove  vs. 
Bowen  court  decision. 

NATIONAL  VACCINE  PROGRAM  OFFICE 

Mr.  Young:    Mr.  Secretary,  Our  Committee  in  the  1992  bill  made 
immunization  and  vaccine  programs  one  of  its  highest  priorities  and  I 
want  to  commend  you  and  President  Bush  for  your  efforts  earlier  this 
month  to  raise  the  Nation's  awareness  of  the  importance  of  our 
children  being  immunized  as  an  important  component  of  preventative 
medicine.    One  of  your  top  health  objectives  has  been  the  development 
of  improved  vaccines,  but  the  budget  requests  significantly  reduces 
funding  for  the  National  Vaccine  Program  which  coordinates  our 
Nation's  vaccine  production  and  delivery  programs.    What  was  your 
original  request  to  the  Office  and  Management  for  the  National 
Vaccine  Program  and  do  you  see  a  conflict  between  the  goals  of 
developing  improved  vaccines  but  reduced  expenditures  for  the 
National  Vaccine  Program? 

Secretary  Sullivan:    I  do  not  see  a  contradiction  because 
vaccine  research  is  carried  out  by  the  National  Institutes  of  Health, 
the  Centers  for  Disease  Control,  and  the  Food  and  Drug 
Administration,  and  only  to  a  very  limited  degree  by  the  National 
Vaccine  Program  Office  (NVPO) .    Vaccine  research  currently  supported 
by  NVPO  (development  of  an  acellular  pertussis  vaccine)  will  be 
shifted  to  the  National  Institutes  of  Health  and  the  Centers  for 
Disease  Control.    The  FY  1993  funding  request  is  sufficient  for  the 
National  Vaccine  Program  Office  to  carry  out  its  important  role  in 
coordinating  and  facilitating  federal  vaccine  activities.  The 
Department's  total  request  for  vaccine  funding  in  the  President's 
Budget  is  $59  million  (+11%)  more  than  in  FY  1992.    Our  original  FY 
1993  request  to  the  Office  of  Management  and  Budget  was  $2.8  million, 
the  same  amount  as  in  the  President's  Budget. 
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PEDIATRIC  EMERGENCY  MEDICAL  SERVICES 

Mr.  Young:    Mr.  Secretary,  U.S.  News  and  World  Report,  in  a 
cover  story  last  month,  highlighted  the  life-threatening  shortage  of 
emergency  medical  services  for  children.    Our  Committee  has  strongly 
supported  the  Pediatric  Emergency  Medical  Services  Program  but  the 
budget  requests  no  funding  for  it  this  year.    Do  you  see  a  national 
problem  in  ill-equipped  and  under-trained  hospitals  available  to 
treat  children's  emergency  medical  cases  and  how  can  you  address  this 
problem  if  there  is  no  funding  for  the  pediatric  emergency  medical 
services  program? 

Secretary  Sullivan:    I  am  not  aware  of  a  severe  national 
shortage  of  equipment  and  personnel  to  care  for  children's  emergency 
medical  cases.    On  the  other  hand,  I  realize  that  there  may  be 
regional  variances  in  the  quality  and  quantity  of  specialized 
emergency  medical  services  available  for  children.    Our  decision  to 
not  seek  further  funding  in  FY  1993  for  the  pediatric  program, 
however,  is  reflective  of  the  type  of  choices  that  must  be  made  under 
the  tight  controls  of  the  Budget  Enforcement  Act.    I  will  point  out 
however,  that  these  projects  were  demonstration  efforts  and  that  we 
would  encourage  States  to  continue  or  replicate  these  demonstrations, 
as  needed,  through  the  $135  million  preventive  health  block  grant. 

RURAL  HEALTH  CARE 

Mr.  Vin  Weber:    When  it  comes  to  rural  health  care,  the 
Department  of  Health  and  Human  Services  proposed  budget  is 
schizophrenic.    Both  the  President's  health  care  reform  proposal  and 
the  proposed  budget  state  that  expanding  access  to  care  in 
underserved  areas  is  a  high  priority. 

This  priority  is  reflected  in  substantial  increases  in  funding 
for  the  National  Health  Service  Corps  and  Community  and  Migrant 
Health  Centers,  but  other  important  rural  programs  are  gutted. 

Rural  hospitals  and  communities,  for  example,  are  struggling  to 
diversify  and  coordinate  services  and  form  local  and  regional 
networks  of  care.    The  Rural  Health  Care  Transition  Grant  and 
Outreach  Grant  programs  have  provided  valuable  assistance  to 
hospitals  and  communities  for  these  purposes.    What  is  the  rationale, 
then,  for  elindnating  funding  for  these  programs  and  for  the  Primary 
Care/Essential  Access  grant  program? 

Secretary  Sullivan:    Although  the  Administration  believes  that 
these  programs  have  value  in  providing  continued  access  to  care  for 
Medicare  beneficiaries  in  rural  areas,  severe  budget  constraints  made 
it  necessary  to  prioritize  among  programs.    Both  programs  received 
funding  for  the  past  several  years,  making  it  possible  for  many  rural 
health  facilities  to  continue  to  provide  high-quality  care  to 
beneficiaries.    The  rural  health  transition  grants  met  their  intended 
purpose  by  allowing  many  rural  hospitals  to  successfully  convert  or 
restructure  their  operations  to  provide  more  efficient  and  effective 
care,  including  conversion  to  another  type  of  health  care  facility. 
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Mr.  Vin  Weber:    Many  rural  areas  are  experiencing  a  growing 
shortage  of  primary  care  providers,  including  family  physicians, 
dentists,  nurse,  physician  assistants,  and  allied  health 
professionals . 

What  is  the  rationale  for  the  budget's  elimination  of  funding 
for  most  of  the  Title  VII  health  professions  education  programs 
providing  support  to  programs  and  students  in  these  disciplines? 

Secretary  Sullivan:    The  FY  1993  budget  focuses  resources  on 
recipients  of  the  awards,  not  the  specialty  they  may  choose.  The 
budget  does  not  provide  resources  for  broad-based  categorical  health 
professions  training  programs.    The  Department,  through  HCFA,  is 
taking  other  actions  to  address  you  concern.    As  of  January  1,  1992, 
HCFA  is  implementing  the  Resource  Based  Relative  Value  Scale  (RBRVS) 
which  switches  the  emphasis  from  procedurally  based  specialization  to 
primary  care. 

Mr.  Vin  Weber:    The  Rural  Health  Clinic  program  holds  great 
promise  for  meeting  the  health  care  needs  of  rural  America.    Yet  I 
find  in  talking  with  rural  hospital  administrators  and  especially 
with  local  community  leaders  that  few  are  aware  of  this  program. 
What  is  the  Department  doing  to  publicize  this  program? 

Secretary  Sullivan:    The  Federal  Office  of  Rural  Health  Policy 
(ORHP)  and  the  Health  Care  Financing  Administration  (HCFA)  have  both 
published  materials  which  have  been  widely  disseminated  to  States  and 
rural  providers.    In  addition,  each  HCFA  regional  office  has  one 
individual  dedicated  to  providing  technical  assistance  to  potential 
rural  health  clinic  candidates.    As  a  result  of  these  efforts,  the 
number  of  rural  health  clinics  has  significantly  increased  over  the 
past  two  years. 

Mr.  Vin  Weber:    Has  the  Department  considered  a  joint  agreement 
with  the  Department  of  Agriculture  to  use  the  Extension  Service  to 
disseminate  information  about  this  and  other  rural  health  programs? 

Secretary  Sullivan:    The  Federal  Office  of  Rural  Health  Policy 
has  developed  a  working  relationship  with  the  Extension  Service, 
USDA,  that  includes  the  dissemination  of  information  about  rural 
health  programs.    The  Office  is  currently  assisting  Cooperative 
Extension  in  the  development  of  a  health  agenda,  and  both  agencies 
are  actively  exploring  substantive  ways  they  can  work  together  more 
closely. 

COMMUNITY  HEALTH  CENTERS 

Mr.  Vin  Weber:    Over  the  last  several  years,  we  have 
substantially  increased  funding  for  the  (jommunity  Health  Center 
program.    Has  this  increase  been  sufficient  to  allow  new  Centers  to 
be  established?    If  so,  please  identify  these  new  centers  and  whether 
they  are  located  in  rural  or  urban  areas. 

Secretary  Sullivan:    In  FY  1991,  four  new  Community  Health 
Centers  and  10  satellite  clinics  were  established  with  the  increased 
funding  for  the  Community  and  Migrant  Health  Centers  program,  for  a 
total  of  14  new  sites.    We  estimate  that  the  FY  1992  increase  will 
fund  approximately  125  additional  health  care  sites.    The  location  of 
the  new  FY  1991  centers  follows: 


53-634  0—92  6 
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FY  1991  New  Community  Health  Center  Awards; 

Oaonminity  Medical  Foundation,  Rock  Hill,  SC 
Greenville  Oanmunity  Health  Center,  Greenville,  SC 
Eden  Park,  Baton  Rouge,  LA 

Siouxland  Community  Health  Center,  Sioux  City,  IA 

FY  1991  Satellite  Clinic  Awards; 

Migrant  and  Rural  C3ommunity  Health  Association,  Bangor,  MI 

Brooklyn  Plaza  Medical  Center,  Brooklyn,  NY 

Clinica  de  Salud,  Salinas,  CA 

Rankin  Health  Center,  Brandon,  MS 

Syracuse  Community  Health  Center,  Syracuse,  NY 

Cincinnati  Health  Network,  Cincinnati,  OH 

Franklin  Memorial  Primary  Health  Center,  Mobile,  AL 

Mainline  Health  Systems,  Portland,  AR 

Cabun  Rural  Health  Services,  Hampton,  AR 

Northeast  Mississippi  Health  Care,  Byhalia,  MS 


NATIONAL  HEALTH  SERVICE  CORPS 


Mr.  Vin  Weber;    We  have  also  increased  funding  for  the  National 
Health  Service  Corps  Scholarship  program.    Please  provide  me  with 
information  about  the  number  of  scholarships  awarded  in  1990,  1991, 
and,  to  date,  in  1992.    Please  provide  me  with  a  list  of  the  medical 
schools  these  scholars  are  attending. 

Secretary  Sullivan;    The  National  Health  Service  Corp  awarded  75 
scholarships  in  FY  1990,  439  in  FY  1991,  and  anticipates  awarding  460 
in  FY  1992.    At  this  time,  we  have  not  awarded  any  of  the  FY  1992 
scholarships. 

The  following  is  a  list  of  medical  schools  attended  by  National 
Health  Service  Corps  scholars; 


Alabama 

University  of  Alabama  School  of  Medicine 


Birmingham 


Arizona 

University  of  Arizona  College  of  Medicine 

California 

Loma  Linda  University  School  of  Medicine 
Stanford  University  School  of  Medicine 
Univ.  of  Cal.  Irvine  College  of  Medicine 
Univ.  of  Cal.  Los  Angeles  School  of  Medicine 
Univ.  of  California  San  Diego  School  of  Medicine 
Univ.  of  Southern  Cal.  School  of  Medicine 
College  of  Osteopathic  Medicine  of  the  Pacific 


Tucson 


Loma  Linda 

Stanford 

Irvine 

Los  Angeles 

La  Jolla 

Los  Angeles 

Pomona 


Colorado 

University  of  Colorado  School  of  Medicine 


Denver 


Connecticut 

Yale  University  School  of  Medicine 


New  Haven 


161 


District  of  Columbia 

George  Washington  University  School  of  Medicine  Washington 

Georgetown  University  School  of  Medicine  Washington 

Howard  University  College  of  Medicine  Washington 

Florida 

University  of  Miami  School  of  Medicine  Miami 

Southeastern  College  of  Osteopathic  Medicine  N.  Miami  Be. 

Georgia 

Mercer  University  Southern  School  of  Medicine  Macon 

Morehouse  School  of  Medicine  Atlanta 


Hawaii 

University 


of  Hawaii  School  of  Medicine 


Honolulu 


Illinois 

Loyola  Univ.  of  Chicago  Stritch  School  of  Med.  Maywood 

Northwestern  University  Medical  School  Chicago 

Rush  University  -  Medical  Chicago 

University  of  Chicago  Pritzker  School  of  Med.  Chicago 

Chicago  College  of  Osteopathic  Medicine  Chicago 

Univ.  of  Health  Sciences  Chicago  Med.  School  Chicago 

Univ.  of  Illinois  Rockford  Medical  School  Rockford 

Univ.  of  Illinois  Urbana  Medical  School  Ubana 


Indiana 

Indiana  University  School  of  Medicine 


Indianapolis 


Iowa 


University  of  Iowa  College  of  Medicine 
Univ.  of  Health  Sciences  Coll.  of  Osteo. 


Med. 


Iowa  City 
Des  Moines 


Kansas 

University  of  Kansas  School  of  Medicine 


Kansas  City 


Kentucky 

University  of  Kentucky  College  of  Medicine  Lexington 
University  of  Louisville  School  of  Medicine  Louisville 

Louisiana 

Louisiana  State  Univ.  Sen.  of  Med.  New  Orleans  New  Orleans 
Tulane  University  School  of  Medicine  New  Orleans 

Maine 

Univ.  of  New  England  College  of  Osteopathic  Med.  Biddeford 
Maryland 

Johns  Hopkins  University  School  of  Medicine  Baltimore 
University  of  Maryland  School  of  Medicine  Baltimore 


Massachusetts 

Boston  University  School  of  Medicine 
Harvard  Medical  School 
Tufts  University  School  of  Medicine 
University  of  Massachusetts  Medical  School 


Boston 
Boston 
Boston 
Worcester 
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Michigan 

Michigan  State  University  College  of  Human  Med.  East  Lansing 

University  of  Michigan  Medical  School  Ann  Arbor 

Wayne  State  University  School  of  Medicine  Detroit 

Michigan  State  Univ.  College  of  Osteopathic  Med.  East  Lansing 

Minnesota 

University  of  Minnesota  Duluth  Medical  School  Duluth 
Mississippi 

University  of  Mississippi  School  of  Medicine  Jackson 
Missouri 

St.  Louis  University  School  of  Medicine  St.  Louis 

University  of  Missouri  Columbia  School  of  Med.  Columbia 

Univ.  of  Missouri  Kansas  City  School  of  Medicine  Kansas  City 

Washington  University  School  of  Medicine  St.  Louis 

Kirksville  College  of  Osteopathic  Medicine  Kirksville 

The  University  of  the  Health  Science  Osteo.  Med.  Kansas  City 

Nebraska 

Creighton  University  School  of  Medicine  Omaha 

University  of  Nebraska  College  of  Medicine  Omaha 

New  Hampshire 

Dartmouth  Medical  School  Hanover 


New  Jersey 

Univ.  of  Medicine  &  Dentistry  of  NJ  NJ  Med.  Sci. 
Univ.  of  Med.  &  Dent,  of  NJ  RW  Johnson  Med.  Sci. 

New  Mexico 

University  of  New  Mexico  School  of  Med. 

New  York 

Albany  Medical  College  of  Union  University 

Albert  Einstein  College  of  Med.  of  Yeshiva  Univ. 

Columbia  Univ.  College  of  Physicians  and  Surgeons 

Mount  Sinai  School  of  Medicine  of  Cuny 

New  York  Medical  College 

SUNY  at  Buffalo  School  of  Medicine 

SUNY  Syracuse  Health  Sciences  Center 

NY  Inst,  of  Technology  (NY  College  of  Osteo.  Med.) 

North  Carolina 

Univ.  of  North  Carolina  School  of  Medicine 

North  Dakota 

University  of  North  Dakota  School  of  Medicine 


Newark 
Piscataway 


Albuquerque 


Albany 
Bronx 
New  York 
New  York 
Valhalla 
Buffalo 
Syracuse 
Old  Westbury 


Chapel  Hill 


Grand  Forks 


Ohio 


Case  Western  Reserve  University  School  of  Med.  Cleveland 

Medical  College  of  Ohio  at  Toledo  Toledo 

Northeastern  Ohio  University  College  of  Med.  Rootstown 

Ohio  State  University  College  of  Medicine  Columbau 

Wright  State  University  School  of  Medicine  Dayton 

Ohio  University  College  of  Osteopathisc  Med.  Athens 
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Oklahoma 

University  of  Oklahoma  School  of  Medicine 
Oklahoma  College  of  Osteopathic  Med.  and  Surgery 


Oklahoma  City 
Tulsa 


Oregon 

Oregon  Health  Sciences  University 


Medicine 


Pennsylvania 

Hahnemann  University  School  of  Medicine 
Jefferson  Med.  College  of  Thomas  Jefferson  Univ. 
Medical  College  of  Pennsylvania 
Pennsylvania  State  University  College  of  Med. 
Temple  University  School  of  Medicine 
University  of  Pennsylvania  School  of  Medicine 
University  of  Pittsburgh  School  of  Medicine 
Philadelphia  college  of  Osteopathic  Medicine 

Puerto  Rico 

Ponce  School  of  Medicine 

University  of  Del  Caribe  School  of  Medicine 

Rhode  Island 

Brown  University  Program  in  Medical  Sciences 

South  Carolina 

Medical  Univ.  of  S.  Carolina  College  of  Med. 
University  of  South  Carolina  School  of  Med. 

South  Dakota 

University  of  South  Dakota  School  of  Medicine 

Tennessee 

Meharry  Medical  College  School  of  Medicine 
University  of  Tennessee  College  of  Medicine 
Vanderbilt  University  School  of  Medicine 


Portland 


Philadelphia 

Philadelphia 

Philadelphia 

Hershey 

Philadelpia 

Philadelphia 

Pittsburgh 

Philadelphia 


Ponce 
Cayey 

Providence 

Charleston 
Dayton 

Vermillion 


Nashville 

Memphis 

Nashville 


Texas 


Baylor  College  of  Medicine 

Texas  Tech.  University  School  of  Medicine 
University  of  Texas  Med.  Branch  at  Galveston 
University  of  Texas  Med.  School  at  Houston 
Texas  College  of  Osteopathic  Medicine 


Houston 

Lubbock 
Galveston 
Houston 
Fort  Worth 


Utah 

University  of  Utah  College  of  Medicine 
Vermont 

University  of  Vermont  College  of  Medicine 
Virginia 

Virginia  (Commonwealth  Univ.  Med.  College  of  Va. 

West  Virgnina 

Marshall  University  School  of  Medicine 

West  Virginia  College  of  Osteopathic  Medicine 


Salt  Lk.  City 

Burlington 

Richmond 


Huntington 
Lewisburg 
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Wisconsin 

Medical  College  of  Wisconsin  Milwaukee 
University  of  Wisconsin  Medical  School  Madison 

LOW  INCOME  HOME  ENERGY  ASSISTANCE  PROGRAM 

Mr.  Vin  Weber:    The  Department's  budget  proposes  a  devastating 
29  percent  reduction  in  the  low  Income  Home  Energy  Assistance 
Program.    Instead  of  across-the-board  reductions  of  this  nature  which 
do  not  take  into  account  the  varying  regional  needs,  I  urge  you  to 
consider  convening  a  panel  to  discuss  the  future  of  KLHEAP  and  target 
assistance  to  energy-dependent  states  with  bitterly  cold  winters. 

Secretary  Sullivan:    The  State  allocation  formula  mandated  by 
the  UHEAP  statute  already  takes  into  consideration  regional 
differences  in  climate. 
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REPORT  ON  THE 
IMPACT  OF  FEDERAL  ABORTION  FUNDING  LIMITATIONS* 

FY  1993 


*Clerk's  Note:     The  full  text  of  this  report  is 
available  in  the  committee  files. 
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HEALTH  CARE  FINANCING  ADMINISTRATION 


ABORTIONS 


Part  I  -  Background 

HHS's  Appropriations  Acts  have  contained  restrictions  on  the  Department's  funding  of 
abortions  since  the  Appropriations  Act  for  FY  1977.  HHS  was  enjoined  by  a  Federal 
District  Court  from  enforcing  the  FY  1977  restrictions  until  August  4,  1977. 
Consequently,  the  Department  provided  funding  for  all  abortions  which  were  covered 
under  a  State's  plan  that  were  performed  through  that  date.  The  appropriations 
restrictions,  commonly  known  as  the  Hyde  Amendment  restrictions,  have  governed 
HHS's  funding  of  all  abortions  performed  after  August  4,  1977,  except  for  those 
abortions  performed  during  the  period  February  19  through  September  19,  1980. 
Federal  funding  was  available  for  all  medically  necessary  abortions  performed  during 
that  period  under  the  criteria  set  forth  by  the  District  Court  for  the  Eastern  District  of 
New  York  in  Harris  v.  McRae.  448  U.S.  297  (1980). 

The  following  excerpts  from  instructions  issued  by  HHS  set  forth  the  rules  under  which 
the  Department  has  funded  abortions  performed  after  August  4,  1977,  with  its 
appropriations  for  FY  1977  through  FY  1980. 

1.  For  abortions  performed  after  August  4.  1977.  and  for  which  funds 
appropriated  by  the  appropriations  act  for  FY  1977  or  the  continuing 
resolutions  which  appropriated  funds  through  December  1.  1977.  are  used  to 
pay  the  claim: 

w.  .  .  where  the  attending  physician,  based  on  his  or  her  professional  judgment, 
has  certified  in  writing  that  the  abortion  is  necessary  because  the  life  of  the 
mother  would  be  endangered  if  the  fetus  were  carried  to  term." 

2.  For  abortions  performed  after  August  4.  1977.  and  prior  to  February  14.  1978, 
and  for  which  funds  appropriated  bv  P.L.  95-205  (appropriations  act  for  FY 
1978^  or  P.L.  95-480  (appropriations  act  for  FY  1979^  are  used  to  pay  the 
claim: 


(a)    where  the  attending  physician,  based  on  his  or  her 
professional  judgment,  has  certified  in  writing  that  the 
abortion  is  necessary  because  the  life  of  the  mother 
would  be  endangered  if  the  fetus  were  carried  to  term; 


/ 

/ 
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(b)  where  two  physicians,  based  on  their  professional 
judgment,  have  certified  in  writing  that  severe  and  long 
lasting  physical  health  damage  to  the  mother  would 
result  if  the  pregnancy  were  carried  to  term;  or 

(c)  for  the  victims  of  rape  or  incest,  when  such  rape  or 
incest  has  been  reported  promptly  to  a  law  enforcement 
agency  or  public  health  service. 

The  Department  will  accept  any  reasonable  interpretation  of  those  provisions 
for  abortions  covered  under  paragraph  2. 

3.  For  abortions  performed  on  or  after  February  14.  1978.  and  prior  to  August 
21.  1978.  and  for  which  funds  appropriated  bv  P.L.  95-205  or  P.L.  95-480  are 
used  to  pay  the  claim: 

(a)  where  a  physician  has  found,  and  so  certified  in  writing 
to  the  State  agency,  that  on  the  basis  of  his  or  her 
professional  judgment,  the  life  of  the  mother  would  be 
endangered  if  the  fetus  were  carried  to  term; 

(b)  where  two  physicians  have  found,  and  both  certified  in 
writing  to  the  State  agency,  that  on  the  basis  of  their 
professional  judgment,  severe  and  long  lasting  physical 
health  damage  to  the  mother  would  result  if  the 
pregnancy  were  carried  to  term;  or 

(c)  for  the  victims  of  rape  or  incest,  if  the  State  agency  has 
received  signed  documentation  from  a  law  enforcement 
agency  or  public  health  service  stating  that: 

(i)  the  person  upon  whom  the  medical  procedure 
was  performed  was  reported,  within  sixty  (60) 
days  of  the  incident,  to  have  been  the  victim  of 
an  incident  of  rape  or  incest;  and 

(ii)  the  report  included  the  name,  address,  and 
signature  of  the  person  who  reported  the  rape  or 
incest. 
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For  abortions  performed  on  or  after  August  21.  1978.  and  for  which  funds 
appropriated  bv  P.L.  95-205  or  P.L.  95-408  are  used  to  pav  the  claim: 

(a)  where  a  physician  has  found,  and  certified  in  writing  to  the  State  agency, 
that  on  the  basis  of  his  or  her  professional  judgment,  the  life  of  the 
mother  would  be  endangered  if  the  fetus  were  carried  to  term.  The 
certification  must  contain  the  name  and  address  of  the  patient; 

(b)  where  two  physicians  have  found,  and  certified  in  writing  to  the  State 
agency,  that  on  the  basis  of  their  professional  judgment,  severe  and  long- 
lasting  physical  health  damage  to  the  mother  would  result  if  the 
pregnancy  were  carried  to  term.  The  certification  must  contain  the  name 
and  address  of  the  patient.  At  least  one  of  the  two  physicians  must  also 
certify  that  he  or  she  is  not  an  "interested  physician."  An  "interested 
physician"  is  one: 

(i)  whose  income  is  directly  or  indirectly  affected  by  the  fee  paid  for 
the  performance  of  the  abortion;  or 

(ii)  who  is  the  spouse  of,  or  another  relative  who  lives  with,  a 
physician  whose  income  is  directly  or  indirectly  affected  by  the  fee 
paid  for  the  performance  of  the  abortion;  or 

(c)  for  the  victims  of  rape  or  incest,  if  the  State  agency  has  received  signed 
documentation  from  a  law  enforcement  agency  or  public  health  service 
stating: 

(i)  that  the  person  upon  whom  the  medical  procedure  was  performed 
was  reported  to  have  been  the  victim  of  an  incident  of  rape  or 
incest; 

(ii)  the  date  of  the  incident; 

(iii)  the  date  of  the  report,  which  must  be  within  sixty  (60)  days  of  the 
incident; 

(iv)  the  name  and  address  of  the  victim  and  the  name  and  address  of 
the  person  making  the  report  (if  different  from  the  victim);  and 

(v)  that  the  report  included  the  signature  of  the  individual  who 
reported  the  incident 
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The  continuing  resolutions  which  made  funds  available  for  FY  1980,  P.L.  96-86  signed 
October  12,  1979,  and  PX.  96-123  signed  November  20,  1979,  removed  the  exception 
which  allowed  payment  for  abortions  in  those  instances  where  severe  and  long  lasting 
physical  health  damage  to  the  mother  would  result  if  the  pregnancy  were  carried  to 
term  when  so  determined  by  two  physicians.  Thus,  Federal  funding  for  abortions  was 
prohibited  except:  (1)  where  the  life  of  the  mother  would  be  endangered  if  the  fetus 
were  carried  to  term,  and  (2)  for  such  medical  procedures  necessary  for  victims  of  rape 
or  incest,  when  such  rape  or  incest  has  been  reported  promptly  to  a  law  enforcement 
agency  or  public  health  service.  Regulations  implementing  P.li  96-86  were  published  at 
42  CFR,  part  441,  on  October  26,  1979.  These  regulations  also  applied  to  expenditures 
for  abortions  under  P.L.  96-123  because  the  provision  in  that  act  governing  abortions 
was  similar  to  the  one  contained  in  P.L.  96-86. 

On  January  15,  1980,  the  District  Court  for  the  Eastern  District  of  New  York  declared 
the  Hyde  Amendment  unconstitutional  insofar  as  it  precluded  payments  for  medically 
necessary  abortions.  That  decision  became  effective  on  February  19,  1980,  when  the 
Supreme  Court  refused  to  extend  a  stay  of  the  district  court  order.  Federal  funding 
then  became  available  for  all  medically  necessary  abortions  performed  on  or  after 
February  19.  The  Supreme  Court  decision  of  June  30,  1980,  reversed  the  district 
court's  decision  on  the  constitutionality  of  the  Hyde  Amendment.  The  petition  for 
rehearing  filed  by  the  plaintiffs  in  the  McRae  case  delayed  the  effective  date  of  the 
Supreme  Court's  decision,  leaving  the  district  court  order  on  payments  for  abortions  in 
effect.  The  Supreme  Court  denied  the  appellee's  petition  for  a  rehearing  in  the  McRae 
case  on  September  17,  1980,  and  the  district  court's  order  was  vacated  on  September 
19,  1980.  Therefore,  the  availability  of  Federal  funding  for  abortions  performed  after 
September  19,  1980,  was  subject  to  the  FY  1980  Hyde  Amendment  restrictions;  i.e., 
Federal  funds  under  Medicaid  were  available  only  for  abortions  performed  in  life 
endangering  circumstances  and  abortions  performed  in  instances  of  promptly  reported 
rape  or  incest. 

On  October  1,  1980,  the  President  signed  a  joint  resolution  making  continuing 
appropriations  available  for  FY  1981  through  December  15,  1980,  or  until  the 
enactment  of  a  subsequent  appropriation.  This  resolution  contained  language  which 
changed  the  conditions  under  which  Federal  funding  was  available  for  abortions  under 
Medicaid.  During  FY  1980,  Federal  funds  were  available  for  abortions  necessary  for 
the  victims  of  rape  or  incest  when  the  rape  or  incest  was  reported  to  a  law 
enforcement  agency  or  public  health  service  within  sixty  days. 
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Under  the  FY  1981  resolution,  Federal  funds  were  available  for  abortions  necessary  for 
the  victims  of  rape  when  the  rape  had  been  reported  within  72  hours  to  a  law 
enforcement  agency  or  public  health  service.  Federal  funds  were  also  available  for 
abortions  necessary  for  the  victims  of  incest  There  was  no  longer  a  reporting 
requirement  for  victims  of  incest.  In  cases  of  incest,  Federal  funding  was  available 
when  the  State  agency  had  received  a  physician's  written  statement  that  the  physician 
had  been  informed  that  the  patient  was  a  victim  of  incest.  As  in  FY  1980,  Federal 
funds  continued  to  be  available  for  abortions  where  the  life  of  the  woman  would  be 
endangered  if  the  fetus  were  carried  to  term. 

On  June  5,  1981,  the  President  signed  the  Supplemental  Appropriations  and  Rescission 
Act  of  1981.  Under  this  act,  Federal  Financial  Participation  (FFP)  is  no  longer 
available  for  abortion  claims  paid  after  June  5,  1981,  for  victims  of  rape  or  incest. 
Federal  funds  continue  to  be  available  for  abortions  where  the  life  of  the  mother  would 
be  endangered  if  the  fetus  were  carried  to  term. 

Subsequent  congressional  measures  have  continued  to  make  Federal  funds  available  for 
abortions  where  the  life  of  the  woman  would  be  endangered  if  the  fetus  were  carried  to 
term.  See  P.L.  Nos.  97-51,  97-92,  97-276,  97-377,  98-107,  98-139,  98-619,  99-107,  99- 
154,  99-434,  99-464,  99-465,  99-491,  99-500,  99-591,  100-202,  100-436,  101-166,  101-517 
and  102-170. 

Part  II  -  Data  on  Medicaid  Financed  Abortions 

Following  the  implementation,  on  February  14,  1978,  of  regulations  which  resulted  from 
the  Hyde  Amendment,  a  specific  reporting  procedure  was  developed  for  reporting 
information  on  Medicaid  financed  abortions.  Data  are  reported  quarterly  by  the  States 
on  the  numbers  of  abortions  and  the  allowable  abortion-related  expenditures.  Data  on 
the  number  of  reported  abortions  for  FYs  1978  -  91  are  given  in  table  1  while 
expenditure  amounts  are  given  in  table  2. 

Since  February  14,  1978,  60,276  Medicaid  financed  abortions  have  been  reported  by  48 
jurisdictions  through  September  30,  1991.  Total  Medicaid  expenditures,  including 
Federal  and  State  shares,  for  abortions  have  been  $17,157,193  during  the  period 
February  14,  1978  through  September  30,  1991.  Seven  jurisdictions  (American  Samoa, 
Arizona,  Hawaii,  New  York,  the  Northern  Mariana  Islands,  Puerto  Rico,  and  the  Virgin 
Islands)  have  not  claimed  Federal  funds  for  abortions.  California  has  submitted  claims 
for  FFP  for  abortions  but  has  subsequently  withdrawn  these  claims. 
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Of  the  56  jurisdictions  which  reported  for  the  period  October  1,  1990  through 
September  30,  1991  (FY  1991),  16  jurisdictions  claimed  FFP  under  the  Medicaid 
program  for  89  abortions  at  a  cost  of  $174,765  including  both  Federal  and  State  shares. 
By  comparison,  18  jurisdictions  claimed  FFP  under  the  Medicaid  program  in  FY  1990 
for  71  abortions  at  a  cost  of  $102,827  including  both  Federal  and  State  shares.  All 
abortion  claims  are  subject  to  review  by  regional  office  staff.  All  claims  found  not  to 
meet  the  applicable  Federal  criteria  for  FFP  will  be  either  withdrawn  by  the  State  or 
disallowed  by  HCFA. 

The  Health  Care  Financing  Administration  has  not  collected  information  on  the  number 
of  abortions  provided  to  Medicaid  recipients  where  the  State  did  not  claim  FFP,  or  on 
the  number  of  federally  financed  Medicaid  abortions  prior  to  the  implementation  of  the 
regulations  on  the  Federal  financing  of  abortions  on  February  14,  1978. 

The  abortion  data  in  the  attached  tables  reflect  the  most  current  information  available 
as  of  December  17,  1991.  Because  States  submit  revised  abortion  claim  data,  the  data 
contained  in  this  report  may  differ  with  information  contained  in  reports  previously 
issued. 
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Attachment  I-A 

BBLE  1 

TOTAL  SUHBER  OF  EEPOBTED  MEDICAID  ABORTIONS  BY  STATE  AHD  FEDERAL  FISCAL  YEAR 
FEBEDARY  14,  1976  -  SEPTEMBER  30,  1991  1/ 

TOTAL     FY  78  2/   FY  79     FY  80    FY  81    FY  82    FY  83     FY  84     FY  B5     FY  86    FY  87     FY  88     FY  89 


TOTAL  60,276  1,335  3,675  33,625  17,495  783  856  893  865  232  91  135  131 

ALABAMA  605  16  53  203  226  15  20  17  10  12  7  18  2 

ALASKA  94  94  0  0  0  0  0  0  0  0  0  0  0 

AMERICAN  SAMOA  3/  0  0  0  0  0  0  0  0  0  0  0  0  O 

ARIZONA  4/  0  0  0  0  0  0  0  0  0  0  0  0  0 

ARKANSAS  325  9  6  204  72  10  6  9  5  3  1  0  0 

CALIFORNIA  0  0  0  0  0  0  0  0  0  0  0  0  0 

COLORADO  2,147  121  217  816  516  178  148  66  74  0  0  0  O 

CONNECTICUT  1,394  77  223  693  336  21  8  18  9  7  2  0  0 

DELARARE  330  0  1  276  29  1  3  2  6  6  2  2  0 

DISTRICT  OF  COLUMBIA  2,759  0  0  2,417  342  0  0  0  0  0  0  0  0 

FLORIDA  1,315  12  6  735  484  35  13  3  8  13  6  0  O 

GEORGIA  862  9  8  771  17  26  5  3  0  7  6  6  2 

GUAM  5  0  1  4  0  0  0  0  0  0  0  0  0 

HAWAII  0  0  0  0  0  0  0  0  0  0  0  0  0 

IDAHO  101  15  7  37  16  3  2  3  6  1  2  7  0 

ILLINOIS  3,224  205  138  2,143  665  19  20  5  8  2  2  5  5 

INDIANA  542  4  0  512  13  2  1  7  1  1  0  0  0 

IOBA  343  0  13  136  129  11  10  1  8  6  5  9  8 

KANSAS  439  0  20  378  20  3  3  1  0  1  2  5  3 

KENTUCKY  47  0  6  4  7  0  0  0  0  0  4  6  1 

LOUISIANA  268  0  0  113  155  0  0  0  0  0  0  0  0 

HIKE  280  2  6  126  105  6  3  0  7  5  5  5  2 

MARYLAND  4,260  90  168  3,035  958  9  0  0  0  0  0  0  0 

MASSACHUSETTS  8,800  0  1,137  4,527  3,129  7  0  0  0  0  0  0  0 

MICHIGAN  23  0  0  0  0  0  0  0  0  0  0  0  0 

MINNESOTA  1,604  0  0  949  604  13  2  2  4  3  3  9  4 

MISSISSIPPI  13  12  1  0  0  0  0  0  0  0  0  0  0 

MISSOURI  49  0  48  0  1  0  0  0  0  0  0  0  0 

MONTANA  22  0  0  0  3  0  0  2  2  13  1  0  0 

NEBRASKA  114  0  1  18  81  5  4  2  1  2  0  0  0 

NEVADA  122  0  2  95  22  1  1  0  1  0  0  0  0 

NEB  HAMPSHIRE  84  1  5  51  27  0  0  0  0  0  0  0  0 

NEB  JERSEY  4,269  56  94  2,426  1,685  8  0  0  0  0  0  0  0 

NEB  MEXICO  232  2  6  143  79  2  0  0  0  0  0  0  0 

NEB  YORK  0  0  0  0  0  0  0  0  0  0  0  0  0 

NORTH  CAROLINA  1,446  9  8  934  395  17  11  22  11  12  5  4  10 

NORTH  DAKOTA  6  1  0  1  0  1  3  0  0  0  0  0  0 

I.  MARIANA  5/  0  0  0  0  0  0  0  0  0  0  0  0  0 

OHO  9,460  410  1,003  3,065  2,741  273  509  665  650  8  12  41  83 

OKLAHOMA  360  19  182  77  76  1  1  0  0  0  0  0  0 

OREGON  1,341  9  77  675  534  9  19  12  6  0  0  0  0 

PENNSYLVANIA  9,481  95  134  5,651  3,347  52  31  26  37  108  0  0  0 

PUERTO  RICO  0  0  0  0  0  0  0  0  0  0  0  0  0 

RHODE  ISLAND  5  1  2  0  2  0  0  0  0  0  0  0  0 

SOUTH  CAROLINA  530  19  12  352  51  23  13  7  4  6  8  8  8 

SOUTH  DAKOTA  1  1  0  0  0  0  0  0  0  0  0  0  0 

TENNESSEE  401  19  2  256  84  0  1  3  0  6  10  5  2 

TEXAS  83  12  7  45  9  0  0  0  0  0  0  0  0 

UTAH  280  2  1  184  60  16  11  6  0  0  0  0  0 

VERMONT  195  3  13  89  81  2  0  2  0  2  2  0  0 

VIRGIN  ISLANDS  0  0  0  0  0  0  0  0  0  0  0  0  0 

VIRGINIA  124  5  23  48  13  5  3  5  5  6  6  5  0 
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TABLE  1 

TOTAL  RUBER  OF  REPORTED  MEDICAID  ABQRTIOHS  BY  STATE  AID  FEDERAL  FISCAL  TEAR 
FEBRUARY  14,  1978  -  SEPTEMBER  30,  1991  1/ 


TOTAL 

FY  78  2/ 

FY  79 

FY  80 

FY  81 

FY  82 

FY  83 

FY  84 

FY  85 

FY  86 

FY  87 

FY  88 

FY  89 

lASHHOOH 

350 

0 

43 

33 

274 

0 

0 

0 

0 

0 

0 

0 

0 

IEST  VIRGINIA 

3 

3 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

ilSOGSSH 

1,536 

1 

1 

1,402 

107 

9 

5 

4 

2 

2 

0 

0 

1 

BYOESG 

2 

1 

0 

1 

0 

0 

0 

0 

0 

0 

0 

0 

1/  DATA  FOR  THIS  REPORT  ARE  TAKES  FROM  THE  64.9  FORMS  SUBMITTED  BY  THE  MEDICAID  JURISDICTIONS  AS  PART  OF 
TBRTB  QUARTERLY  STATEMEST  OF  EXPENDITURES.  THIS  REPORT  REFLECTS  THE  MOST  CURRENT  INFORMATION 
AVAILABLE  AS  OF  DECEMBER  17,  1991.  BECAUSE  THE  STATES  SUBMIT  REVISED  ABORTION  CLAIM  DATA,  THE  DATA 
CONTAINED  IN  THIS  REPORT  MAY  DIFFER  WITH  INFORMATION  CONTAINED  IN  REPORTS  PREVIOUSLY  ISSUED. 

2/  DATA  FOR  FY  1978  ARE  ONLY  FOR  THE  PERIOD  FROM  FEBRUARY  14,  1978  THROUGH  SEPTEMBER  30,  1978. 

3/  NO  MEDICAID  PROGRAM  II  EFFECT  UNTIL  FY  1982. 

4/  HO  MEDICAID  PROGRAM  II  EFFECT  UNTIL  FY  1983. 

5/  NO  MEDICAID  PROGRAM  H  EFFECT  UNTIL  FY  1979. 


175 


TABLE  1 

TOTAL  DUMBER  OF  REPORTED  MEDICAID  ABORTIONS  BY  STATE  iffi)  FEDERAL  FISCAL  YEAR 
FEBRUARY  14,  1978  -  SEPTEMBER  30,  1991  1/ 

FY  90    FY  91 


TOTAL 

71 

89 

ALABAMA 

5 

1 

ALASKA 

0 

0 

AMERICAN  SABA  3/ 

0 

0 

ARIZOHA  4/ 

0 

0 

ARQKSAS 

0 

0 

CALIFORNIA 

0 

0 

COLORADO 

4 

7 

COMHECTICOT 

0 

0 

DELAWARE 

2 

0 

DISTRICT  OF  COLUMBIA 

0 

0 

FLORIDA 

0 

0 

GEORGIA 

0 

2 

GDAM 

0 

0 

HABAII 

0 

0 

IDAHO 

2 

0 

illihois 

5 

2 

INDIANA 

1 

0 

IONA 

1 

6 

KANSAS 

3 

0 

KENTUCKY 

5 

14 

LOUISIANA 

0 

0 

MAINE 

3 

5 

MARYLAND 

0 

0 

MASSACHUSETTS 

0 

0 

MICHIGAN 

4 

19 

MINNESOTA 

8 

3 

MISSISSIPPI 

0 

0 

MISSOURI 

0 

0 

MONTANA 

1 

0 

NEBRASKA 

0 

0 

NEVADA 

0 

0 

HEW  HAMPSHIRE 

0 

0 

MEM  JERSEY 

0 

0 

NEB  MEXICO 

0 

0 

MEN  YORK 

0 

0 

NORTH  CAROLINA 

4 

4 

NORTH  DAKOTA 

0 

0 

H.  MARIANA  5/ 

0 

0 

OHIO 

0 

0 

OKLAHOMA 

2 

2 

OREGON 

0 

0 

PENNSYLVANIA 

0 

0 

PUERTO  RICO 

0 

0 

RHODE  ISLAND 

0 

0 

SOUTH  CAROLINA 

10 

9 

SOUTH  DAKOTA 

0 

0 

TENNESSEE 

6 

7 

TEXAS 

5 

5 

UTAH 

0 

VERMONT 

0 

1 

VIRGIN  ISLANDS 

0 

0 

VIRGINIA 

0 

0 
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am  i 

IDOL  UMBER  OF  REPORTED  MEDICAID  AB08TI0IS  Bf  STATE  AD  FEDERAL  FISCAL  YEAR 
FEBRDARY  14,  1978  -  SEPTEMBER  30,  1991  1/ 


FI90  FI91 


lASEHGTOH 
EST  VffiGHIA 
HSCCSSDI 
IfOJQBG 


0 
9 
0 
0 


0 
0 

2 
0 


1/  DATA  FOR  THIS  REPORT  ARE  TAKES  FROM  THE  64.9  FGGHS  SUBMITTED  BY  THE  MEDICAID  JDRISDICTIC8S  AS  PART  OF 
TBHS  QUARTERLY  STATEMENT  OF  EXPERDIYOSES.  TUS  REPORT  REFLECTS  TEE  HOST  CODER  UFOBHATIOi 
AVAILABLE  AS  OF  DECEMBER  17,  1991.  BECAUSE  THE  STATES  SUBMIT  REVISED  ABORTICf  CLAIM  DATA,  THE  DATA 
COMTAHED  II  THIS  REPORT  HAY  DIFFER  HTfl  HFORMATIQI CORAHED  II  REPORTS  PREVIOUSLY  ISSUED. 

2/  DATA  FOR  FY  1978  ARE  CBLY  FOR  THE  PERIOD  FROM  FEBRDARY  14,  1978  THROUGH  SEPTEMBER  30,  1978. 

3/  ID  MEDICAID  PROGRAM  II  EFFECT  USTIL  FY  1982. 

4/  RO  MEDICAID  PROGRAM  II  EFFECT  HDL  FY  1983. 

5/  SO  MEDICAID  PROGRAM  II  EFFECT  Dim  FY  1979. 
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am  2 

TOTAL  REPCBTED  EXPEHDITOE!  FOB  MEDICAID  ABGETIOIS  B!  STATE  AID  FEDERAL  FISCAL  YEAR 


FEBRUARY  14,  1978  • 

■  SEPTEMBER 

30,  1991  1/ 

TOTAL 

FY  78  2/ 

FT  79 

FT  80 

FY  81 

FY  82 

FY  S3 

FY  84 

FY  85 

FY  86 

TOTAL 

$17,157,193 

$502,546  $1,130,955  $6,983,816  $4,362,651 

$447,066 

$723,719 

$767,908  $1,252,482 

$139,066 

ALABAMA 

166,559 

4  334 

11  703 

45  720 
g 

46  496 

4,367 

8,849 

5  856 

1  982 

2,542 
0 

ALASKA 

36,331 

36  331 

o 

g 

0 

0 

g 

g 

AMERICAS  SABA  3/ 

0 

o 

g 

g 

0 

0 

g 

g 

0 

ARI2CBA  4/ 

0 

o 

g 

g 

g 

0 

0 

g 

g 

0 

A8MSAS 

90,931 

1  726 

6  975 

40  475 

21 057 

4,032 

5,986 

6  270 

897 

3,344 

CALIPORSIA 

0 

o 

g 

g 

g 

0 

0 

g 

g 

0 

COLOEADO 

498,550 

19  916 

39,210 

10v,UvO 

106  953 

41,394 

76,292 

27,505 

18  901 

0 

CDHECnCDT 

521,720 

35,621 

79  394 

255  233 

110  376 

11,364 

9,996 

9  357 

4  875 

4,916 

DELAIARE 

137,678 

o 

617 

92,912 

15  767 

275 

1,665 

2  771 

2  283 

2,674 

DISTRICT  OF  COLOMBIA 

371,040 

o 

g 

336  576 

34  464 

0 

0 

g 

g 

0 

FLCEIDA 

329,746 

4,619 

683 

157,047 

91,667 

20,053 

13,862 

2,114 

12,268 

8,515 

GEORGIA 

319,464 

1  687 

3  327 

183  283 

76  402 
g 

10,427 

376 

659 

g 

4,878 

am 

749 

o 

329 

420 

0 

0 

g 

g 

0 

EARAII 

0 

o 

g 

g 

g 

0 

0 

g 

g 

0 

IDAHO 

29,317 

2  712 

1 487 

8  823 

2  670 

866 

283 

792 

6  695 

481 

ELDJOIS 

531,064 

66,433 

28  152 

319  985 

98  528 

8,616 

3,988 

729 

897 

336 

TMITMP 

132,718 

2  854 

g 

115  518 

2  470 

872 

150 

10  077 

150 

280 

IMA 

131,699 

o 

4,501 

42  639 

32,058 

3,964 

4,285 

4,071 

2,137 

1,235 

KAHSAS 

149,118 

o 

7  615 

106  118 

18  828 

2,131 

5,650 

281 

g 

912 

KEHTDCKY 

66,990 

o 

5  217 

729 

3,'479 

0 

0 

g 

g 

0 

LOOISIASA 

48,900 

o 

g 

20  672 

28  228 

0 

0 

g 

g 

0 

bue 

162,784 

1,329 

1 611 

45  053 

35  763 

1,862 

5,135 

g 

9,141 

2,582 

BOTTJUB1 

1,084,522 

20,888 

69  469 

773  134 

209  364 

11,667 

0 

g 

g 

0 

BSSACBDSETTS 

1,117,351 

o 

83  049 

557  590 

475  911 

801 

0 

g 

g 

0 

ECEGAH 

18,177 

g 

g 

g 

g 

0 

0 

g 

g 

0 

HEHESOTA 

297,149 

o 

g 

142,771 

142,665 

2,289 

108 

433 

1,921 

393 

MISSISSIPPI 

780 

720 

60 

g 

g 

0 

0 

g 

g 

0 

MISSOURI 

3,217 

o 

2,908 

g 

309 

0 

0 

g 

g 

0 

HUB 

6,589 

o 

g 

g 

794 

0 

0 

496 

1  567 

2,638 

HEBRASKA 

27,749 

o 

480 

4  381 

19  235 

1,748 

1,087 

419 

154 

245 

KEVADA 

29,204 

o 

1  289 

21 263 

5  719 

164 

442 

g 

327 

0 

HB?  HMfPSHTRE 

12,319 

100 

867 

7  196 

4  156 

0 

0 

g 

g 

0 

m  JERSEY 

884,071 

12  214 

44  851 

494  536 

329  265 

3,205 

0 

g 

g 

0 

m  Mexico 

43,360 

386 

1 195 

24  378 

16  808 
g 

593 

0 

g 

g 

0 

mm 

0 

g 

g 

0 

0 

g 

g 

0 

H02TH  CAROLIHA 

490,282 

4  676 

5  489 

214,195 

117,549 

10,842 

10,370 

30  313 

29  865 

13,242 

SDSTE  DAKOTA 

1,087 

192 

g 

213 

g 

170 

512 

g 

g 

0 

H.  MARIAHA  5/ 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

OHIO 

5,814,898 

230,871 

537,155 

980,276 

1,156,189 

243,554 

543,758 

633,628 

1,126,046 

20,712 

OOABOB 

172,723 

6,964 

101,461 

24,538 

36,223 

1,218 

1,219 

0 

0 

0 

obegos 

157,373 

1,192 

7,708 

89,627 

52,952 

1,324 

2,197 

1,528 

845 

0 

FEH5SYLVAHA 

2,371,222 
0 

25,366 

52,750 
0 

1,242,337 

911,901 

33,568 

9,120 

18,794 

20,410 

56,976 

PUERTO  RICO 

0 

0 

0 

0 

0 

0 

0 

0 

KaOD£  LSLAHD 

5,097 

594 

2,326 

0 

2,177 

0 

0 

0 

0 

0 

SOOTH  cmor.m 

196,325 

4,978 

3,972 

81,467 

17,923 

13,976 

8,450 

5,313 

4,660 

4,613 

SOUTH  DAKOTA 

202 

202 

0 

0 

0 

0 

0 

0 

0 

0 

118,565 

3,575 

981 

36,907 

12,347 

0 

117 

810 

0 

3,580 

TEXAS 

36,649 

6,876 

2,192 

11,170 

3,799 

0 

0 

0 

0 

0 

UTAH 

55,358 

520 

200 

34,615 

11,717 

3,063 

3,832 

1,411 

0 

0 

VEHEBT 

48,136 

1,385 

6,045 

18,661 
0 

15,980 
0 

161 

0 

500 

0 

2,880 

VEHH  ISLAHDS 

0 

0 

0 

0 

0 

0 

0 

0 

VEGDHA 

56,933 

1,134 

7,236 

16,742 

4,166 

5,975 

4,489 

2,229 

6,151 

760 

178 


TABLE  2 

TOTAL  REPORTED  EXPEMD1TURES  FCS  MEDICAID  iBCSTIdS  BY  STATE  AID  FEDERAL  FISCAL  YEAR 
FEBRUARY  14,  1978  -  SEPTEMBER  30,  1991  1/ 


TOTAL 

FY  78  2/ 

FY  79 

FY  80 

FY  81 

FY  82 

FY  83 

FY  84      FY  85 

DOOM 

66,091 

0 

6,870 

2,645 

56,576 

0 

0 

0  0 

VDEHU 

868 

868 

0 

0 

0 

0 

0  0 

bsh 

313,800 

883 

1,581 

266,365 

31,720 

2,525 

1,501 

1,552  310 

DE 

1,738 

200 

0 

1,538 

0 

0 

0 

0  0 

FY  86 

0 


1/  DATA  FOR  BUS  REPORT  ARE  TACT  FROM  TEE  64.9  FORMS  SUBMITTED  BY  THE  MEDICAID  JURISDICTION  AS  PART  OF 
fflETO  QUARTERLY  STATEM9T  OF  EXPENDITURES.  THIS  REPORT  REFLECTS  THE  MOST  CUHREBT  HFQRMATIQK 
AVAILABLE  AS  OF  DECEMBER  17,  1991.  BECAUSE  THE  STATES  SUBMIT  REVISED  ABORTUS  CLAIM  DATA,  THE  DATA 
OORAHED  II  THIS"  REPORT  MAY  DIFFER  HTfi  HFOEMATKI  CORAHED  H  REPORTS  PREVIOUSLY  ISSUED. 

2/  DATA  FROM  FY  1978  ARE  OMLY  FOR  THE  PERIOD  FROM  FEBRUARY  14,  1978  THROUGH  SEPTEMBER  30,  1978. 

3/  BO  MEDICAID  PROGRAM  II  EFFECT  mm  FY  1982. 

4/  SO  MEDICAID  PROGRAM  II  EFFECT  DSTEL  FY  1983. 

5/  10  MEDICAID  PROGRAM  II  EFFECT  mm  FY  1979. 
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TABLE  2 

TOOL  REPOSED  BPQDITUUS  FOB  MEDICAID  AKSTIfflS  B!  STiTE  AID  FEDERAL  FISCAL  YEAR 
FEBRUARY  14,  1978  -  SEPTEMBER  30,  1991  1/ 


FT  87 

FY  88 

FT  89 

FY  90 

FY  91 

TOTAL 

$127,539 

$211,307  $230,546  $102,827  $174,765 

Mfflffl 

1,952 

11  936 

766 

15  915 

2141 

ALASKA 

0 

a 
U 

n 
u 

n 
u 

A 

u 

AMERICAN  SAMOA  3/ 
ARIZONA  4/ 

0 

n 
U 

g 

g 

A 

u 

0 

o 

g 

g 

g 

ARKANSAS 

169 

g 

g 

g 

g 

CALIFORNIA 

0 

g 

g 

g 

g 

COLORADO 

0 

g 

g 

745 

1566 

CONNECTICUT 

588 

g 

g 

g 

g 

DELAIARE 

512 

644 

g 

17  558 

g 

DISTRICT  OF  COLUMBIA 

0 

n 
u 

g 

g 

g 

FLORIDA 

18,718 

g 

g 

g 

g 

GEORGIA 

2,144 

12  511 

9  270 

g 

14500 

GUAM 

0 

g 

g 

g 

g 

HA8AII 

0 

A 

u 

g 

g 

g 

IDAHO 

502 

3  654 

g 

352 

g 

Illinois 

252 

865 

882 

871 

530 

INDIANA 

0 

g 

g 

347 

g 

ran 

13,779 

6  427 

8  740 

2  434 

5429 

KANSAS 

470 

2  766 

1  029 

i  tin 

J,  JIB 

g 

ENTUCKY 

6,547 

14  407 

184 

11  389 

25038 

LOUISIANA 

0 

g 

g 

g 

g 

MAINE 

2,517 

2  743 

934 

838 

53276 

MARYLAND 

0 

g 

g 

g 

g 

MASSACHUSETTS 

0 

g 

g 

g 

g 

MICHIGAN 

0 

g 

g 

2  452 

15725 

MINNESOTA 

561 

1  063 

1  049 

3  356 

540 

MISSISSIPPI 

0 

n 
u 

n 
u 

n 
u 

A 

u 

MISSOURI 

0 

g 

g 

g 

g 

MONTANA 

218 

g 

g 

876 

g 

NEBRASKA 

0 

n 
u 

g 

u 

A 

u 

NEVADA 

0 

g 

g 

g 

g 

NEW  HAMPSHIRE 

0 

g 

g 

g 

g 

NEW  JERSEY 

0 

g 

g 

g 

g 

NEW  MEXICO 

0 

g 

g 

g 

g 

EES  YORK 

0 

g 

g 

g 

g 

NORTH  CAROLINA 

12,588 

4  730 

11  889 

16  769 

7765 

NORTH  DAKOTA 

0 

g 

g 

g 

g 

N.  MARIANA  5/ 

0 

0 

0 

0 

OHIO 

34,355 

130,616 

177,738 

0 

0 

OKLAHOMA 

0 

0 

0 

450 

650 

OREGON 

0 

0 

0 

0 

0 

PENNSYLVANIA 

0 

0 

0 

0 

0 

PUERTO  RICO 

0 

0 

0 

RHODE  ISLAND 

0 

0 

0 

0 

0 

SOUTH  CAROLINA 

3,259 

3,825 

7,956 

14,865 

21068 

SOUTH  DAKOTA 

0 

0 

0 

0 

0 

TENNESSEE 

22,226 

10,759 

6,705 

3,639 

16919 

TEXAS 

0 

0 

0 

6,653 

5959 

UTAH 

0 

0 

0 

0 

0 

VERMONT 

2,492 

0 

0 

0 

32 

VIRGIN  ISLANDS 

0 

0 

0 

0 

0 

VIRGINIA 

3,690 

4,361 

0 

0 

0 
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TABLE  2 

TOOL  REPORTED  EXPERDITURES  FOB  MEDICAID  iBtSTItBS  BT  STATE  AID  FEDERAL  FISCAL  YEAR 
FEBRUARY  14,  1978  -  SEPTE8BER  30,  1391  1/ 

FT  87  FT  88  FT  89  FT  90  PI  91 

0  0  0  0  0 

0  0  0  0  0 

0  0  3,404  0  3627 

0  0  0  0  0 

1/  Dill  PCS  THIS  REPORT  ARE        FROM  THE  64.9  FORMS  SUBMITTED  BY  HE  MEDICAID  JUEISDICTIOHS  AS  PAST  OF 
TfffTC  QUARTERLY  STAlfllSfr  OF  EXPESDITUEES.  THIS  EEPCBT  REFLECTS  THE  MOST  niRBMT  HFQffl&TIGH 
AVAILABLE  AS  OF  DECESBER  17,  1991.  BECAUSE  THE  STATES  SUBMIT  REVISED  ABQRTIQB  CLAH  DATA,  TIE  DATA 
QSTAHED  H  THIS  REPORT  KAY  DIFFER  HTH  HFQRIATIQI  C08TAHED  H  REPORTS  PREVIOUSLY  ISSUED. 

2/  DATA  FROM  FY  1978  ARE  OSLY  FOR  THE  PERIOD  FROM  FEBRUARY  14,  1978  THROUGH  SEPTEMBER  30,  1978. 

3/  80  MEDICAID  PROGRAM  II  EFFECT  UBTIL  FY  1982. 

4/  ID  MEDICAID  PROGRAM  II  EFFECT  ME  FY  1983. 

5/  10  MEDICAID  PROGRAM  II  EFFECT  MIL  FY  1979. 


BSHUGTON 
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REPORT  ON 
ACQUIRED  IMMUNODEFICIENCY  SYNDROME* 
FY  1993 


*Clerk,s  Note:     The  full  text  of  this  report 
is  available  in  the  committee  files. 
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aCQUlUD  UtCBODinClBtCT  3TKHLCKI 
Obligation* 
(la  cacm**nd*  of  dollar*) 


1989  1990  1991  1992  1993 

Actual  1/2     Actual  1/3/       actual  1/       latitat*  K*ti**t* 


K4tio&*vl  lajticut*#  of  B**lthi 

9122,247 

8149,299 

9160,869 

3168 , 796 

Hf     QjQjJ    Hit  TT  i    T  iBB  J  i    Md  K.OOtf  IlVttitBt*  «  « 

34, OA* 

42,056 

46  406 

Wet  j  om3  X&*iti.tut#  of  D^tirt  1  t#  turch  i  *  •  •  •  • 

3,920 

4,662 

6  214 

6  338 

7,011 

ptf  ^  rrfva  i  Tnf  til  trot  <  of  LH-ibettt  i  n4 

3,337 

5  306 

6  290 

6,  382 

6,827 

MtdoiuLX  Lin  ti  cute  of  ■l#wyoXo^*Vc*0 

tMiord*r§  mmI  Stromal 

13,069 

16, 158 

16  651 

17 

17,232 

18,623 

H4  tiOTaaftl    iMtittttl    of    AJ.lt A. ^  And 

311  277 

394  088 

430  940 

449  470 

470  760 

national  Institute  of  General  Medical 

10,830 

14,614 

15,588 

16,109 

17,021 

But! opafl  Inetit/cte  of  CM  1 4  Heal fa  egad 

22,437 

26,749 

32,609 

36,065 

38,249 

4,828 

3.533 

5,680 

5,902 

6,221 

He  tlOTiel   XtlaV ti tut t  of  eoeirOfieWDtel 

4  138 

4,2* 

4  514 

4  466 

443 

859 

985 

Ml 

111* 

Ha  ticrQAl  Xnetitutt  of  irt  hxi  t-i  •  end 

673 

1  238 

633 
1,633 

1  i 

1 

1,813 

Rational.  La#ti.tTJt#  on  Deafaeit  end 

495 

985 

1  029 

Kational  Cantar  for  ta««a-rc&  letourecf  

67,565 

46,147 

47,429 

50,036 

51  i  505 

702 

987 

2,545 

3,193 

3,337 

4,619 

4,698 

5,331 

5,397 

5,849 

20 

493 

519 

1,057 

1,101 

Office  of  tbe  Director  ••••••••«••••••••••• 

12,865 

10,284 

11 ,737 

13, 701 

14,372 

5,772 

12,880 

3,366 

7,000 

Total,  latlonal  laatituta*  of  B**lth.. 

---------- 

627,050 

740,509 

........... 

799,821 

841,417 



873,377 

1 1  1  1  ■ 1  1   1 "  ■ 

■■ ■ ■■■■■■■■ 

"""■*■*■■" 

1 

73,775  4/ 

57  428 

63  393 

72  302 

75  397 

377,592 

442,'si2 

496! 951 

480 ! 1 32 

504^ 678 

alcohol,  Drag  aha**,  aad  Santal  B*alth 

173,336 

213,814 

234,501 

234,643 

247,590 

Baalth  la*  cure ••  aad  Sarrlca*  administration. 

39,932 

112,467 

261,116 

320,931 

348,306 

Offiea  of  tha  A**l*taat  8acr»taxy  for  B*alth. 

6,405 

6,562 

5,334 

4,527 

-  6,046 

800' 

2,670 

1,803 

x  3,170 

3,341 

Igtoey  for  Baalth  Car*  Policy  aad  K***arch. . . 

6,830 

6,470 

10,237 

10,135 

.9,875 

1,325,720 

1,584,732 

1,873,138 

1,967,257 

2.068,612 

BXalTB  aJTD  BIMU  IKIVTCE  -  0THH 

545,000  I 

780,000 

1,050,000 

1,360,000 

1,675,000 

153,000 

219,000 

313,000 

423,000 

530,000 

3,665 

3,665 

3,663 

3,665 

3,665 

92,027,385 

92,587,397 

83,241,923 

83,755,922 

$4,277,277 

1/  laflact*  obligation*  aad  do**  not  tit  to  history  appropriation  tabla*. 

2/  laclud**  $23,884,000  In  *CU  *nd  $872,000  la  B4F  of  no-yaar  aoaay  which  va*  obligated  in  FT  1989. 

3/  Includa*  922,500,000  for  building  construction.  . 

4/  Includa*  951,000  in  no-y«*r  carry  ovar  fund*  in  RCU  that  va*  ra-obllgatad  in  IT  1990. 
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REPORT  ON 
ALZHEIMER'S  DISEASE* 
FY  1993 


*Clerkfs  Note:     The  full  text  of  this  report  is 
available  in  the  committee  files. 
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ALZHEIMER'S  DISEASE 
Obligations 
(Dollars  In  thousands) 

1989  1990  1991  1992  1993 

Actual  Actual  Actual  Estimate  Estimate 

BaJLlanal  Institutes 


pf  Health: 
Rational  Institute 

on  Aging   $77,729,000      $93,995,000  $155,361,000  $198,600,000  $205,000,000 

National  Cancer 

Institute   106,000  84,000  164,000  173,000  176,000 

National  Heart, 
Lung,  and  Blood 

Institute   348,000  292,000       1,300,000  1,359.000 

National  Institute 

of  Dental  Research.  321,000  396,000  432,000  454,000 

National  Institute 
of  Diabetes  and 
Digestive  and 

Kidney  Disease   --  1,904,000        2,100,000  2,200,000 

National  Institute 
of  Neurological 
Disorders  and 

Stroke   20,990,000       21,096,000      34,553,000      38,824,000  41,021,000 


National  Institute 
of  Allergy  and 

Infectious  Diseases.     1,539,000         1,861,000        1,743,000       1,812,000  1,885,000 

National  Institute 
of  Child  Health  and 

Human  Development. . .        741,000  615,000  689,000  750,000  800,000 

National  Eye 

Institute   122,000  128,000  135,000 

National  Institute  of 
Environmental  Health 

Sciences   595,000  387,000  303,000  315,000  327,000 

National  Institute  of 
Arthritis  &  Musculo- 
skeletal &  Skin 

Disease   --  1,505,000        1,571,000  1,682,000 

National  Institute  on 
Deafness  and  Other 
Communication 

Disorders   --  857,000        1,085,000       1,188,000  1,267,000 

National  Center 
for  Research 

Resources   1,429,000         1,158,000        1,739,000        1,500,000  1,506,000 
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1989  1990               1991               1992  1993 

Actual  Actual            Actual         Estimate  Estimate 

National  Center  for 

Nursing  Research           1,853.000  2,242,000       3,123,000       3,500,000  3,800,000 

Fogarty  International 

Center                                  --  52,000            73,000  60,000 

Office  of  the 

Director,  NIH           1/  0_  104.000  0.  0  0 

TOTAL,  NIH  104,982.000  123,068,000    203,031,000   252,266,000  261,672,000 

Centers  for  Disease 

Control                             155.000  156,000          175,000          200,000  130,000 

Alcohol.  Prug  Abuse 
and  Mental  Health 

Administration             23,632.000  23,695.000      26,831,000      29,559,000  30,723,000 

Agency  for  Health 
Care  Policy 

Research   450,000  450,000  500,  QOQ  563,  QQQ  628.  Q99 

TOTAL,  PHS  129,219,000  147,369,000    230,537,000    282,588,000  293,153,000 

Administration  on 

Aging                                470,000  350,000          850,000           750,000  350,000 

Health  Care 
Financing 

Administration   1.100 .000  2/  2/  --  2/  --  2/ 

TOTAL  DHHS  130,789,000  147,719,000    231,387,000    283,338,000  293,503,000 


1/  This  Includes  AREA  awards  for  FY  1989-1993. 

2/  Health  Care  Financing  Administration  obligations  are  not  available. 
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REPORT  ON 
BONE  MARROW* 
FY  1993 


♦Clerk's  Note:     The  full  text  of  this  report  is 
available  in  the  committee  files. 
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BONE  MARROW 
Obligations 


National  Institutes 
of  Health: 


1990  1991  1992  1993 

Actual  Actual  Estimate  Estimate 


National  Heart,  Lung, 
and  Blood  Institute 
Bone  Harrow 

Transplantation. . .$11,784,000    $12,202,000    $13,848,000    $16,874,000  $22,729,000 

Marrow  Donor  Program   fi       3.600.000      15.178.000      17.486.000  17.699.000 

Subtotal,  NHLBI  11,784,000      15,802,000      29,026,000      34,360,000  40,398,000 

National  Cancer 

Institute   32,292,000      36,744,000      37,311,000     40,472,000  41,735,000 

National  Institute 

of  Dental  Research   54,000  55,000  458.000  499,000  534,000 

National  Institute 
of  Diabetes  and 
Digestive  and 

Kidney  Diseases   4,620.000       5,433,000       5,700,000       6,100,000  6,400,000 

National  Institute 
of  Neurological 

Disorders  and  Stroke..        752,000  718,000  552,000  591,000  624,000 

National  Institute 
of  Allergy  and 

Infectious  Diseases...     2,407,000       4.372.000       5.736.000       5,965,000  6,204,000 

National  Institute 
of  Environmental 

Health  Sciences   1,123.000  894,000       1,529,000       1,582,000  1,637,000 

National  Institute 
of  Arthritis  and 
Musculoskeletal  and 

Skin  Diseases   226.000  505.000       1,016.000       1,060,000  1,135.000 

National  Center  for 

Research  Resources   598.000  917.000       1.275.000       1.192.000  1.192.000 

TOTAL  53,856,000      65,440,000      82,603,000      91,821,000  99,859,000 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
CHILD  CARE  * 

February  1992 


*Clerk's  Note:     The  full  text  of  this  report  is 
available  in  the  committee  files. 
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CHILD  CARE  PROGRAMS 

Obligations/Budget  Authority 
(in  aillions) 

1989  1990  1991             1992  1993 

Actual  Actual  Actual      Estimate  Estimate 

Administration  for  Children 
and  Families  (ACF) : 

JOBS-Related  and  Transitional 

Child  Care                        $17.0  $122.0  $307.7      $340.0  $381.0 

Non-AFDC  (At-Risk)  Child  Care       —  ~  216.2        383.8  300.0 

Child  Licensing  Improvement 

Grants                               —  13.0  13.0  — 

Child  Care  and  Development 

Block  Grants                            —  —  731.9        825.0  850.0 

Community  Services 

Block  Grant  1/                             n/a  n/a  n/a          n/a  n/a 

Social  Services  Block 

Grant   (Title  XX)   2/                        660.0  660.0  660.0         660.0  660.0 

Dependent  Care  Planning 

and  Development                            11.9  13.2  13.2  13.2 

Child  Development 

Associate  Scholarship                     1.5  1.4  1.4  1.4  1.4 

Temporary  Child  Care 

Crisis  Nurseries                              4.9  8.3  11.1         11.1  12.2 

Research  and  Demonstration              0.8  0.8  0.8  0.4  0.6 

Head  Start  3/  [1,235.0) [1,552.0] [1,952.0] [2,201.8] [2,801.8] 

Total,  ACF                                 $696.1  $818.7  $1,955.3  $2,234.9  $2,205.2 

Public  Health  Service: 

Research  and  Demonstration ..         6.9  7.3  8.3  8.1  8.1 

Agency  for  Health  Care 

Policy  and  Research                    —  0.8  4.0  3.0  3.0 

Total,  PHS                                     $6.9  $8.1  $12.3        $11.1  $11.1 

Assistant  Secretary  for 
Planning  and  Evaluation: 

Research  and  Evaluation                $0.6  $0.6  $0.3         $0.3  $0.3 

HHS  TOTAL                                        $703.6  $827.4  $1,967.9  $2,246.3  $2,216.6 
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(CHILD  CARE  TABLE  FOOTNOTES) 


A/     The  Community  Services  Block  Grant  provides  grants  to  States 
to  go  to  local  community  action  agencies  for  local 
antipoverty  activities,  which  may  include  child  care.  No 
data  on  such  expenditures  is  provided  to  the  Federal 
government. 

2/      Estimates  based  upon  HHS-sponsored  research  have  been  used 

for  the  cost  of  day  care  services  which  States,  may  choose  to 
provide  under  the  Social  Security  Act's  Title  XX  formula 
grants  program. 

2/      Data  for  the  Head  Start  program  are  listed  for  information, 
but  have  not  been  included  in  totals  for  the  Office  of  Human 
Development  Services  because  Head  Start  is  a  comprehensive 
child  development  program  rather  than  a  child  care  program. 
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REPORT  ON 
CYSTIC  FIBROSIS* 
FY  1993 


♦Clerk's  Note:     The  full  text  of  this  report  is 
available  in  the  committee  files. 
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CYSTIC  FIBROSIS 
Obligations 

1989  1990  1991  1992  1993 

Actual  Actual  Actual         Estimate  Estimate 

National  Institutes 
of  Health: 
National  Institute 

of  Diabetes  and 

Digestive  and 

Kidney  Diseases. . .$10,375,000  $10,867,000  $12,821,000  $15,800,000  $16,700,000 


Katlonal  Cancer 

Institute   190,000         424,000         552,000  564,000 

National  Heart, 
Lung  and  Blood 

Institute   6,940,000      9,675,000    15,605,000    18,050,000  22,550,000 

National  Institute 
of  Dental 

Research   7,588,000      9,317,000      3,022,000      3,283,000  3.484,000 

National  Institute 
of  Allergy  and 
Infectious 

Diseases   9,804,000      7,254,000    11,542,000    12,004,000  12.484,000 

National  Institute 
of  General 

Medical  Sciences.  50,000  50,000 

National  Institute 
of  Child  Health 
and  Hunan 

Development   109,000         385,000         619,000         700,000  700,000 

National  Eye 

Institute   282,000         340,000         357,000  375,000 

National  Institute 

of  Environmental 

Health  Sciences. . .  112,000 
National  Institute 

of  Arthritis  and 

Musculoskeletal 

and  Skin  Diseases.        162,000         192,000         221,000         231,000  247.000 
National  Center  for 
Research 

Resources   907,000         850,000         865,000         830,000  830,000 

National  Center  for 

Nursing  Research..  ---         137,000         300,000  300,000 

National  Center  for 
Human  Genome 

Research   ---   1.341.000      1.282.000  629.000 

Total,  NIH   36,047,000    39,062,000    46,937,000    53,389,000  58,863,000 
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REPORT  ON 
DIABETES  AND  RELATED  RESEARCH* 
FY  1993 


♦Clerk's  Note:     The  full  text  of  this  report  is* 
available  in  the  committee  files. 
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DIABETES  AND  RELATED  RESEARCH 
Obligations 

1989  1990  1991  1992  1993 

Actual  Actual  Actual         Estimate  Estimate 

National  Institutes 
of  Health: 

National  Institute 
,  of  Diabetes  and 
Digestive  and 

•  Kidney  Diseases. .$16O,532I000$163,276,0O0$175,114,0O0$188,600,OOO$199,100,000 
National  Cancer 

Institute   929,000      1,041,000      1,313,000      1,459,000  1,507,000 

National  Heart, 
Lung  and  Blood 

Institute   16,101,000    15,672,000    16,340,000    17,300,000  18,100,000 

National  Institute 
of  Dental 

Research   4,318,000      1,819,000      1,934,000     2,103,000  2,202,000 

National  Institute 
of  Neurological 
Disorders  and 

Stroke   9,383,000      5,641,000      5,929,000      6,344,000  6,703,000 

National  Institute 
of  Allergy  and 
Infectious 

Diseases   5,336,000      5,633,000      5,142,000      5,348,000  5,562,000 

National  Institute 
of  General 

Hedical  Sciences.      2,668,000      2,261,000      2,087,000      2,283,000  2,443,000 
National  Institute 
of  Child  Health 
and  Hunan 

Development   13,343,000    12,921,000    12,798,000    13,900,000  14,300,000 

National  Eye 

Institute   21,086,000    17,103,000    18,162,000    19,070,000  20,024,000 

National  Institute 
of  Environmental 

Health  Sciences. .  196,000         257,000         451,000         466,000  481,000 

National  Institute 

on  Aging   4,805,000      5,010,000     4,394,000     4,613,000  4,752,000 

National  Center  for 
Research 

Resources   17,432,000    17,052,000    16,074,000    16,051,000  16,077,000 

National  Center  for 

Nursing  Research.  1,324,000  212,000  300,000  350,000  400,000 
Office  of  the 

Director  1/   753.000  93.000        471.000        490.000  505.000 

Total,  NIH          258,206,000  247.991,000  260,509,000  278,377,000  292,156,000 
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DIABETES  AND  RELATED  RESEARCH  -  continued 
Obligations 

1989  1990  1991  1992  1993 

Actual  Actual  Actual         Estimate  Estimate 

Centers  for 

Disease  Control   10,100,000    10,100,000    10,100,000    10,100,000  10,124,000 

Alcohol.  Drug  Abuse. 
and  Mental  Health 

Administration   613,000      1,143,000      1.450,000      1.569,000  1,642,000 

Ajzencv  for  Health 
Care  Policy  and 

Research   ...      1,866,000      2,624,000      2,513,000  2,341,000 

Indian  Health 

Service   3.900.000      5.333.000      5.100.000      5.500.000  5.800.000 

Total,  PHS          272,819,000  266,433,000  279,783,000  298,059,000  312,063,000 

1/    This  includes  AREA  awards  for  FY  1989  •  1993. 
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HOMELESS 


Obligations/Budget  Authority 


1989 
Actual 

1990 
Actual 

1991 
Actual 

1992 
Estimate 

1993 
Estimate 

Health  Resources  and 
Services  Administration: 

Bureau  of  Health  Care 
Delivery  Assistance  

514,820,000 

$35,967,000 

$50,921,000 

$55,962,000 

567,862,000 

Alcohol,  Drug  Abuse  and 
Mental  Health  Administration: 

National  Institute  of  Mental 
Health  

30,422,000 

30341,000 

30,746,000 

30,746,000 

35,746,000 

National  Institute  on  Alcohol 
Abuse  and  Alcoholism  

4,545,000 

16378,000 

16,438,000 

15,983,000 

15,983,000 

MHbn  DiOCK/rAlrl  

L  /,8lJ,UUU 

11  nc7  (wi 
33,1)0  /  ,UUU 

3U,UUU,UUU 

in  /w»  /wi 
3U,UUU,UUU 

Subtotal,  AD  AM  HA  

49,095,000 

74^32,000 

80,241,000 

76,729,000 

81,729,000 

Family  Support 
Administration  1/  21  

18,918,000 

41,855,000 

41,221,000 

Office  for  Human 
Development  Services  21  

41,923,000 

53,453,000 

59,813,000 

Administration  for  Children 
and  Families  1/  21  

93^37,000 

63,037,000 

TOTAL,  HHS  3/  

124,756,000 

205,807,000 

232,196,000 

226,228,000 

212,628,000 

Housing  and  Urban 
Development  

171,500,000 

284,000,000 

339,500,000 

450,000,000 

536,900,000 

Federal  Emergency 
Management  Administration 

126,000,000 

130,100,000 

134,000,000 

134,000,000 

100,000,000 

Interagency  Council  on  the 
Homeless  

1,100,000 

1,100,000 

1,100,000 

1,100,000 

1300,000 

Department  of  Labor  

9,400,000 

11300,000 

12,700,000 

9300,000 

17,000,000 

Department  of  Education  

11,900,000 

17300,000 

17,100,000 

34,800,000 

34,800,000 

Department  of  Veterans  Affairs... 

23,700,000 

30,000,000 

31300,000 

33,000,000 

34,600,000 

Department  of  Agriculture  

117,000,000 

109,400,000 

110,000,000 

119,000,000 

128,000,000 

Department  of  Defense  

2,800,000 

3,000,000 

3,100,000 

3,000,000 

3,000,000 

TOTAL,  Homeless  

588,156,000 

792,007,000 

880,996,000 

1,010,428,000 

1,068,228,000 

1/  Figures  do  not  include  the  estimated  entitilements  for  the  AFDC  Emergency  Assistance. 

21  The  Administration  for  Children  and  Families  was  created  on  April  15, 1991  by  combining  the  programs 

and  resources  of  the  former  Family  Support  Administration  and  the  Office  of  Human  Development  Services. 

The  total  amount  obligated  in  FY  1991  for  the  Homeless  for  the  Administration  for  Children  and  Families 

was  S101,034,000. 

3/  Excludes  certain  small  PHS  grant  awards  in  HRSA's  Bureau  of  Health  Professions  and  the  Agency  for 
Health  Care  Policy  and  Research  which  indirectly  impact  on  Homeless  Populations. 
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.  1989 
.  Actual 


Indian  Health  Service  417 

Centers  for  Disease 

Control    141,964 

National  Institutes 
of  Health: 

National  Institute  of 
Allergy  and  Infectious 
Diseases    85,651 

National  Cancer 
Institute   26,985 

National  Heart,  Lung  and 

Blood  Institute  431 


IMMUNIZATION:  Research  and  Services 
Obligations 


(000) 

1992 

1990                  1991  Congressional 

Actual                 Actual  Allow 

1,127                   1,212  1,282 

186,683                217,531  296,644 

92,359                107,051  126,233 

36,104                  37,909  51,570 

1.859                   2,273  2,385 


National  Institute  of 

Dental  Research   6,203  4,530  3,732  4,051 

National  Institute  of 
Neurological  Disorders 

and  Stroke   3,362  1,178  800  829 

National  Institute  of 
Child  Health  and  Human 

Development   -  5,643  7,026  7,600 

National  Eye  Institute   1,458  1.434  1,156  1.214 

National  Institute 

on  Aging    274  796  847  890 

National  Institute  of 
Arthritis  and 
Musculoskeletal  and 

Skin  Diseases   -  -  143  149 

National  Institute  on 
Deafness  and  Other 
Communication 

Disorders   104  2,851  1.117  1.211 

National  Center  for 

Research  Resources   6.798  8,632  8.552  8,654 

Office  of  the  Director    —   —  171   — 


Subtotal.  NIH   133.466  157,686  175,705  206,486 

OASH,  Nationa!  Vaccine 

Program  Office                            474  5.844  9.614  7.930 

TOTAL  DHHS   269.906  339.858  384,075  495.510 


1993 
President's 
Budget 

1.298 
349.114 

131,282 
54,226 
2.489 

4,277 

893 

8.000 
1.274 

916 

160 

1,298 
8.683 

215.298 

2,828 
551.069 
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Infant  Mortality 

(Dollars  in  Thousands) 

1989  1990  1991  1992  1993 

Actual  Actual  Actual        Estimate  Estimate 

Public  Health  Service: 
Agency  for  Health  Care 
Policy  and  Research: 

Direct   $925         $5,875         $6,734         $7,002  $8,181 

Indirect   0  0  0  0  0 


Total  AHCPR   925           5,875           6,734           7,002  8,181 

Alcohol,  Drug  Abuse  and 

Mental  Healti  Admin.: 

Direct   40,788          85,979        120,890        130,011  156,922 

Indirect   8,542              530                 0                 0  500 


Total  ADAMHA   49,330          86,509        120,890        130,011  157,422 

Centers  for  Disease 
Control : 

Direct   107,589        122,006        185,133        228,483  244,975 

Indirect   0                 0                0                0  0 


Total  CDC   107,589        122,006        185,133        228,483  244,975 

Health  Resources  and 

Services  Administration: 

Direct   362,425        394,860        656,688        762,619  886,420 

Indirect   7,727           8,615           3,398           2,594  0 


Total  HRSA   370,152  403,475  660,086  765,213  886,420 

Indian  Health  Service: 

Direct   197,579  220,974  284,293  303,4  1  7  316,004 

Indirect   0  0  0                0  0 


Total  1HS   197,579        220,974        284,293        303,4  1  7  316,004 

National  Institutes  of 
Health: 

Direct   120,109        141,624         191,769        209,461  218,247 

Indirect   0                 0           5,900              667  358 


Total  NIH   120,109        141,624         197,669        210,128  218,605 
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Infant  Mortality 

(Dollars  in  Thousands) 

1989  1990  1991  1992  1993 

Actual         Actual         Actual        Estimate  Estimate 

Public  Health  Service: 

Office  of  the  Assistant 

Secretary  for  Health: 

Direct   9,502  9,581  7,771  7,761  11,985 

Indirect   0  0  0  0  0 


Total  OASH   9,502           9,581           7,771  7,761  11,985 

Total  Public  Health 
Service: 

Direct   838,917        980,899     1,453,278  1,648,754  1,842,734 

Indirect   16,269          9,145           9,298  3,261  858 


Total  PHS   855,186        990,044     1,462,576     1,652,015  1,843,592 

Health  Care  Financing 

Administration  (direct).    2,800,000     3,100,000     3,500,000     3,850,000  4,400,000 


Total  Health  and  Human 
Services: 

Direct   3,638,917     4,080,899     4,953,278     5,498,754  6,242,734 

Indirect   16,269  9,145  9,298  3,261  858 


Total  HHS   $3,655,186    $4,090,044    $4,962,576    $5,502,015  $6,243,592 
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LONG  TERM  CARE 
Obligations 


1989 
Actual 


1990 
Actual 


1991 
Actual 


1992 
Estimate 


1993 
Estimat-e 


Public  Health  Service: 
Health  Resources  and 

Services  Administration.  .  $575,367  $603,744  $670,216  $288,150   

Alcohol,  Drug  Abuse,  and 
Mental  Health 

Administration  1/   15,226,000  14,465,000        15,500,000      15,890,000  $14,732,000 

Agency  for  Health  Care 

Policy  and  Research   1,758,000  2,131,000          2,911,500        3,352,000  2,758,500 

TOTAL,   PHS   17,559,367  17,199,744         19,081,716       19,530,150  17.490,500 

Health  Care  Financing 

Administration   11,300,0001/     9,200,000        13,300,000        9,600,000        8,200, ODD 

Administration  on  Aging. .  1,600,000  2,900,000          2,800,000        4,000,000        4 , SOD, ODD 

TOTAL   $30,459,367     $29,299,744       $35,181,716     $33,130,150  $30,190,500 


1/     Includes  research  expenditures  covered  under  Medicare  Catastrophic  Coverage  Act. 
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MENTAL  RETARDATION 
Obligations 
(000) 

1993 

1989  1990  1991  1992  President's 

Actual  Actual  Actual  Estimate  Budget 


Health  Resources  and 

Services  Administration:  .  .  .  1,904  2,082  495  590 

Centers  for  Disease 
Control: 

Immunization   141,964               186,683               217,531               296,644  349,114 

Lead-Based  Paint 

Poisoning  Prev   533                  3,949                  7,790                21,302  40,000 

Subtotal,  CDC   142,497                190,632                225,321                317,946  389,114 

National  Institutes 
of  Health: 

National  Institute 
of  Child  Health  and 

Human  Development  . .  .  48,257  51,355  53,158  57.700  60.500 

National  Institute  of 
Neurological 
Disorders  and 

Strokes    11,662  16,252  17,690  18,929  20,000 

National  Institute  of 
Allergy  and  Infectious 

Diseases    14,903  12,344  19.794  20,585  21,409 

National  Center  for 

Research  Resources  ...  541  484  780  672  672 

National  Center  for 

Nursing  Research     25   12   —   —   — 


Subtotal,  NIH   $75,388                 $80,447  $91,422  $97,886  $102,581 

Health  Care  Financing 

Administration:   3,895.000             4.410,000  4,786,000  5.550,000  5,911.000 

Social  Security  Administration: 

Estimated  payments, 
benefits  from  OASDI 

trust  funds   1,580,000              1,848,000  2,241,000  2,444,000  2,570,000 

Estimated  general 
fund  payments  for 
supplemental  security 

income(Gross)   2.282,000              2,066,000  2,549,000  3.038,000  3,291,000 

Subtotal,  SSA   3,862,000             3,914,000  4,790,000  5.482.000  5.861,000 

TOTAL,  DHHS    7.976,789              8,597,161  9,893,238  11,448.422  12,263.695 
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Minority  Health 
(Dollars  in  Thousands) 


1989  1990  1991  1992  1993 

Actual         Actual         Actual        Estimate  Estimate 

Public  Health  Service: 
Agency  for  Health  Care 
Policy  and  Research: 

Direct   $951  $5,461  $8,086        $10,368  $12,979 

Indirect   0  0  0  0  0 


Total  AHCPR   951            5,461            8,086          10,368  12,979 

Alcohol,  Drug  Abuse  and 

Mental  Health  Admin.: 

Direct   6,571          13,598         69,676         76,931  93,283 

Indirect   553,863        836,457        916,238        952,062  1,038,367 


Total  ADAMHA   560,434  850,055         985,914      1,028,993  1,131,650 

Centers  for  Disease 
Control : 

Direct   34,728  53,480         60,423         59,823  60,171 

Indirect   507,294  584,974        682,556        773,485  861,241 


Total  CDC   542,022        638,454        742,979        833,308  921,412 

Health  Resources  and 

Services  Administration: 

Direct   47,488         48,709        1  29,897        176,516  296,213 

Indirect   0  0  0  0  0 


Total  HRSA   47,488         48,709        129,897        176,516  296,213 

National  Institutes  of 
Health: 

Direct   146,975        222,489        264,053        286,126  374,155 

Indirect   192,234        202,840        286,184        311,385  290,054 


Total  N1H   339,209        425,329        550,237        597,511  664,209 

Office  of  the  Assistant 

Secretary  for  Health: 

Direct   6,380  7,533  15,619         15.880  15,921 

Indirect   0  0  0  0  0 


Total  OASH   6,380           7,533          15,619         15,880  15,921 

Total  Public  Health 
Service: 

Direct   243,093        351,270        547,754        625,644  852,722 

Indirect   1,253,391      1,624,271      1,884,978     2,036,932  2,189,662 


Total  PHS   1,496,484     1,975,541     2,432,732     2,662,576  3,042,384 
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PEDIATRIC  ACQUIRED  IMMUNODEFICIENCY  SYNDROME 
Obligations 


1989  1990  1991  1992  1993 

PUBLIC  HEALTH                Actual  Actual  Actual  Estimate  Estimate 

SERVICE:   

Centers  for 

Disease  Control..  29,460,000 

Alcohol,  Drug 

Abuse,  and  Mental 
Health 

Administration...  8,250,000 

Health  Resources 
and  Services 

Administration...  7,806,000 

Agency  for  Health 
Care  Policy  and 
Research   — 

Total,  Public   

Health  Service. . .100,752,000  135,416,000  193,021,000  207,142,000  218,538,000 


30,455,000     43,268,000     40,231,000  45,529,000 


12,414,000     10,826,000     11,803,000  12,583,000 


14,803,000     19,518,000     19,747,000  19,747,000 


263,000       1,287,000  700,000  700,000 
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PEDIATRIC  ACQUIRED  IMMUNODEFICIENCY  SYNDROME 
Obligations 


1989                1990                1991                1992  1993 
PUBLIC  HEALTH               Actual           Actual           Actual         Estimate  Estimate 
SERVICE:   

National 

Institutes  of 
Health: 

National 

Institute  of 
Allergy  and 
Infectious 

Diseases  $22,769,000  $30,937,000  $60,336,000  $68,522,000  $71,263,000 

National  Cancer 

Institute   3,940,000       9,091,000     10,526,000     15,200,000  15,500,000 

National  Heart, 
Lung,  and  Blood 

Institute   1,630,000      4,926,000     10,544,000     10,641,000  11,100,000 

National 
'  Institute  of 

Dental  Research  ---  112,000         750,000         721,000  750,000 

National 
'  Institute  of 
Diabetes  and 
Digestive  and 

Kidney  Diseases  ---  401,000         454,000  234,000 

National 

Institute  of 
Neurological 
Disorders  and 

Stroke   1,131,000       2,698,000      2,666,000       2,762,000  2,980,000 

National 

Institute  of 
Child  Health 
and  Human 

Development   18,045,000     24,361,000     26,824,000     30,200,000  32,000,000 

National  Center 
for  Research 

Resources   7,561,000       4,497,000       5,906,000       6,251,000  6,251,000 

National  Center 
for  Nursing 

Research   160,000          458,000          116,000          130,000  135,000 

Total,  National 

Institutes  of   

Health   55,236,000     77,481,000  118,122,000  134,661,000  139,979,000 
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RURAL  HEALTH 
Obligations 
(000) 

1093 

1988                  1990  1991                  1992  President's 

Actual                Actual  Actual             Estimate  Budget 

Health  Resources  & 

Services  Admin.                                298.463               330.571  369.548               406,255  421,692 

Centers  tec  Djseaee  ' 

Control                                              1.600                13.052  20,522                23.414  1,929 

National  institutes 
of  Health: 

National  Cancer 

Institute   13,947  17,465  18,402  20,719  21.432 

National  Heart,  Lung,  & 

Blood  Institute   2,159  2,097  5,754  6,100  6,375 

National  Institute  of 

Dental  Research   886  973  1,490  1.572  1,608 

National  Institute  of 
Environmental  Health 

Sciences   -  626  626  651  651 

National  Institute 

on  Aging,   1,785  2,150  3.102  337  3,355 

National  Center  for 

Research  Resources   —  —  791  185  185 

National  Center  for 

Nursing  Research   1,461  1,722  1,649  1,900  2,000 

National  Library 

of  Medicine   1,800  3,813  5,533  6,472  6,711 

Office  of  the  Director    -  -  107  107  107 

Subtotal,  NIH   22.038  28,846  37,454  40,963  42.424 

Aloohol  &  Drug  Abuse  1/ 
&  Mental  Health 

Administration    16.784                39.108  58,558  57.742  64,926 

Agency  for  Hearth  Care  - 

Policy  and  Research   679                4,009  4.182  3.279  3.279 

TOTAL  DHHS   "  337.564  415.586  490.264  533.653  534,150 

y  The  ADAM  HA  figures  for  FY  1989  and  FY  1990  are  comparable  to  the  FY  1991-1993  amounts  and  have  been  updated  to 
Include  all  funding  directed  to  Rural  Health.  Previously  ADAM  HA  had  reported  estimates  only  for  NIMH  which  had  been 
specifically  funded  for  rural  health  activities. 
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SEXUALLY  TRANSMITTED  DISEASES 
Obligations 

Estimate  Estimate 
1989  1990  1991  1992  1993 

Public  Health  Service: 

National  Institutes 
of  Health,: 

National  Institute  of 
Allergy  and  Infectious 

Diseases  $39,828,000  $38,849,000  $45,399,000  $47,215,000  $49,103,000 

National  Cancer  Institute.  13,024,000    17,700,000    19, 494, 000 '  21,841,000  23,062,000 

National  Heart,  Lung  and 

Blood  Institute   281,000         293,000         541,000         575,000  600,000 

National  Institute  of 

Dental  Research   205,000         970,000         396,000         413,000  420,000 

National  Institute  of 
Neurological  Disorders 

and  Stroke   225,000         416,000      1,027,000      1,099,000  1,161,000 

National  Institute  of 
Child  Health  and  Human 

Development   5,642,000      5,132,000      4,505,000      4,900,000  5,100,000 

.  National  Eye  Institute. .. .  ---      1,059,000      1,176,000      1,235,000  1,297,000 

National  Center  for 

Research  Resources   738,000      1,382,000      1,468,000      1,320,000  1,312,000 

National  Center  for 

Nursing  Research   755,000      2,603,000         277,000         300,000  350,000 

Office  of  the  Director   195.000  91.000  —  ™ 

Total,  NIH   60,698,000    68,599,000    74,374,000    78,898,000  82,405,000 

Centers  for  Disease 

Control  ".  78,700,000    81,306,000  84,968,000    88,821,000  89,510,000 

Agency  for  Health  Care 

Policy  and  Research                          33.000   377.000         391.000  210.000 

Total  139,431,000  149,905,000  159,719,000  168,110,000  172,125,000 
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STROKE  ^ 
Obligations 


1989  1990  1991  1992  1993 

Actual  Actual  Actual     i     Estimate  Estimate 

National  Institutes 
of  Health; 
National  Institute 
of  Neurological 
Disorders  and 

Stroke  $44,928,000  $47,372,000  $53,944,000  $60,295,000  $64,341,000 

National  Heart,  Lung 

and  Blood  Institute.  16,749,000  17,152,000  17,233,000  18,300,000  19,200,000 
National  Institute 

on  Aging   855,000      1,641,000       3,007,000       3,157,000  3,252,000 

National  Institute  on 
Deafness  and  Other 
Communication 

Disorders   2,895,000       4,313,000       5,553,000       6,078,000  6,466,000 

National  Center  for 

Research  Resources. .      726,000  605,000  610,000 

National  Center  for 

Nursing  Research   293,000      1,135,000      1,123,000      1,300,000  1,400,000 

Office  of  the 

Director,  NIH  1_/    ==£   ZZZ  91,000       

Total,  NIH   65,720,000     71,613,000     81,677,000     89,735,000  95,269,000 

Agency  for  Health  Care 

Policy  and  Research .  . .         291.000      2.845.000      1.997.000      1.941-/000  2.033.000 
Total,   PHS   66,011,000     74,458,000     83,674,000     91,676,000  97,302,000 


1/  This  includes  AREA  awards  for  FY  1989  -  1993. 
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PUBUC  HEALTH  SERVICE  AND  GOVERNMENT— WIDE 
SUBSTANCE  ABUSE 
Budget  Authority  /  Obligations 


1989 

1990 

1SS1 

1992 

1993 

Actual 

Actual 

Actual 

Appropriation 

Pre*  Budget 

Health  and  Human  Services 

AO  AM HA 

(1,124,563,000 

$1,774,748,000 

$2,024,367  000 

$2  108  319  000 

49  WT  9AQ  (Yin 

IHS 

49,859,000 

65  839  000 

73  952  000 

An  449  Ann 

94  856  000 

CDC 

20  000  000 

ok  999  nnn 

n  Kftn  Ann 
J  1,300,000 

FDA 

6,450,000 

7,200  000 

6,500,000 

26  700  000 

AHCPR 

0 

0 

282  000 

250  000 

?  250  000 

HCFA  _  _ 

490,000,000 

610,000,000 

680,000,000 

750  000  000 

850  000  000 

ACF  1/ 

33,000,000 

41,458,000 

106,300,000 

111,000,000 

121,500,000 

Subtotal  HHS  

1,724,197,000 

2,524,664,000 

2,921,148,000 

3.085,615,000 

3,412,115,000 

All  Other  Government  21 

Office  of  National  Drug 

Control  PoScy  -  _.  * 

3,500,000 

12,100,000 

17,300,000 

19,700,000 

19,000.000 

High  Intensity  Drug 

Trafficking  Areas  _   • 

0 

25.100.000 

82.000.000 

66.000.000 

50.000.000 

Special  Forfeiture  Fund   • 

0 

115.000.000 

46.000.000 

52.500.000 

67.400.000 

labor   * 

36.600.000 

46,000.000 

67.600.000 

73,200.000 

72.600.000 

Education.  _   • 

376,300.000 

602.800.000 

683.100.000 

715.600.000 

751,000.000 

Agrlcutturs   • 

6.500.000 

6.700.000 

16.100,000 

16.100.000 

16.100,000 

Defense   • 

501.600.000 

799.100.000 

1.042,500.000 

1,274.600.000 

1.223.400,000 

Veterans  Affairs   • 

242.000.000 

305.600,000 

473.100.000 

544,200.000 

590.600.000 

Justice   • 

2.470.600.000 

3.628.000.000 

3.842,400,000 

4.283.700.000 

4.694.500.000 

702.500.000 

906.800.000 

977,800.000 

1,069.000.000 

1.105,200.000 

643.000.000 

688.900.000 

749.600.000 

706,300.000 

724.100.000 

State   * 

141.800.000 

307.300.000 

257.600,000 

293.200.000 

314.600.000 

Interior  ,  • 

13.400.000 

29.400.000 

35.700.000 

45.200.000 

42.700.000 

ACTION   * 

10.100.000 

10.500.000 

12.500.000 

12.300.000 

13.400.000 

Housing  and  Urban  Development..  * 

8.200.000 

106.500.000 

150.000.000 

165.000.000 

165.000.000 

The  Judiciary  (US  Courts)....-   • 

208.800.000 

258.100.000 

294.100.000 

347.700,000 

429.900.000 

Total,  Substance  Abuse  ... 

$7,091,097,000 

$10,572,564,000 

$11,668,348,000 

$12,789,915,000 

$13,601,615,000 

*  Reported  data  excludes  alcohol  abuse  funding. 

1/  Prior  year  reports  have  displayed  separate  data  for  Human  Development  Services  (HDS)  and  Family  Support  Administration  (FSA).  which  have 
merged  to  form  the  Administration  for  Children  and  Families  (ACF).  Comparable  data  reported  for  1989  and  1990  Is  the  sum  of  data  previously 
reported  for  HDS  and  FSA  Data  for  1991, 1992.  and  1993  have  been  updated  by  ACF  for  this  report 

2/  Source:  National  Drug  Control  Strategy  -  1992 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

SUMMARY 


New  Programs  in  FY  1993  Budget 
(Dollars  in  thousands) 


APPROPRIATION  /  PROGRAM 

FY  1993 
BUDGET  REQUEST 

PUBLIC  HEALTH  SERVICE 

$6,000 
11,000 

12,000 
45,000 

86,000 

1,000 

Health  Resources  and  Services: 
--    Ready  to  Learn,  Ages  3  to  12 
--    National  Health  Service  Corps 
Early  Recruit/Retention 

National  Institutes  of  Health: 

Extramural  Construction,  National 
Center  for  Research  Resources 
Minority  Health  Initiative, 
Office  of  the  Director 

Alcohol,  Drug  Abuse,  and  Mental  Health: 
--    Capacity  Expansion 

Public  Health  Service  Management: 
Emergency  Preparedness 

TOTAL,  PHS 

161,000 

HEALTH  CARE  FINANCING  ADMINISTRATION 

449,441 

63,037 
1,297,815 

Survey  and  Certification 
Revolving  Fund 

ADMINISTRATION  FOR  CHILDREN  AND  FAMILIES 

Consolidated  Runaway  and  Homeless 
Youth  Program 

Comprehensive  Child  Welfare  Services 

TOTAL,  ACF 

1,360,852 

TOTAL,  HHS 

$1,971,293 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Public  Health  Service 


1993  Legislative  Programs 
(Dollars  in  thousands) 


APPROPRIATION/PROGRAM 

BUDGET 

OUTLAYS 

AUTHORITY  - 

Health  Resources  and  Services 

Administration: 

Health  Resources  and  Services: 

■  -  Exceptional  Financial  Need 

$1,600 

--  Disadvantaged  Assistance 

37 , 531 

19,516 

-  -  Nurse  Disadvantaged  Assistance 

A      1  <1 

4  ,  142 

2 , 112 

—  Family  Planning 

154 ,57  5 

43,2  81 

-  -  AIDS  Education  and  Training 

Centers 

16,9  84 

11, 549 

Centers  for  Disease  Control: 

Disease  Control  Research  and 

Training : 

—  Preventive  Health  and  Health 

Services  Block  Grant 

$129 , 000 

82,560 

Sexually  Transmitted  Disease 

77,638 

23,258 

--  Lead  Poisoning  Prevention 

40, 000 

14, 000 

National  Institutes  of  Health: 

National  Cancer  Institute: 

National  Research  Service  Awards 

37,252 

16, 018 

National  Heart,  Lung,  and  Blood 

Institute: 

--  National  Research  Service  Awards 

46, 691 

20.544 

National  Institute  of  Dental  Research: 

--  National  Research  Service  Awards 

6,051 

3,267 

National  Institute  of  Diabetes  and 

Digestive  and  Kidney  Diseases: 

--  National  Research  Service  Awards 

25,419 

8,893 

National  Institute  of  Neurological 

Disorders  and  Stroke: 

--  National  Research  Service  Awards 

13,345 

6,272 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Public  Health  Service 


1993  Legislative  Programs 
(Dollars  in  thousands) 


[  .  .  .     ;  . 

National  Institute  of  Allergy  and 

Infectious  Diseases: 

-  -  National  Research  Service  Awards 

$20, 

187 

$7,267 

National  Institute  of  General 

Medical  Sciences: 

-  -  National  Research  Service  Awards 

92, 

080 

34, 

040 

National  Institute  of  Child  Health 

and  Human  Development: 

-  -  National  Research  Service  Awards 

16, 

972 

6, 

280 

National  Eye  Institute: 

-  -  National  Research  Service  Awards 

7, 

294 

3, 

209 

National  Institute  of  Environmental 

Health  Sciences: 

-  -  National  Research  Service  Awards 

i  n 
10, 

one 

6, 

216 

National  Institute  on  Aging: 

-  -  National  Research  Service  Awards 

10, 

911 

4, 

037 

National  Institute  of  Arthritis  and 

Musculoskeletal  and  Skin  Diseases: 

-  -  National  Research  Service  Awards 

6, 

854 

2, 

467 

National  Institute  on  Deafness  and 

Other  Communication  Disorders: 

-  -  National  Research  Service  Awards 

3, 

985 

1, 

474 

National  Center  for  Research 

Resources: 

National  Research  Seryice  Awards 

2, 

666 

1, 

626 

National  Center  for  Nursing 

Research: 

-  -  National  Research  Service  Awards 

4. 

392 

1, 

230 

National  Center  for  Human  Genome 

Research: 

-  -  National  Research  Service  Awards 

4, 

109 

1, 

603 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Public  Health  Service 


1993  Legislative  Programs 
(Dollars  in  thousands) 
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Alcohol.  Drug  Abuse,  and  Mental  Health 

Administration: 

Alcohol,  Drug  Abuse,  and  Mental 

Health: 

--  Instrumentation  Grants 

$2, 

402 

$1# 

729 

-  -  Research  Training 

37, 

267 

3  6 

552 

--  Demonstrations/Community 

Support/Homeless 

10, 

861 

10, 

317 

86 , 

000 

20 

640 

Demonstrations/Substance  Abuse/ 

Clinical  Training/Program 

Management 

305, 

549 

198, 

607 

-  -  Treatment  Improvement  Programs 

174, 

329 

91, 

942 

--  Alcohol,  Drug  Abuse,  and  Mental 

Health  Services  Block  Grant 

1,360, 

000 

1,356, 

336 

Agency  for  Health  Care  Policy  and 

Research: 

Health  Care  Policy  and  Research: 

General  Health  Services  Research 

-  and  Technology  Assessment 

9, 

961 

9, 

264 

Office  of  the  Assistant  Secretary  for 

Health: 

Public  Health  Service  Management: 
--  Adolescent  Family  Life 

11/ 

948 

985 

9, 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

HEALTH  CARE  FINANCING  ADMINISTRATION 

FY  1993  Legislative  Programs 
(Dollars  in  thousands) 


APPROPRIATION  /  PROGRAM 

BUDGET  AUTHORITY 

OUTLAYS 

GRANTS  TO  STATES  FOR  MEDICAID 

Dr^nriCoH    f  nr    T.af  or   Tr^TinTTii  f  f  p  1  • 
r  JpUyUbcU    LUi     ijd  LCI     1  i  aliD^Lll  L  LCkJ.  . 

--  AFDC  and  Medical  Child 
Support  Enforcement 

$5,000 

$5,000 

MEDICARE  PART  A  INCOME 

Proposed  for  Later  Transmittal: 

--  FICA:     All  State  and  Local 

Employees 
--  General  Fund  Transfer  1/ 
—  Interest  1/ 

1, 707 , 000 
(4,300) 
25,540 

MEDICARE  PART  A  OUTLAYS 

Hospital  Proposals 

--  Hospital  Update  to  January  1 

(630,000) 

MEDICARE  PART  B  INCOME 

Proposed  for  Later  Transmittal: 

—  Federal  Contribution  1/ 

—  Interest  1/ 

--  Hospital  Insurance 
(Aged  Premium) 

(607,867) 
6,958 

313,000 

MEDICARE  PART  B  OUTLAYS 

—  Limit/Freeze  Durable 
Medical  Equipment 

--  Laboratory  Freeze 
76  Percent  Limit 

—  Single  Fee  for  Anesthesia 
Services 

(20,000) 
(310,000) 
($100,000) 

1/  Not  a  separate  proposal,  but  rather  an  income  effect  of  other 
income  and  outlay  proposals. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

HEALTH  CARE  FINANCING  ADMINISTRATION 

FY  1993  Legislative  Programs 
(Dollars  in  thousands) 


APPROPRIATION  /  PROGRAM 

BUDGET  AUTHORITY 

OUTLAYS 

Program  Manaaement 

($155,000) 
($36,969) 

Financing  of  the  Medicare  Survey 
and  Certification  Activity  Under 
the  Survey  and  Certification 
Revolving  Fund 

Financing  of  Survey  and 
Administrative  Costs  Under  the 
Survey  and  Certification  Revolving 
Fund 

($155,000) 
($36,969) 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

SOCIAL  SECURITY  ADMINISTRATION 

FY  1993  Legislative  Programs 
(Dollars  in  thousands) 


APPROPRIATION  /  PROGRAM 

BUDGET  AUTHORITY 

OUTLAYS 

Old  Age  and  Survivors 
Insuranced  Trust  Fund 

—  Modify  retirement  annual 
earnings  amount 

$85,000 

Supplemental  Security  Income 

—  Permit  recovery  of  SSI 
over-payments  from  OASDI 
benefits 

($34,000) 

($34,000) 

i 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

ADMINISTRATION  FOR  CHILDREN  AND  FAMILIES 


FY  1993  Legislative  Programs 
(Dollars  in  thousands) 




APPROPRIATION  /  PROGRAM 

BUDGET  AUTHORITY 

,  OUTLAYS 

TPv  +■  an  ts  A  r\T\     T.OfTI  G  1  fl^l  fiTl        fh  / 
CiAUCllDXUU    JJCUlOluUXUH  u/ 

Family  Violence 

£20  000 

$19 , 679 

Child  Abuse 

State  Grants 

$20,518 

$20,458 

Child  Abuse 

Discretionary  Activities 

$16,639 

$15,126 

Child  Abuse 

Challenge  Grants 

$5,367 

$5,361 

Temporary  Child  Care 

and  Crisis  Nurseries 

$12,160 

$11,276 

Adoption  Opportunities 

$12,687 

$12,671 

Native  American 

Programs  Act 

$34,126 

$34,082 

Independent  Living  Initiatives 

$70,000 

$62,972 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

ADMINISTRATION  FOR  CHILDREN  AND  FAMILIES 


FY  1993  Legislative  Programs 
(Dollars  in  thousands) 


APPROPRIATION  /  PROGRAM 

BUDGET  AUTHORITY 

»  OUTLAYS 

New  Lecri  slat  ion  Proposals 

Comprehensive  Child  Welfare 
Services 

$1,298,000 

$982,777 

Consolidated  Runaway  and 
Homeless  Youth  b/ 

$63,037 

$43,338 

Family  Support  Payments: 

Child  Support  Enforcement 
Program  Effectiveness 

($74,000) 

($74,000) 

— Child  Support  Enforcement 
Application/User  Fee 

($60,000) 

($60,000) 

— AFDC  -  Asset  Limits  for 
AFDC  Families 

$1,900 

$1,900 

— AFDC  -  Plan  for  Achieving 

Self-support  (PASS) 

$2,000 

$2,000 

— AFDC  -  Emergency  Assistance 

($39,000) 

($39,000) 

a/    Legislation  to  reauthorize  these  programs  is  pending. 

b/    Legislation  will  be  proposed  to  support  the  Consolidated 
Runaway  and  Homeless  Youth  Program  for  FY  1993  which 
will  include  the  Runaway  and  Homeless  Youth  Program, 
Transitional  Living  for  Homeless,  and  the  Drug  Education 
and  Prevention  Program  for  Runaway  and  Homeless  Youth. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

SUMMARY 

Total  Budget  Authority  by  Fund 

Fiscal  Years  1973  through  1993 
(Dollars  in  thousands) 


Fiscal  Year 
1973 

General  Funds 

16, 672, 822 

Trust  Funds 

49, 593, 292 

Total 

66, 266, 114 

1974 

17, 207,480 

57,712, 819 

74,920,299 

1975 

20, 042, 833 

66, 685, 845 

86,728, 678 

1976 

23, 682, 544 

70, 696, 427 

94, 378, 971 

1977 

24, 673, 677 

81, 182, 631 

105, 856, 308 

1978 

43, 575, 360 

89,605,443 

133 , 180 , 803 

1979 

46,766, 315 

102, 101, 736 

148, 868, 051 

lybu 

55,846,605 

117 , 453 , /do 

173 ,300,363 

1981 

62,263,073 

134,584,179 

196, 847,252 

1982 

65, 045,753 

148, 042,785 

213,088,538 

1983 

70,529,310 

184, 526, 993 

255,056,303 

1984 

76,818,931 

180, 598, 508 

257,417,439 

1985 

81,367,272 

198,190,768 

279, 558, 040 

1986 

84,745, 149 

205,813,431 

290, 558, 580 

1987 

91,308, 604 

227,711,463 

319, 020, 067 

1988 

102,893,171 

259,105,107 

361,998,278 

1989 

114,908,558 

286, 122, 344 

401, 030, 902 

1990 

126,299,388 

308, 044, 029 

434,343,417 

1991 

151,872,910 

327,919, 130 

479,792,040 

1992 

180, 311, 516 

339,299,407 

519, 610,923 

1993 

196,786, 156 

367, 984, 196 

564,770,352 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

SUMMARY 

Total  Expenditures 

Fiscal  Years  1973  through  1993 
(Dollars  in  thousands) 


Fiscal  Year 

General  Funds 

Trust  Funds 

Total 

1973 

13, 519, 466 

49 , 098, 471 

62, 617, 937 

1974 

16, 017, 830 

55, 876, 825 

71, 894, 655 

1975 

20, 390, 217 

64, 668, 094 

85, 058, 311 

1976 

23,239,009 

73,916,647 

97, 155, 656 

1977 

24, 075, 665 

85, 081, 662 

109, 157, 327 

1978 

44, 577, 578 

93, 871, 447 

138, 449, 025 

1979 

47, 372, 654 

104, 085, 672 

151, 458, 326 

1980 

54,288,050 

118,573,639 

172,861, 689 

1981 

60, 689,217 

135,316,823 

196,006,040 

1982 

66, 631,065 

155,979,794 

222,610,859 

1983 

74,029,202 

170,849,266 

244,878,468 

1984 

75,513,570 

178,999,651 

254,513,221 

1985 

81,714,630 

189,444,841 

271,159,471 

1986 

82,863,995 

199,313,114 

282,177,109 

1987 

89,363,115 

208, 141, 522 

297,504,637 

1988 

100,259,452 

220,305,529 

320, 564,981 

1989 

112,846,711 

233,677,675 

346,524,386 

1990 

124,893,703 

249,809,726 

374,703,429 

1991 

145,854,459 

274,286,274 

420,140,733 

1992 

288,821,561 

467,979,319 

179,157,758 

304,686,835 

1993 

195,185,007 

499,871,842 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

SUMMARY 


Travel  by  Appropriations,  FY  1991-1993 
(Dollars  in  thousands) 


APPROPRIATION 

FY  1991 

FY  1992 

FY  1993 

PUBLIC  HEALTH  SERVICE 

—  Health  Resources  and  Services 
Administration 

$4,511 

$2,970 

$5,154 

--  Centers  for  Disease  Control 

—  National  Institutes  of  Health 
--  Alcohol,  Drug  Abuse,  and  Mental 

Health  Administration 

—  Agency  for  Health  Care  Policy 
Administration 

14,330 
19,068 

3,912 

427 

9,981 
14,396 

2,884 

287 

11,374 
18,227 

3,780 

—  Office  of  the  Assistant  Secretary 
for  Health 

1,136 

577 

801 

SUBTOTAL,    PHS  (LABOR/HHS) 

43 , 384 

31, 095 

39 , 728 

--  Food  and  Drug  Administration 
—  Indian  Health  Service 

15,975 
34,151 

18,851 
34,983 

19,478 
33,288 

TOTAL,  PHS 

93, 510 

84,929 

92,494 

HEALTH  CARE   FINANCING  ADMINISTRATION 

5,496 
21,895 
3,078 
6,474 

4,444 
17,986 
3,287 
6,098 

4,559 
24,996 
4,975 
6,691 

SOCIAL  SECURITY  ADMINISTRATION 

ADMINISTRATION  FOR  CHILDREN  &  FAMILIES 

OFFICE  OF  THE  SECRETARY 

SUBTOTAL,    HHS  (LABOR/HHS) 

80,327 

62,910 

80,949 

OFFICE  OF  CONSUMER  AFFAIRS 

46 

45 

42 

TOTAL,  HHS 

130,499 

116,789 

133,757 

2,:: 


$3,984,561 
308,934 
221,197 
46,039 

772,809 
189,831 
129,143 

34,396 
416,780 

54,379 

303 , 213 
70,011 
6,436,682 
462,689 
286,487 
141,595 
37,465 

i 

$3,944,038 
294,787 
174,757 
45,581 

5SSSSSS 

1 

i 

vo 

$3,598,162 
259,913 
160,737 
39,171 

1 

801,233 
105,857 
130,313 

28,188 
352,337 

47,702 

A  ll,  U4» 

58,894 
5,697,072 
425,585 
309,771 
117,622 
4,541 

! 

$979,456 
130,940 
40,269 
38,049 

223,089 
92,972 
51,727 
8,510 
62,846 
29,696 

51,575* 
30,906 
9,217,765 
235,699 
133,684 
10,119 
691 

PERSONNEL  COMPENSATION: 
Full-time  permanent 
Other  than  full-time  permanent 
Other  personnel  compensation 
Special  personal  services  payments 

j 

Civilian  personnel  benefits 
Benefits  for  former  personnel 
Travel  and  transportation  of  persons 
Transportation  of  things 
Rental  payments  to  6SA 
Rental  payments  to  others 
Communications,  utilities,  and 

ill  is 
HI 

i 
i 

3333      3  HHNNNNN 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


SUMMARY 


ENTITLEMENT  VS.  DISCRETIONARY 
AND 

REQUEST  VS.  APPROPRIATION 
(Dollars  in  thousands) 


ENTITLEMENT 

DISCRETIONARY 

TOTAL 

FY  1984 
Request 
Appropriation 

56,936,870 
58,968,931 

15,650,900 
18,564,666 

72,587,770 
77,533,597 

FY  1985 
Request 
Appropriation 

61,481,709 
62,319,801 

16,320,597 
19,674,965 

77,802,306 
81,994,766 

FY  1986 
Request 
Appropriation 

66,165,720 
66,737,682 

18,001,877 
19,994,763 

84,167,597 
86,732,445 

FY  1987 
Request 
Appropriation 

67,472,817 
73,190, 688 

18,857,338 
21,071,740 

86,330,155 
94,262,428 

FY  1988 
Request 
Appropriation 

80,991,049 
84,418,825 

19,479,488 
21,877,683 

100,470,537 
106,296,508 

FY  1989 
Request 
Appropriation 

92,298,643 
94,800,152 

22,589,450 
23,792,072 

114,888,093 
118,592,224 

FY  1990 
Request 
Appropriation 

101,096,600 
106,829,412 

23,900,619 
25,560,540 

124,997,219 
132,389,952 

FY  1991 
Request 
Appropriation 

118,098,767 
120,368,175 

27,847,791 
29,670,952 

145,946,558 
150,039,127 

FY  1992 
Request 
Appropriation 

137,996,203 
139,117,288 

30,201,821 
31,781,798 

168,198,024 
170,899,086 

FY  1993 
Request 
Appropriation 

171,123,752 

31,809,075 

202,932,827 

Wednesday,  March  11,  1992. 


HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

WITNESSES 

DR.  ROBERT  G.  HARMON,  ADMINISTRATOR 

DR.  JAMES  A.  WALSH,  ASSOCIATE  ADMINISTRATOR  FOR  OPERATIONS 

AND  MANAGEMENT 
DR.  G.  STEPHEN  BOWEN,  DIRECTOR,  BUREAU  OF  HEALTH  RESOURCES 

DEVELOPMENT 

DR.  MARILYN  H.  GASTON,  DIRECTOR,  BUREAU  OF  HEALTH  CARE  DELIV- 
ERY AND  ASSISTANCE 

DR.  FLORENCE  B.  FIORI,  ACTING  DEPUTY  DIRECTOR,  MATERNAL  AND 
CHILD  HEALTH  BUREAU 

DR.  FITZHUGH  S.  M.  MULLAN,  DIRECTOR,  BUREAU  OF  HEALTH  PROFES- 
SIONS 

DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET,  OFFICE 
OF  THE  SECRETARY 

INTRODUCTION  OF  WITNESSES 

Mr.  Natcher.  At  this  time  we  take  up  the  budget  request  for  the 
fiscal  year  1993  for  Health  Resources  and  Services  Administration 
and  we  have  before  the  Committee  Dr.  Harmon.  Dr.  Harmon, 
before  you  give  us  your  statement,  tell  us  who  you  have  with  you 
there  at  the  table. 

Dr.  Harmon.  Thank  you,  Mr.  Chairman,  and  members  of  the 
Committee.  I  am  pleased  to  appear  today  with  my  colleagues  to  dis- 
cuss the  fiscal  year  1993  budget  request  for  the  Health  Resources 
and  Services  Administration.  On  my  far  right  is  Dennis  Williams, 
Deputy  Assistant  Secretary  for  Budget  from  the  Office  of  the  Secre- 
tary. To  his  left,  Dr.  Stephen  Bowen,  Director  of  the  Bureau  of 
Health  Resources  Development  and  also  our  Acting  Associate  Ad- 
ministrator for  AIDS.  To  my  immediate  right,  Dr.  James  Walsh, 
Associate  Administrator  for  Operations  and  Management.  On  my 
left,  Dr.  Marilyn  Gaston,  Director  of  the  Bureau  of  Health  Care  De- 
livery and  Assistance,  to  her  left,  Dr.  Fitzhugh  Mullan,  Director  of 
the  Bureau  of  Health  Professions,  and  on  the  far  left,  Dr.  Florence 
Fiori,  Acting  Deputy  Director  of  the  Maternal  and  Child  Health 
Bureau. 

Mr.  Natcher.  Now  we  will  be  pleased  to  hear  from  you. 
Dr.  Harmon.  Thank  you.  My  official  statement  is  being  submit- 
ted for  the  record  and  I  will  summarize  it  with  five  charts. 

HRSA  BUDGETS 

The  first  chart  to  my  left  shows  the  fiscal  year  1989  through  1993 
budgets  for  HRSA.  As  it  expanded,  our  agency's  preeminent  role 
has  been  providing  health  care  and  education  for  the  underserved, 
the  disadvantaged  and  minorities.  This  chart  shows  how  the  budget 
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reflects  HRSA's  increasing  responsibilities  with  an  increase  of  13 
percent  above  fiscal  year  1991  at  $2,100,000,000  and  33  percent 
above  the  fiscal  year  1989  level  of  $1,600,000,000. 

Now,  for  the  1992/1993  period,  the  near  flat  line  actually  is  a 
$32,000,000  increase.  It  reflects  some  significant  proposed  increases 
for  1993  as  well  as  some  decreases.  This  budget  proposal  of  over 
$2,400,000,000  will  meet  our  commitments  through  community  and 
migrant  health  centers,  the  maternal  and  child  health  block  grant, 
treatment  programs  for  persons  with  black  lung,  Hansen's  disease 
and  AIDS,  support  for  health  profession  students  and  institutions, 
and  a  wide  variety  of  other  activities  dealing  with  organ  transplan- 
tation, vaccine  injury  compensation,  health  services  for  the  home- 
less and  the  Healthy  Start  program  designed  to  reduce  infant  mor- 
tality. 

HEALTHY  START  PROJECTS 

I  would  like  to  direct  your  attention  next  to  several  new  or  ex- 
panded activities  in  our  1993  budget.  For  example,  chart  two  illus- 
trates the  sites  for  Healthy  Start  projects.  These  15  grants  to  urban 
and  rural  areas  were  initially  awarded  in  September  of  1991  to  pro- 
vide comprehensive  maternal  and  infant  care  to  areas  with  some  of 
the  highest  infant  mortality  rates  in  our  nation.  They  are  designed 
to  reduce  those  high  rates  by  50  percent  by  1996. 

We  are  asking  for  $143,000,000,  more  than  doubling  our  1992  ap- 
propriated levels  to  continue  and  expand  this  program. 

THE  SECRETARY'S  FIVE  POINT  PLAN 

The  next  chart  shows  the  Secretary's  five  point  minority  health 
plan  and  its  components  for  improving  access  to  health  care  for  un- 
derserved  populations.  The  HRSA  portion  of  the  plan  is 
$130,000,000.  These  components  are  also  important  features  of  the 
President's  Comprehensive  Health  Care  Reform  program,  including 
especially  an  expansion  of  community  and  migrant  health  centers 
and  the  National  Health  Service  Corps. 

The  programs  are  also  designed  to  provide  early  preventive  care 
for  children  to  assure  that  children  arrive  at  school  ready  to  learn, 
to  remove  barriers  to  placement  and  retention  of  health  care  pro- 
viders in  underserved  areas,  and  to  improve  access.  The  programs 
in  this  initiative  also  include  health  care  for  the  homeless  and 
health  services  for  residents  of  public  housing. 

In  addition,  we  are  proposing  a  $24,000,000  increase  in  the  Ma- 
ternal and  Child  Health  block  grant.  This  should  enable  States  and 
localities  to  at  least  maintain  the  same  level  of  services  relative  to 
last  year. 

AIDS  SERVICES 

Chart  four  shows  how  the  HRSA  fiscal  year  1993  request  for 
AIDS  services  has  increased  more  than  five-fold  since  1989.  The 
budget  request  includes  $343,000,000,  an  increase  of  $27,000,000 
over  fiscal  year  1992,  to  continue  HRSA's  strong  involvement  in 
fighting  the  AIDS  epidemic  through  health  service  grants  to  the 
States  and  cities  with  very  high  incidence,  pediatric  AIDS  demon- 
stration projects,  education  and  training  centers,  and  grants  to 
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health  centers  for  early  treatment  intervention  of  HIV  infected 
persons. 

This  is  critical  because  the  next  chart  illustrates  how  the  AIDS 
epidemic  continues  to  increase.  This  chart  shows  the  cumulative 
cases  in  thousands,  well  over  200,000  cases  now  and  still  growing  at 
an  alarming  rate,  especially  among  women,  infants,  minorities  and 
the  uninsured. 

This  increase  is  fueled  to  a  greater  and  greater  extent  by  the 
spread  from  drug  use,  through  heterosexual  spread  and  the  infec- 
tion of  infants  from  their  HIV-positive  mothers. 

DISADVANTAGED  ASSISTANCE 

In  the  area  of  minority  and  disadvantaged  assistance,  this  budget 
continues  to  target  our  health  professions  support  on  programs  de- 
signed to  assist  minority  and  disadvantaged  students,  such  as  our 
exceptional  financial  need  scholarships,  excellence  in  minority 
health  programs,  financial  assistance  for  disadvantaged  students, 
and  the  health  careers  opportunity  program. 

So  in  summary,  Mr.  Chairman  and  members,  in  fiscal  year  1993 
HRSA  will  continue  its  quest  to  fill  the  gaps  in  our  health  system. 
I  believe  the  budget  we  are  presenting  to  you  will  enable  us  to  take 
advantage  of  many  opportunities  to  meet  the  challenges  ahead. 

At  this  time,  Mr.  Chairman,  and  members,  we  will  be  pleased  to 
address  any  questions  or  comments  you  may  have. 

[The  information  and  the  statement  of  Dr.  Harmon  follow:] 
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STATEMENT  OF  THE  ADMINISTRATOR  OF  THE 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 


Mr.   Chairman  and  Members  of  the  Committee: 

I  am  pleased  to  appear  before  you  today  to  discuss  the  fiscal  year 
(FY)  1993  budget  request  for  the  Health  Resources  and  Services 
Administration  (HRSA) . 

These  are  challenging  times  for  this  agency.     America,   the  President 
and  this  Congress  are  asking  that  more  be  done  for  the  people  HRSA 
serves.  We  are  pleased  to  be  moving  fast  on  many  fronts. 

Last  year  we  awarded  Healthy  Start  grants  to  15  communities  to  get 
them  on  the  way  to  reducing  infant  mortality  by  50  percent  by  FY 
1995.     For  next  year  we  are  asking  for  $143  million,  nearly  two  and 
one-half  times  the  current  appropriation  to  continue  this  vital 
program. 

We  are  asking  for  funds  to  extend  and  improve  access  to  primary 
health  care  centers  and  professionals,  not  just  reimbursing  for  care 
but  creating  the  capacity  to  provide  that  care  as  well. 

We  are  focusing  on  implementing  several  components  of  the 
Secretary's  Five-Point  Plan  for  Minority  Health  and  the  President's 
Comprehensive  Health  Reform  Program,   through  expansion  of  a  number 
of  HRSA  programs  that  benefit  underserved  minority  populations  and 
encouraging  minorities  to  pursue  health  careers. 

HRSA's  clients  are  diverse  and  often  difficult  to  reach.  They 
include  the  culturally  disadvantaged,   the  geographically 
underserved,   racial  and  ethnic  minorities,  poor  mothers  and  babies, 
the  homeless,  migrant  workers  and  newly  arrived  immigrants.     We  also 
assist  health  professions  students,   serve  persons  with  AIDS  and  HIV 
infection,  promote  organ  transplants,   and  provide  help  for  those  who 
are  too  sick  to  leave  their  homes.     We  also  operate  the  Vaccine 
Injury  Compensation  Program  and  maintain  the  National  Practitioners 
Data  Bank. 

In  FY  1993,  we  are  requesting  over  $2.4  billion  and  1,700  full-time- 
equivalent  positions.     Our  partners  in  this  effort  are  State  and 
local  health  departments,  private  non-profit  organizations, 
universities,   other  Federal  agencies,  and  many  other  participants  in 
our  nation's  public  health  system.     We  work  hard  to  coordinate  and 
combine  our  efforts  with  our  partners  to  most  effectively  use  the 
resources  available  to  us . 

Healthy  Start  Initiative 

The  FY  1993  request  includes  $143  million  to  build  on  the  currently 
funded  Healthy  Start  projects.     These  grants  will  assist  in  the 
provision  of  comprehensive  maternal  and  infant  health  care  and 
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social  services  in  communities  with  highest  infant  mortality  rates 
in  order  to  reduce  rates  by  half.     Healthy  Start  includes  a  national 
public  education  campaign  to  publicize  simple,  practical  information 
on  pregnancy  and  infant  health,  with  special  emphasis  on  high-risk 
women  of  childbearing  age  and  prospective  fathers. 

Secretary's  Five-Point  Plan  for  Access/Minority  Health 
HRSA  will  play  a  primary  role  in  implementing  both  the  Secretary's 
Five-Point  Plan  and  the  President's  Comprehensive  Health  Reform 
Program  by  expanding  access  to  health  care  to  underserved 
populations,   especially  minorities.     The  HRSA  budget  includes  $130 
million  for  this  initiative  designed  to  provide  early  preventive 
care  for  children;  provide  primary  care  to  children  in  schools  to 
assure  that  they  are  ready  to  learn  in  school;   remove  barriers  to 
placement  and  retention  of  National  Health  Service  Corps  health  care 
providers  in  underserved  areas;  and  improve  access  to  primary  care 
services  for  medically  underserved. 

Community  Health  Centers 

The  FY  1993  request  includes  $621  million,  an  increase  of  $84.5 
million,     to  expand  support  to  about  1,600  Community  Health  Center 
sites,  an  increase  of  125  sites,  providing  primary  health  care 
services  to  approximately  6.1  million  medically  underserved  people. 
These  underserved  individuals  are  without  access  to  care  because 
they  lack  insurance,   live  in  communities  without  sufficient  health 
delivery  capacity,  have  health  concerns  not  met  by  traditional 
medical  care,  or  face  other  barriers  to  care.     The  request  includes 
funding  for  the  case  management  approach  to  perinatal  care  designed 
to  reduce  infant  mortality. 

Migrant  Health  Centers 

Our  FY  1993  request  of  $63  million  for  Migrant  Health  Centers  will 
expand  primary  care  services  to  approximately  545,000  migrant  and 
seasonal  farmworkers  and  their  families.     This,   too,   is  a  group 
which  finds  access  to  health  care  difficult  because  of  lifestyle, 
location,   language,   culture,   and  economic  barriers.     The  number  of 
center  sites  will  increase  from  about  422  to  427. 

Minority  Health  Assistance 

The  FY  1993  budget  includes  $96  million  to  continue  the  Minority 
Health  Programs  authorized  by  the  "Disadvantaged  Minority  Health 
Improvement  Act."     These  are  programs  designed  to  increase  the 
number  of  minority  health  professionals  and  to  reduce  the  health 
disparities  between  minorities  and  the  non-minority  population. 

Our  request  will  provide  non-service-conditional  scholarship  aid  to 
disadvantaged  students;   grants  and  contracts  to  health  professions 
schools  and  other  health  or  educational  entities  to  assist 
individuals  from  disadvantaged  backgrounds  to  undertake  and  complete 
education  in  health  professions,  public  health  and  allied  health 
professions;   support  for  certain  predominately  minority  institutions 
which  train  a  disproportionate  number  of  minority  health 
professionals,   including  4  Historically  Black  Centers,   7  Hispanic 
Centers  of  Excellence,   5  Native  American  Centers  of  Excellence,  and 
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31  Other  Priority  Centers  of  Excellence;  and  projects  to  increase 
nursing  education  opportunities  for  individuals  from  minority  and 
disadvantaged  backgrounds. 

Maternal  and  Child  Health 

The  FY  1993  request  of  $674  million  for  the  Maternal  and  Child 
Health  Block  Grant  Program,   an  increase  of  $24  million  over  1992 
levels,  will  enable  States  to  provide  a  wide  range  of  health 
services  to  mothers,   infants  and  children;  particularly  those  with 
low  income  or  limited  availability  of  health  services,   at  the  same 
level  of  services  as  last  year.     The  request  includes: 

o  $565  million  for  State  Block  grants; 

o  $100  million  for  special  projects  of  regional  and 

national  significance  (SPRANS)   in  the  categories  of 
research,   training,  hemophilia,   genetic  diseases,  and 
maternal  and  child  health  improvement;  and 

o  $9  million  for  the  Community  Integrated  Service  Systems 

set-aside  which  supports  the  development  and  expansion 
of  primary  care  delivery  strategies  for  mothers  and 
children. 

National  Health  Service  Corps  (NHSC) 

The  NHSC  program  is  designed  to  improve  the  capacity  to  provide 
health  services  in  Health  Professional  Shortage  Areas  (HPSA)  and 
improve  access  to  health  care  in  these  areas  through  the  placement 
and  support  of  health  professionals.     The  NHSC,   and  its  related 
recruitment  and  retention  efforts,  play  a  critical  role  in  the 
attempt  to  reduce  shortages  of  physicians  and  other  primary  care 
providers  such  as  nurse  practitioners  and  midwives  and  physicians 
assistants  in  the  most  difficult  to  staff  areas  throughout  the 
country.     The  budget  request  of  $44  million  will  continue  the 
program  at  approximately  the  FY  1992  level. 

National  Health  Service  Corps  Recruitment 

The  FY  1993  budget  request  of  $65  million  for  NHSC  recruitment,  an 
increase  of  $6  million  above  the  FY  1992  appropriation,  will  support 
465  new  scholarships,  185  federal  loan  repayments  to  health 
professionals  and  health  professions  students,  and  25  State  loan 
repayment  agreements  in  exchange  for  service  in  the  neediest  HPSAs . 
An  additional  $11  million  is  requested  to  improve  the  ability  of  the 
NHSC  to  effectively  recruit,  place  and  retain  providers, 
particularly  minority  providers. 

Homeless 

The  FY  1993  budget  request  for  $68  million  is  an  increase  of  $12 
million  above  the  FY  1992  level  for  health  care  to  the  homeless. 
This  amount  will  support  a  broad  range  of  primary  care,  alcohol  and 
substance  abuse,  and  mental  health  services  to  approximately  515,000 
homeless  individuals  at  approximately  135  centers,   an  increase  of  20 
centers.     Emphasis  will  be  placed  on  providing  preventive  as  well  as 
curative  services  to  homeless  children,  runaway  adolescents, 
homeless  pregnant  women,   and  individuals  with  chronic  substance 
abuse  and  mental  health  problems. 
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Health  Professions 

At  the  end  of  the  current  fiscal  year  the  cumulative  Federal 
investment  in  Health  Professions  programs  will  total  nearly  $9 
billion.     In  the  late  1970 's  and  through  the  1980' s,  targeted 
objectives  such  as  training  in  primary  care,   assistance  to  the 
disadvantaged  students  and  improvement  in  advanced  and  specialized 
nurse  training  have  been  our  priorities. 

In  recognition  of  past  successes,   the  Administration  proposes  to 
shift  the  emphasis  from  health  professions  training  to  other 
national  priorities  such  as  reducing  infant  mortality,  increasing 
the  number  of  minority  health  professionals,  providing  health 
services  to  underserved  populations,   and  supporting  AIDS/HIV 
programs . 

National  Practitioner  Data  Bank 

The  FY  1993  Budget  request  proposes  to  expand  the  collection  of  user 
fees  to  $8  million  to  cover  the  full  cost  of  operations  of  the 
National  Practitioner  Data  Bank  including  the  operating  costs  of 
receipt,   storage  and  dissemination  of  information  on  medical 
malpractice  sanctions  taken  against  physicians  and  dentists. 

Organ  Transplantation 

We  believe  that  the  allocation  of  organs  for  transplantation  is  more 
fair  and  equitable  since  the  establishment  of  the  national  Organ 
Procurement  and  Transplantation  Network.     For  example,   the  number  of 
organs  procured  but  discarded  has  decreased  markedly  from  10%  in 
1985  to  4%  in  1990.     Fewer  organs  are  being  shipped  overseas  and,  as 
a  result,  more  U.S.   residents  are  receiving  transplants.     The  1993 
budget  request  includes  $3.7  million  to  continue  support  of  the 
Network  as  well  as  the  Scientific  Registry,  which  is  used  to  track 
the  scientific  and  clinical  status  of  organ  recipients.  In 
addition,   the  request  includes  funds  for  grants  and  contacts  to 
improve  organ  donation  especially  among  minorities. 

Rural  Health 

The  budget  request  includes  $5  million  for  the  Office  of  Rural 
Health  Policy  to  fund  a  total  of  seven  Rural  Health  Policy/Research 
Centers.     These  centers  will  provide  an  information  base  and  a 
policy  research  capability  on  a  wide  range  of  rural  health  concerns 
including  access  to  care,   financing  systems,   alternative  delivery 
systems,   and  occupational  health  issues. 

AIDS 

This  budget  continues  programs  authorized  by  the  Ryan  White 
Comprehensive  AIDS  Resources  Emergency  Act  of  1990.     The  request 
includes : 

o      $149  million  for  HIV  Emergency  Relief  Grants  providing 
grants  to  an  estimated  24  to  25  metropolitan  areas,  an 
increase  of  about  6,     with  very  high  numbers  and/or 
rates  of  AIDS  cases  for  coordinated  outpatient  and 
ambulatory  health  and  social  support  services,   this  is 
an  increase  to  cover  new  cities,  new  costs,  and 
increased  cases  in  already  finished  areas; 


261 


o       $108  million  for  HIV  Care  Grants  providing  grants  to 

States  and  territories  for  the  operation  of  HIV  service 
delivery  consortia  in  the  localities  most  affected  by 
the  epidemic,   and  for  the  provision  of  home  and 
community-based  care,   continuation  of  insurance  coverage 
for  infected  people,   and  HIV  treatments  that  prolong 
life  and  prevent  serious  deterioration  of  health;  and 

o      $50  million  for  Early  Intervention  Services  providing 
grants  to  federally  qualified  health  centers  and 
nonprofit  private  entities  that  provide  comprehensive 
primary  care  services  to  populations  at  risk  of  HIV 
disease . 

In  addition,  HRSA  is  requesting  categorical  funds  of: 

o     $17  million  for  Education  and  Training  Centers  to 

continue  17  projects  providing  training  of  health  care 
personnel  who  care  for  AIDS  patients;  and 
o     $20  million  to  fund  approximately  39  projects  for 

Pediatric  AIDS  Health  Care  Demonstration  Grants  which 
demonstrate  strategies  and  innovative  models  of 
intervention  in  pediatric  AIDS. 

Vaccine  Injury  Compensation  Program 

The  National  Childhood  Vaccine  Injury  Act  of  1986  established  a 
program  to  provide  compensation  for  vaccine -related  injury  or  death. 
HRSA  provides  medical  advice  to  the  U.S.  Court  of  Claims,  maintains 
the  fiscal  records  of  the  claims  trust  fund,   and  pays  claims.  The 
request  seeks  $85  million  for  payment  of  post- 1988  claims  and  $2.5 
million  for  administrative  costs  from  the  trust  fund.  An 
appropriation  of  $80  million,   the  full  authorization  level,  is 
requested  in  FY  1993  for  payment  of  pre-1988  claims. 

Conclusion 

We  at  HRSA  see  the  coming  year  as  one  with  numerous  opportunities  to 
move  the  public's  health  agenda  forward.  With  your  assistance,  HRSA 
will  continue  to  do  more  for  the  people  who  need  our  help. 

Mr.  Chairman  and  members  of  the  Committee,  my  associates  and  I  will 
be  pleased  to  address  any  questions  or  comments  you  may  have  on  the 
specifics  of  this  budget  request. 
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HEALTHY  START  GRANTS 

Mr.  Natcher.  Thank  you,  Dr.  Harmon.  Now  that  you  have 
awarded  the  first  Healthy  Start  infant  mortality  grants,  tell  us 
what  sort  of  agencies  are  participating  and  how  they  intend  to  use 
the  funding. 

Dr.  Harmon.  We  have  been  site  visiting  these  places  around  the 
country  and  the  consortia  required  with  these  grants  where  many 
different  parties  are  represented  from  the  community,  the  provid- 
ers, the  consumers,  the  institutions  and  so  forth.  The  services  that 
will  be  delivered  cover  a  very  wide  range  of  outpatient  and  even 
inpatient  maternal  and  infant  care. 

We  have  a  lot  of  outreach  services  where  community  health 
nurses  or  community  outreach  workers  will  try  to  bring  into  care 
early  and  often  the  hard-to-reach  women  of  child  bearing  age,  preg- 
nant women  and  their  infants.  Transportation,  social  services,  and 
care  coordination  are  also  to  be  funded. 

In  fact,  there  are  actually  very  few  restrictions  as  long  as  the 
care  goes  for  maternal  and  infant  populations  and  will  bring  this 
rate  down  by  50  percent  over  five  years. 

Mr.  Natcher.  Will  the  grants  result  in  more  services  being  deliv- 
ered or  simply  better  coordination  of  existing  community  re- 
sources? 

Dr.  Harmon.  I  believe  both  will  occur.  In  fact,  both  are  required 
to  occur  with  the  specifications  from  the  grants.  The  coordination 
will  come  from  these  consortia  that  are  required.  In  fact,  it  is  one 
of  the  most  exciting  things  to  see  these  communities  work  better 
and  better  together.  New  services  will  be  delivered.  There  will  be 
the  hiring  of  new  outreach  workers,  more  nurse  practitioners,  phy- 
sician assistants,  nurse  midwives,  physicians,  and  many  more  units 
of  service  provided  than  before. 

Mr.  Natcher.  Your  budget  documents,  as  you  know,  indicate 
that  much  of  the  $89,000,000  provided  for  Healthy  Start  in  1991 
and  1992  is  being  used  for  planning.  Doctor,  why  is  planning  so  ex- 
pensive? 

Dr.  Harmon.  Well,  the  initial  phase  is  a  planning  phase  and 
there  is  an  appropriation  of  around  $25,000,000  for  this  first  year. 
The  planning  grants  averaged  only  around  $500,000  or  less.  The 
next  cycle  of  awards  from  that  $25,000,000  will  be  for  actual  start- 
up of  services. 

I  would  say  the  planning  component  is  relatively  small  and  by  no 
means  is  the  majority  of  that  money  going  for  planning  only,  just  a 
small  proportion.  We  need  good,  comprehensive  Healthy  Start 
plans  so  that  the  money  can  be  spent  wisely,  and  those  are  due 
July  1.  From  then  on,  it  is  for  services. 

Mr.  Natcher.  Your  1992  budget  request  for  Healthy  Start,  as 
you  know,  is  $143,000,000.  Do  you  expect  annual  funding  require- 
ments to  increase  beyond  this  level  for  the  remaining  three  years 
of  the  program? 

Dr.  Harmon.  It  is  hard  to  say  what  our  future  requests  will  be 
for  fiscal  year  1994  and  beyond.  We  are  currently  working  on  that, 
but  we  definitely  feel  we  need  the  $143,000,000  to  get  the  15  sites 
up  to  full  operation  and  we  do  believe  sincerely  it  will  take  that 
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much  to  make  this  kind  of  dramatic  difference  to  bring  that  rate 
down  by  half,  which  is  no  small  order. 

COMMUNITY  HEALTH  CENTERS 

Mr.  Natcher.  Funding  for  community  health  centers  increased, 
as  you  know,  by  $58,000,000  in  1992.  Your  1993  budget  proposes  a 
further  $85,000,000  increase.  How  many  new  centers  do  you  expect 
to  support  in  each  of  these  years? 

Dr.  Harmon.  I  would  like  to  call  on  Dr.  Gaston  to  comment  on 
that.  She  oversees  these  programs. 

Mr.  Natcher.  Doctor. 

Dr.  Gaston.  This  year,  1992,  the  budget  increase  will  permit  us 
to  award  70  to  80  new  sites  in  areas  that  do  not  have  access  to  pri- 
mary care  at  this  point  in  time.  The  increase  requested  for  1993 
will  permit  us  to  increase  new  sites  by  around  120. 

So  over  the  next  two  years,  we  intend  to  increase  access  points 
throughout  the  country  by  over  200. 

Mr.  Natcher.  Do  you  have  any  concerns  about  managing  such  a 
large  build-up  in  two  years? 

Dr.  Gaston.  No,  we  don't.  We  are  mobilizing  all  of  our  resources 
in  the  central  office,  in  our  regional  offices,  and  also  through  our 
State  programs.  There  are  numerous  planning  meetings  going  on 
at  the  State  and  local  levels.  There  are  meetings  going  on  to  orga- 
nize communities  to  provide  technical  assistance,  and  we  are  confi- 
dent that  we  can  manage  the  proposed  expansions. 

I  should  mention  that  during  the  past  year  we  received  over  100 
applications  for  new  centers  and  were  able  to  award  only  14  new 
sites. 

PROVIDER  RETENTION 

Mr.  Natcher.  You  plan  to  use  $36,000,000  of  the  requested  in- 
crease for  community  health  centers  to  increase  staff  salaries  and 
provide  inflation  adjustments.  Why  is  this  more  important  than 
using  these  funds  to  support  new  centers? 

Dr.  Gaston.  We  intend  to  use  the  $36,000,000  in  three  ways 
really.  The  first  one  is  to  increase  the  physician  salaries  by  about 
10  percent.  We  have  a  major  retention  problem  in  our  health  cen- 
ters. There  is  an  annual  physician  turnover  of  around  40  percent 
and  we  feel  there  is  no  question  that  it  is  related  to  the  fact  that 
our  salaries  are  not  as  competitive  as  we  would  like  them  to  be. 

Community  and  migrant  health  center  salaries  are  only  about 
two-thirds  of  what  a  physician  could  get  outside  of  our  center 
system,  and  we  feel  it  is  absolutely  crucial  for  the  retention  of 
those  physicians  that  salaries  increase  in  order  to  maintain  the  via- 
bility of  the  system  that  is  already  in  place. 

Secondly,  existing  centers  are  experiencing  a  huge  demand  in 
terms  of  the  needs  of  their  service  populations,  as  you  know,  Mr. 
Natcher.  As  I  travel  around  the  country,  I  am  continually  im- 
pressed by  the  dramatic  increase  in  the  numbers  of  persons  and 
families  that  need  our  services,  and  the  increase  in  the  complexity 
of  the  problems  we  are  treating. 

We  ensure  that  the  infrastructure  already  in  place  is  main- 
tained. We  also  want  to  take  some  of  the  $36,000,000  to  extend 
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clinic  hours,  do  more  outreach,  and  expand  the  types  of  services 
that  are  currently  being  provided.  We  think  that  is  as  important  as 
getting  new  sites  out  into  the  country. 

READY  TO  LEARN  PROGRAM 

Mr.  Natcher.  If  you  will,  tell  us  more  about  your  proposed 
Ready  to  Learn  program.  Will  it  establish  school  health  clinics  run 
by  community  health  centers? 

Dr.  Gaston.  Yes.  The  Ready  to  Learn  program  is  designed  to  im- 
prove access  to  primary  preventive  care  for  school  age  children 
ages  3  to  12.  There  are  8,000,000  children  in  that  age  group  that 
are  living  in  poverty.  Most  of  them  have  problems  in  terms  of 
access  to  primary  care.  We  intend  to  take  the  $6,000,000  that  is  re- 
quested and  have  our  federally  funded  programs,  community 
health  centers,  migrant  health  centers,  health  care  for  the  home- 
less programs  and  our  centers  in  public  housing  actively  partici- 
pate with  communities  and  establish  linkages  with  the  schools  to 
provide  access  to  primary  care. 

Mr.  Natcher.  Mr.  Pursell,  I  yield  to  you. 

RURAL  AND  URBAN  HEALTHY  START  PROJECTS 

Mr.  Pursell.  Thank  you,  Mr.  Chairman. 

Dr.  Harmon,  nice  to  have  you  back  again.  I  want  to  continue 
with  the  chairman's  questions  with  regard  to  Healthy  Start.  How 
many  are  urban  and  how  many  are  rural? 

Dr.  Harmon.  Thirteen  urban  and  two  rural. 

Mr.  Pursell.  Where  are  the  two  rural  ones? 

Dr.  Harmon.  One  is  in  the  Aberdeen  area,  including  over  15 
Indian  tribes  in  Iowa,  Nebraska,  North  Dakota  and  South  Dakota, 
and  the  other  is  in  rural  South  Carolina  in  the  Pee  Dee  River 
region. 

Mr.  Pursell.  Are  you  proposing  any  additional  sites?  If  so,  will 
they  include  some  rural  sites  as  well? 

Dr.  Harmon.  We  are  not  proposing  a  further  expansion  of  the  15 
sites  since  we  feel  we  need  the  resources  proposed  to  adequately 
fund  those  15.  There  are  some  other  things  going  on  which  will 
provide  opportunities  for  other  sites  however. 

For  example,  $10,000,000  has  been  appropriated  for  health  cen- 
ters to  expand  infant  mortality  efforts  and  the  intent  is  to  pursue 
funding  of  a  significant  number  of  rural,  as  well  as  urban  health 
centers  to  fight  infant  mortality.  And  there  is  $10,000,000  for  that 
and  that  will  be  awarded  this  fiscal  year. 

Also  we  are  working  in  a  number  of  private/public  partnerships 
with  the  March  of  Dimes,  for  example,  which  has  agreed  to  pursue 
funding  of  approved  but  unfunded  sites.  So  that  is  under  way  as 
well.  

Mr.  Pursell.  Is  local  matching  funding  required  to  go  along 
with  the  Federal  dollar? 

Dr.  Harmon.  It  is  encouraged  but  not  required  and  one  of  the 
criteria  for  awards  was  how  well  other  resources  were  being  used. 
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We  are  impressed  by  the  amount  of  other  efforts  going  into  this 
from  local  health  departments  and  private  voluntary  organizations. 

Mr.  Pursell.  Are  you  trying  to  establish  some  guidelines  for 
matching  funds,  from  either  local  public  sectors  like  cities  and 
counties  or  from  states? 

Dr.  Harmon.  Could  I  get  that  information  for  you  as  far  as  what 
the  proposed  contribution  would  be  from  the  non-Federal  sector? 
We  are  encouraging  contributions  but  we  don't  have  guidelines  at 
this  time. 

[The  information  follows:] 

Presently  there  are  no  statutory  or  other  matching  requirements  for  this  demon- 
stration program.  We  are,  however,  actively  engaged  in  a  deliberate  process  of  iden- 
tifying additional  Federal,  state,  or  local  and  private  resources  for  the  Healthy  Start 
sites. 

HEALTHY  START  PLANS 

Mr.  Pursell.  When  will  the  planning  document  and  plan  be  re- 
viewed and  completed?  Did  you  say  July  1? 

Dr.  Harmon.  They  are  due  by  July  1.  We  expect  those  to  be 
coming  in  soon.  We  will  be  reviewing  them  and  the  award  of  the 
second  phase  of  this  year's  funding  is  contingent  upon  approval  of 
those  plans. 

Mr.  Pursell.  Each  site  will  receive  $500,000  in  planning.  Why  do 
we  have  to  have  that  large  amount  of  planning  money? 

Dr.  Harmon.  Well,  it  goes  beyond  just  planning.  It  involves 
bringing  on  the  staff  to  start  up  a  project  and  work  with  the  com- 
munity to  begin  to  staff  the  consortia. 

Mr.  Pursell.  Who  is  going  to  be  paying  for  these  full  time  staff 
once  the  program  is  up  and  running?  Will  this  be  a  Federal  respon- 
sibility? 

Dr.  Harmon.  Well,  there  is  a  five-year  commitment  for  these 
projects,  but  ultimately  it  will  be  the  responsibility  for  a  variety  of 
sources  to  pick  up  the  ball  and  run  with  it.  Hopefully,  by  that  time 
health  care  reform  will  have  been  enacted  where  the  number  of 
uninsured  will  be  greatly  reduced. 

We  would  hope  that  State  and  local  economies  will  improve 
enough  that  State  and  local  health  departments  could  invest  in 
this  very  important  area  more  than  in  the  past,  and  the  Maternal 
and  Child  Health  block  grant  and  other  sources  should  be  able  to 
pick  up  the  slack. 

But  especially,  I  would  say,  we  look  for  better  health  insurance 
coverage  for  these  uninsured  pregnant  women  and  infants. 

Mr.  Pursell.  Can  you  track,  Doctor,  all  the  Federal  money  that 
is  going  into  any  particular  city  for  Medicare,  drug  programs,  clin- 
ics, or  any  other  Federal  health  care  programs  now  existing? 

Dr.  Harmon.  We  can  do  most  of  that.  There  is  some  tracking 
that  is  difficult  with  the  block  grants  where  there  are  not  formal 
reporting  requirements,  but  most  of  that  we  can  track.  We  are 
working  very  hard,  by  the  way,  on  partnerships  with  the  other  pro- 
grams and  funding  streams  such  as  Medicaid  and  WIC,  women, 
infant  and  children  nutrition. 

We  have  excellent  partnerships,  Federal,  State  and  local  to  co- 
ordinate those  programs,  especially  in  these  Healthy  Start  sites 
where  we  do  have  the  resources  to  invest,  in  the  people,  in  the 
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computer  systems  and  in  the  one-stop  shopping  sites  to  make  that 
reality. 

HEALTHY  START  FACILITIES 

Mr.  Pursell.  Where  will  these  sites  be  located?  Will  they  be  in 
existing  facilities  like  a  given  hospital  or  clinic  center  or  will  they 
be  brand  new  facilities? 

Dr.  Harmon.  I  would  say  they  would  be  either  in  existing,  per- 
haps remodeled  sites,  or  in  renovated  sites.  We  will  not  pay  for 
new  construction.  We  will  pay  for  renovation  and  remodeling  to 
expand  sites  because  there  will  be  more  services  delivered  and  we 
do  need  room  for  different  programs  to  share  space.  That  is  an  im- 
portant component. 

Mr.  Pursell.  Do  you  see  any  of  these  sites  being  located  in  a  hos- 
pital center? 

Dr.  Harmon.  I  do  see  the  hospitals  playing  a  major  role  as  I 
make  site  visits. 
Mr.  Pursell.  But  not  as  a  site  center. 

Dr.  Harmon.  They  could  well  be  a  site  if  they  are  expanding  into 
ambulatory  care.  We  have  a  limit  of  10  percent  for  inpatient  serv- 
ices, but  I  am  impressed  by  how  the  hospitals  are  rising  to  the  oc- 
casion and  are  major  partners  in  these  efforts  and  are  willing  to 
host  eligibility  workers,  outreach  nurses  and  others,  especially  in 
ambulatory  sites  which  are  sometimes  separate  from  the  hospital. 

Mr.  Pursell.  Who  will  be  responsible  in  terms  of  oversight  and 
coordination  for  those  sites  and  the  administration,  the  planning, 
the  general  effectiveness  of  the  program? 

Dr.  Harmon.  At  this  time  I  am  very  involved  and  my  Associate 
Administrator  for  Planning  Evaluation  is. 

Mr.  Pursell.  Have  you  got  one  contact  person? 

Dr.  Harmon.  Yes,  the  acting  program  director  is  Dr.  Thurma 
McCann,  who  is  a  pediatrician  and  has  been  detailed  full  time  to 
that  position.  She  is  the  point  person  and  she  is  working  with  two 
or  three  of  us  as  the  office  administrator. 

It  is  our  plan  next  October  1  to  move  the  program  to  the  Mater- 
nal and  Child  Health  Bureau  and  to  keep  a  number  of  the  same 
staff  continuing  to  work  on  it.  It  will  have  a  high  status  reporting 
to  the  Director  of  the  Maternal  and  Child  Health  Bureau  and  I  will 
continue  close  involvement  with  the  project. 

Mr.  Pursell.  Will  you  be  doing  some  restructuring  to  give  that 
more  accountability? 

Dr.  Harmon.  Yes,  we  will  continue  to  have  a  high  level  account- 
able relationship  in  how  we  manage  the  program.  It  is  a  very  high 
priority. 

PHYSICIAN  RECRUITMENT  FOR  HOMELESS  CLINICS 

Mr.  Pursell.  The  February  5  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association  contains  an  article  that  criticized  the  phy- 
sician recruitment  for  homeless  clinics  funded  through  the  Health 
Care  for  the  Homeless  Stewart  McKinney  Act.  What  steps  has  your 
agency  taken  to  resolve  this  problem? 
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Dr.  Harmon.  Dr.  Gaston  mentioned  some  of  the  steps  to  improve 
physician  recruitment  and  retention.  Regarding  that  specific  pro- 
gram, I  have  to  ask  her  about  this. 

Dr.  Gaston.  There  are  a  number  of  steps  that  we  are  taking 
overall  and  certainly  our  health  care  for  the  homeless  programs 
are  a  piece  of  that.  I  mentioned  increasing  salaries  for  physician 
retention.  There  are  a  number  of  things  that  we  put  into  place  too 
in  terms  of  increasing  the  training  of  medical  students  and  also  our 
National  Health  Service  Corps  obligors  that  relate  to  getting  them 
into  health  centers  that  are  serving  the  underserved. 

Our  community  and  migrant  health  centers  and  our  health  care 
for  the  homeless  data  document  that  when  those  kinds  of  linkages 
occur,  more  physicians  and  more  nurse  practitioners,  et  cetera, 
then  choose  after  their  training  to  go  into  that  kind  of  setting  to 
serve  the  underserved. 

Mr.  Pursell.  Okay,  Mr.  Chairman.  I  want  to  thank  you. 

Mr.  Natcher.  Mr.  Stokes,  I  yield  to  you. 

CENTERS  OF  EXCELLENCE 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Harmon,  in  the  Federal  Register  of  January  27  your  agency 
issued  a  program  announcement  and  proposed  funding  preference 
for  grants  for  Centers  of  Excellence  and  minority  health  profes- 
sions education.  In  that  announcement,  you  indicate  approximately 
$9,600,000  will  be  available  to  support  about  45  competing  awards 
averaging  about  $210,000.  What  is  the  current  amount  that  is  as- 
sessed or  appropriated  for  Centers  of  Excellence? 

Dr.  Harmon.  Congressman  Stokes,  I  would  like  to  turn  that  over 
to  Dr.  Mullan  in  our  Bureau  of  Health  Professions. 

Mr.  Stokes.  Dr.  Mullan. 

Dr.  Mullan.  Mr.  Stokes,  the  current  situation  with  the  Centers 
of  Excellence  program,  which  has,  as  you  are  well  aware,  received 
significant  augmentation  due  to  the  Minority  Disadvantaged 
Health  Improvement  Act  of  1990,  resulting  in  the  current  situation 
where  we  continue  to  fund  four  historically  black  institutions.  We 
also  have  been  able  to  fund  seven  Hispanic  and  five  Native  Ameri- 
can centers  under  that  Act.  In  fiscal  year  1991  a  total  of 
$14,151,000  was  devoted  to  these  programs.  We  anticipate  that 
during  fiscal  year  1992,  with  the  additional  appropriated  funds  of 
$9,500,000  we  will  be  able  to  undertake  expansions  and  fund  an  ad- 
ditional number  of  new  centers. 

The  anticipated,  and  this  is  not  based  on  having  yet  received  pro- 
posals, distribution  of  those  new  centers  would  be  as  follows:  We 
would  continue  to  fund  the  four  historically  black  institutions,  the 
seven  Hispanic  and  the  six  Native  American  centers.  In  addition, 
36  other  priority  centers  would  be  funded.  The  expectation  is  that 
perhaps  as  many  as  14  of  those  36  would  be  Hispanic,  perhaps  two 
would  be  Native  American  and  the  balance,  which  is  20,  would  be 
other  applicants,  many  of  whom  who  presumably  would  be  black 
institutions  or  applying  as  such. 

The  figures  as  to  the  size  of  those  grants  is  based  on  the  experi- 
ence that  we  had  during  the  1991  cycle.  During  that  cycle,  outside 
of  the  historically  black  institutions,  which  include,  as  you  are 
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aware  of  them,  Meharry,  Tuskegee  and  Xavier  that  are  large 
grantees. 

The  new  applicants  request  an  average  of  $250,000  per  applica- 
tion. After  those  were  reviewed  by  peer  review,  outside  reviewers, 
the  advisory  council  as  well  as  staff,  the  average  approved  grant 
was  $210,000.  So  the  figures  that  we  have  projected  for  this  year 
are  simply  taking  last  year's  experience  and  walking  it  forward 
and  do  not  reflect  necessarily  what  the  nature  of  the  new  applica- 
tions will  be  in  terms  of  size  of  proposed  project. 

Mr.  Stokes.  Do  you  have — actually  have  45  other  institutions 
that  can  qualify? 

Dr.  Mullan.  The  requirement  on  other  institutions  is  that  15 
percent  of  their  student  body  come  from  disadvantaged  minority 
backgrounds,  that  is,  black,  Hispanic  or  Native  American.  Eligibil- 
ity is  across  all  of  the  health  professions,  so  it  is  not  just  medicine, 
but  across  the  range  of  health  professions  institutions,  and  our  an- 
ticipation is  that,  yes,  there  will  be  applications  from  a  group  as 
large  as  that. 

Mr.  Stokes.  What  about  the  other  institutions,  the  non-tradition- 
al historically  black  colleges  and  universities  over  and  above  the 
four  which  traditionally  compete  and  are  awarded  these  contracts? 
Will  others  be  able  to  participate? 

Dr.  Mullan.  Yes,  indeed.  It  is  anticipation  that  not  only  would 
there  be  applications  from  other  historically  black  institutions, 
such  as  Florida  A&M  or  Texas  Southern,  but  in  addition,  institu- 
tions that  are  traditionally  non-minority  institutions  which  have 
had  vigorous  and  successful  recruitment  of  minority  students  and 
have  reached  the  15  percent  minority  student  body  criteria  would 
also  be  applicants. 

STATISTICS  ON  MINORITIES 

Mr.  Stokes.  Do  you  have  with  you  for  the  record  any  of  the  cur- 
rent statistics  in  terms  of  minorities,  black,  Hispanic,  Native  Amer- 
ican, so  forth,  in  terms  of  the  number  of  health  professionals,  doc- 
tors and  so  forth? 

Dr.  Mullan.  Yes,  I  do,  and  I  can  submit  that  for  the  record  in 
detail.  The  situation,  as  it  has  developed  in  the  health  professions 
in  general,  has  been  that  following  a  fairly  impressive  gain  of  mi- 
nority enrollment  in  the  1970s,  the  1980s  has  witnessed  a  far  more 
modest  level  of  increase.  In  medicine  it  has  been  close  to  a  flat  line. 

In  certain  other  professions,  there  has  been  a  very  significant  in- 
creased enrollment  taking  place.  In  dentistry,  for  instance,  and  in 
pharmacy,  there  has  been  continued  increases  of  a  significant  pro- 
portion. Nursing  is  an  area  in  which  we  have  dedicated  a  good  deal 
of  attention  in  recent  years.  Nursing  is  a  relatively  easy  access  pro- 
fession. That  is,  the  baccalaureate  or  pre-baccalaureate  level  would 
be  an  area  where  immediate  gains  would  be  realized  as  opposed  to 
doctoral  programs  that  have  much  more  start  uptime. 

However,  in  nursing  today,  only  on  the  order  of  7  to  8  percent  of 
practicing  nurses  are  minorities  or  disadvantaged  minorities.  In 
the  pipeline,  the  figures  are  roughly  15  percent.  So  the  nursing 
schools  are  running  well  out  in  front  of  the  practicing  nursing  pop- 
ulation, and  we  are  encouraged  by  that. 
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We  recently  sponsored  a  minority  nursing  congress,  which  was 
very  well  attended  and  brought  together  nursing  leadership  from 
across  the  nation  and  focused  on  the  issues  of  upscaling  minority 
recruitment  in  education. 

Mr.  Stokes.  Feel  free,  Dr.  Mullan,  to  expand  upon  this  question 
in  the  record.  It  is  important  for  this  Committee  to  know  firstly 
what  the  statistical  data  is  relative  to  minorities  in  the  total  popu- 
lation, and  then  what  percent  are  of  them  are  actually  in  these 
various  professions.  It  also  is  important  for  us  to  know  whether  or 
not  we  are  making  any  gains  in  terms  of  the  legislation  and  the 
appropriations  which  attempt  to  make  some  impact  in  each  of 
these  areas.  I  would  appreciate  it  if  you  would  feel  free  to  expand 
upon  this  issue  for  me. 

Dr.  Mullan.  Mr.  Stokes,  we  will  be  glad  to. 

[The  information  follows:] 
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Data  from  the  1990  Census  indicate  that  persons  in  the 
racial/ethnic  minority  categories  of  Black,  Hispanic,  American 
Indian/Eskimo /Aleut ,  and  Asian/Pacific  Islander  comprise 
approximately  25  percent  of  the  U.S.  population.     The  percentages 
for  specific  racial/ethnic  minority  groups  are:     Black  (12.1 
percent);  Hispanic  (9.0  percent);  Asian/Pacific  Islander  (2.9 
percent);  and  American  Indian/Eskimo/Aleut  (0.8  percent).  The 
combined  population  percentage  for  those  groups  that  have 
historically  been  underrepresented  in  the  health  professions  (Black, 
Hispanic,  American  Indian/Eskimo/Aleut)  is  21.9  percent. 

As  indicated  in  the  table  below,  the  available  data  on  minorities 
among  the  supply  of  health  care  practitioners  indicate  that  the 
percentages  of  Black  and  of  Hispanic  practitioners  generally  are 
less  than  5  percent  of  the  total  supply. 


Estimated  Percent  of  Black  and  Hispanic  Practitioners  in  Selected 
Health  Professions: 

Percent  Percent 

 Occupation                         Black  Hispanic 

Physicians  (MD  and  DO)   (1990)         3.0  4.5 

Dentists  (1990)                                4.9  3.5 

Registered  Nurses  (1988)                 4.0  1.4 

Pharmacists  (1990)                           4.1  4.1 

Source:     Bureau  of  Labor  Statistics  and  1988  National  Sample 
Survey  of  Registered  Nurses 


Notwithstanding  the  considerable  room  for  improvement  in  the 
representation  of  these  minority  groups,  the  current  numbers  of 
minority  health  professionals  are  higher  than  they  have  ever  been  as 
a  result  of  past  efforts  to  improve  the  representation.     During  the 
1980s  the  total  number  of  underrepresented  minority  graduates  from 
allopathic  medical  schools  was  nearly  16,000.     Dental  schools 
produced  almost  4,000  new  underrepresented  minority  dentists  during 
this  period,  and  more  than  5,000  graduated  from  schools  of  pharmacy. 

Thus,  there  have  been  gains  in  increasing  the  numbers  of 
underrepresented  minority  health  care  practitioners.     However  in 
order  for  these  gains  to  be  reflected  in  improvements  in  the 
percentages  within  the  professions  they  would  have  to  substantially 
outpace  the  growth  for  the  professions  on  the  whole  and  this  has  not 
occurred  to  any  significant  degree. 

Past  experiences  have  shown  that  increases  in  the  numbers  of 
underrepresented  minorities  have  generally  not  occurred  without  the 
impetus  of  intervention  efforts  supported  by  the  legislation.     As  an 
example,  the  majority  of  medical  schools  with  underrepresented 
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minority  enrollments  substantially  above  the  national  average  are 
Health  Career  Opportunity  Program  (HCOP)  grantees.  Similarly, 
America's  osteopathic  medical  schools  registered  a  64  percent  gain 
in  underrepresented  minorities  in  the  1988-89  freshman  class.  The 
American  Association  of  Colleges  of  Osteopathic  Medicine  cited  an 
HCOP  grant  as  a  major  factor  in  this  gain. 

As  required  by  P.L  100-607  the  Bureau  of  Health  Professions  has 
recently  submitted  to  Congress  a  report  on  a  tracking  system  to 
evaluate  programs  established  under  Section  787  of  the  Public  Health 
Service  Act.     In  the  coming  years,   the  data  available  from  that 
system  should  permit  more  accurate  measurement  of  the  effectiveness 
of  these  programs  in  meeting  their  legislative  objectives.  Changes 
in  the  percentage  of  underrepresented  minorities  in  the  health 
fields  reflect  the  effects  of  any  number  of  factors  which  may  be 
outside  of  the  influence  of  programs  aimed  at  increasing  the 
representation  of  minorities.     It  is  difficult  to  separate  the 
effects  of  legislated  programs  from  all  of  the  other  influencing 
factors . 
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TECHNICAL  ASSISTANCE 

Mr.  Stokes.  Thank  you.  Let  me  ask  this.  In  terms  of  these  minor- 
ity institutions  attempting  to  be  able  to  compete  for  this  funding,  is 
there  available  to  them  any  type  of  grant  writing  aid  and  assist- 
ance? Is  that  furnished  by  HRSA  at  all? 

Dr.  Mullan.  The  answer  is  yes,  Mr.  Stokes.  We  have,  in  the 
past,  provided  technical  assistance  support  particularly  for  those 
institutions  that  are  unfamiliar  with  or  new  to  the  process  of  seek- 
ing health  professions  support  in  this  area.  We  have  done  this  both 
with  site  visits  by  staff  who  go  and  spend  time  with  the  institutions 
as  well  as  with,  upon  occasion,  conferences,  particularly  in  the  Cen- 
ters of  Excellence  programs.  We  have  traditionally  held  three  na- 
tional conferences  where,  at  their  own  expense,  potential  appli- 
cants traveled  to  a  central  point,  East  Coast,  West  Coast,  Midwest, 
and  met  with  staff  in  the  program  who  take  them  through  the  ap- 
plication, through  the  program  guidelines,  and  through  congres- 
sional intent.  Those  have  been  very  important  infrastructure  build- 
ing activities  for  the  programs,  and  requires  that  kind  of  attention 
and  hand  holding  at  times. 

HEALTH  SERVICES  IN  PUBLIC  HOUSING 

Mr.  Stokes.  Dr.  Harmon,  let  me  go  to  the  public  housing  grants. 
As  you  know,  that  was  a  part  of  the  Minority  Disadvantaged 
Health  bill  which  Congress  passed  this  past  year  and  you  have  al- 
ready made  some  grants  in  some  cities  under  that  program. 

Can  you  give  us  some  ideas  as  to  what  type  of  reports  you  have 
had  from  those  grants  thus  far  and  additionally,  tell  us  what  you 
are  contemplating  for  fiscal  year  1993? 

Dr.  Harmon.  It  is  my  understanding  that  for  fiscal  year  1991,  we 
had  seven  grantees  and  were  anticipating  another  seven  in  fiscal 
year  1992  for  a  total  of  14  grantees  and  40  sites.  We  are  enthusias- 
tic about  that  new  program.  Dr.  Gaston  can  give  you  some  of  the 
details. 

Mr.  Stokes.  Dr.  Gaston,  pleased  to  hear  from  you. 

Dr.  Gaston.  Well,  as  you  know,  we  are  real  excited  about  this 
program  and  see  it  as  a  major  opportunity  to  improve  access. 

Mr.  Stokes.  People  in  the  cities  are  very  excited  about  it  too,  in 
the  housing  projects. 

Dr.  Gaston.  That  is  the  word  we  have  too.  In  1991,  of  the  seven 
grants  awarded,  four  were  in  already  established  community 
health  centers  and  one  was  in  a  health  care  for  the  homeless 
project.  One  of  the  most  interesting  awards  was  made  to  a  tenant 
management  corporation  and  we  intend  to  try  to  cultivate  more  of 
those  applications.  In  addition,  one  was  made  to  an  existing  non- 
federally  funded  health  center. 

At  the  present  time  we  have  26  sites  that  are  serving  38,000 
people.  As  Dr.  Harmon  said,  we  will  expand  that  to  40  sites  this 
year.  In  1993  we  intend  to  increase  to  55  sites  and  over  100,000 
people  served. 

Mr.  Stokes.  Thank  you  very  much. 

Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Yes.  Mr.  Weber,  I  yield. 
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HEALTH  ACCESS  IN  RURAL  AREAS 

Mr.  Weber.  Thank  you,  Mr.  Chairman. 

Dr.  Harmon,  I  want  to  talk  a  little  bit  more  about  health  access 
in  rural  areas,  which  I  know  we  have  been  talking  about  a  good 
deal  up  to  now.  We  are  very  pleased  with  the  President's  proposal 
to  expand  funding  for  National  Health  Service  Corps  and  commu- 
nity health  centers,  but  your  proposal  also  cuts  back  on  such  pro- 
grams as  family  medicine  residencies,  allied  health,  and  advanced 
nursing  education,  undergraduate  nursing  scholarships.  Why  do  we 
zero  out  those  programs  entirely? 

Why  is  that  being  done,  because  it  seems  to  me  they  don't  serve 
exactly  the  same  function  as  similar  National  Health  Service  Corps 
proposals. 

Dr.  Harmon.  Well,  Congressman  Weber,  these  are  times  of  limit- 
ed funds  and  difficult  decisions  and  it  is  felt  by  the  administration 
that  other  programs  like  the  National  Health  Service  Corps,  for  ex- 
ample, with  a  service  commitment  attached  to  them,  are  a  higher 
priority. 

Also,  given  the  direction  we  are  headed  on  health  care  reform 
and  reimbursement  reforms,  we  feel  some  of  these  marked  incen- 
tives should  have  a  very  significant  impact  on  attracting  more 
health  professionals  into  the  primary  care  specialties  compared  to 
the  subspecialties  as  had  been  the  case. 

Mr.  Weber.  You  would  agree  then  that  the  National  Health 
Service  Corps  programs  are  not  really  designed  to  increase  the 
supply  of  those  health  care  professionals  but  rather  to  encourage  a 
better  distribution  of  them? 

Dr.  Harmon.  That  is  right,  and  of  course  the  scholarship  support 
is  such  and  the  service  commitment  is  such  that  it  does  influence, 
we  think,  the  choice  of  a  specialty. 

But  again,  we  think  that  reimbursement  reform  will  be  an  even 
bigger  factor  in  such  things  as  the  resource  base  relative  value 
scale  reforms  to  pay  primary  care  physicians  more  and  to  provide 
rural  physicians  with  better  reimbursement. 

Mr.  Weber.  What  about  allied  health  professionals  and  nurses? 

Dr.  Harmon.  When  it  comes  to  nursing  and  so  forth,  we  do  be- 
lieve that  the  market  is  starting  to  work.  We  are  pleased  with 
some  of  the  recent  developments  in  nursing  with  increased  num- 
bers going  into  the  field,  with  applications  significantly  up,  and  in 
allied  health,  we  think  some  of  these  market  reforms  also  have  a 
lot  of  potential  and  are  also  starting  to  kick  in. 

Student  loans  are  available  and  there  has  been  a  significant  in- 
vestment in  health  professions  support  over  the  years  with  mixed 
results  in  some  ways.  We  feel  that  some  new  thinking  and  some 
redirection  is  indicated,  especially  to  minority  health  professions 
where  I  think  you  will  see  ongoing  strong  support  from  the  Admin- 
istration. 

Mr.  Weber.  Well,  in  a  lot  of  the  smaller  rural  communities  par- 
ticularly, we  are  finding  it  impossible  and  are  going  to  continue  to 
find  it  impossible  to  get  physicians.  We  are  expecting  that  nurses 
and  allied  health  professionals  are  going  to  pick  up  some  of  the 
slack. 
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So  if  indeed  the  market  is  not  responding  as  you  indicated,  we 
have  a  supply  problem  there  that  needs  to  continue  to  be  ad- 
dressed: I  understand  your  budget  problems,  but  I  just  wanted  to 
bring  your  attention  to  that.  Because  nurses  and  physician  assist- 
ants are  a  potential  for  a  lot  of  our  smaller  communities  that  they 
are  looking  at  very  seriously  right  now. 

COMMUNITY  HEALTH  CENTERS 

I  would  like  to  move  to  a  discussion  of  the  community  health 
center  programs.  I  guess  my  question  is  maybe  of  Dr.  Gaston.  You 
mentioned  you  continue  to  have  a  concern,  I  can  imagine,  about 
the  distribution  of  those  programs,  making  sure  we  get  our  fair 
share  in  rural  areas.  You  said  with  the  additional  funding  you  are 
getting  we  will  fund  an  additional  70  centers.  Did  I  understand  you 
correctly? 

Dr.  Gaston.  Yes,  70  to  80. 

Mr.  Weber.  How  will  they  be  distributed  as  far  as  the  urban, 
rural  allocations?  Do  you  have  any  idea? 

Dr.  Gaston.  Well,  the  distribution  is  currently  close  to  a  50/50 
split  in  terms  of  funding.  New  start  funding  decisions  will  be  based 
on  need  utilizing  criteria  that  will  identify  need  in  urban  and  rural 
areas. 

So  we  intend  to  provide  equal  opportunity  for  urban  and  rural 
areas. 

CRITERIA  FOR  SELECTION 

Mr.  Weber.  Can  you  talk  a  little  bit  more  about  the  criteria  in 
the  rural  areas?  I  don't  want  you  to  go  into  great  detail  but  give  us 
some  idea  what  the  criteria  are. 

Dr.  Gaston.  The  criteria  in  both  areas  would  be  based  on  level  of 
poverty,  infant  mortality  rates,  shortage  of  health  professionals, 
and  other  documented  special  factors.  A  criteria  in  a  rural  area 
that  might  be  different  from  an  urban. 

Mr.  Weber.  Can  I  interrupt  for  a  second?  My  question  I  guess 
then — the  first  criteria  is  poverty,  the  second  criteria  as  you  men- 
tioned is  underserved.  Will  we  have  enough  money  get  past  the 
first  criteria  or  will  all  of  the  centers  be  located  in  areas  defined  as 
high  poverty  areas? 

Dr.  Gaston.  They  will. 

Mr.  Weber.  So  all  will  be  in  high  poverty  areas. 
Dr.  Gaston.  Yes,  there  is  no  question  about  it. 
Mr.  Weber.  So  an  underserved  area,  won't  be  qualified  as  a  high 
poverty  area? 

Dr.  Gaston.  Let  me  clarify  further.  As  we  look  at  the  applica- 
tions that  come  in,  they  will  be  scored  according  to  points. 

The  points  will  be  allocated  by  reviewers  based  on  various  crite- 
ria. One  will  be  poverty,  one  will  be  infant  mortality  rates,  one  will 
be  the  ratio  of  physician  to  population  and  so  on.  In  rural  areas, 
only,  we  will  evaluate  based  on  problems  with  regard  to  distance, 
geographic  barriers,  etc. 

In  addition,  the  infant  mortality  rate  will  be  10  percent  for  rural 
areas  compared  to  12  percent  for  urban  areas.  There  are  other 
things  that  we  will  consider  in  the  criteria  in  terms  of  cultural  dif- 
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ferences,  et  cetera,  unemployment,  uninsured,  those  kinds  of 
things. 

Mr.  Weber.  My  concern  is,  there  are  a  lot  of  rural  areas  that 
don't  have  adequate  access  to  personnel  and  are  really  in  fairly 
desperate  need  for  emergency  services  and  other  things.  Yet  they 
may  not  fall  below  the  poverty  line.  They  are  not  wealthy  areas 
but  they  may  not  be  deemed  impoverished  areas.  Certainly  in  the 
upper  Midwest  and  in  my  State,  I  think  that  is  the  case.  Probably 
Congressman  Pursell's  State,  as  well,  and  others  and  I  would  hate 
to  see  those  areas  cut  out  of  the  competition  because  they  don't 
quite  fall  under  the  poverty  line. 

Their  needs  for  health  care  are  just  as  great.  The  risk  that  they 
are  at  with  an  absence  of  emergency  services  and  all  those  other 
things  is  as  great. 

Dr.  Gaston.  I  would  agree  with  you.  Poverty  is  just  one  of  the 
criteria  that  they  would  be  measured  against.  There  are  four  other 
criteria  that  will  be  considered. 

Mr.  Weber.  You  have  mentioned  you  have  done  14  new  centers. 

Dr.  Gaston.  Yes. 

Mr.  Weber.  Where  are  they,  urban  and  rural? 

Dr.  Gaston.  It  is  evenly  divided. 

Mr.  Weber.  Can  you  give  us  a  list  of  all  locations? 

Dr.  Gaston.  I  could  do  that,  yes. 

[The  information  follows:] 

NEW  FISCAL  YEAR  1991  COMMUNITY  HEALTH  CENTERS  ACCESS  POINTS 


Location 


Rural  Centers: 

Community  Medical  Foundation   Rock  Mill.  SC. 

Cabun  Rural  Health  Service   Lewisville,  AR. 

NE  Mississippi   Byhalia,  MS. 

Mainline  Health  Service   Dermott,  AR. 

Marcha   Bangor,  ME. 

Clinica  de  Salud   Salinas,  CA. 

Rankin   New  Hebron,  MS. 

Urban  Centers: 

Greenville  Community  Health  Center   Greenville,  SC. 

Syracuse  Community  Health  Center   Syracuse,  NY. 

Cincinnati  Health  Network   Cincinnati,  OH. 

Franklin  Memorial  Primary  Health  Center   Mobile,  AL. 

Eden  Park   Baton  Rough,  LA. 

Brooklyn  Plaza  Medical  Center   Brooklyn,  NY. 

Siouxland  Community  Health  Center   Sioux  City,  IA. 


NHSC  SCHOLARSHIPS 

Mr.  Weber.  Dr.  Harmon,  the  National  Health  Service  Scholar- 
ship programs  we  talked  about  a  minute  ago  and  loan  repayment 
programs  have  great  potential  for  us,  but  they  have  gotten  sort  of  a 
black  eye  lately  because  of  the  news  media's  focus  on  recipients  or 
beneficiaries  who  aren't  living  up  to  their  agreements.  I  am  sure 
you  are  familiar  with  what  I  am  talking  about. 
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Can  you  give  us  an  estimate  of  the  number  of  scholarship  recipi- 
ents who  actually  complete  their  service  commitments  versus  the 
number  who  fail  to  do  so? 

Dr.  Harmon.  This  is  indeed  something  that  has  been  in  the 
public  eye  recently  and  I  am  pleased  to  say  the  good  news  is  that 
around  92  percent  of  the  scholarship  recipients  serve  with  distinc- 
tion or  pay  off  their  obligations. 

It  is  around  81  percent  who  actually  serve  in  a  shortage  area. 
Another  11  percent  or  so  who  pay  off  their  obligation.  There  is  an- 
other 8  percent  where  extra  efforts  are  necessary  to  collect  or  to 
obtain  service.  Our  goal  in  this  whole  process  is  service  in  an  un- 
derserved  area.  We  really  don't  want  the  financial  pay  off.  Howev- 
er, we  do  have  to  begin  action  and  about  4  percent  at  any  one  time 
are  undergoing  action  of  an  administrative  nature  to  obtain  service 
or  repayment  and  then  about  4  percent  are  referred  to  the  Depart- 
ment of  Justice  for  legal  action. 

So  it  is  a  relatively  small  number  if  you  look  at  the  variety  of 
Federal  and  State  programs,  but  one  that  gets  a  lot  of  attention,  as 
it  rightly  should,  and  we  are  intent  on  cracking  down  on  these  de- 
faulters and  getting  service  or  the  money  back. 

Mr.  Weber.  Are  you  taking  some  additional  steps  in  response  to 
the  media? 

Dr.  Harmon.  Yes.  We  already  had  begun  special  steps.  Some  of 
them  had  legal  challenges,  such  as  intercepting  medicare  and  med- 
icaid reimbursement.  We  are  pursuing  that.  We  are  already  inter- 
cepting Federal  income  tax  refunds.  Some  significant  measures  are 
being  taken. 

The  best  thing  may  be  the  media  attention  because  some  of  these 
cases  are  suddenly  very  interested  in  serving. 

RECRUITMENT  FROM  RURAL  AREAS 

Mr.  Weber.  I  imagine  so.  Evidence  shows  that  students  recruited 
from  rural  areas  have  a  substantially  higher  likelihood  of  return- 
ing to  those  areas.  Do  you  have  any  special  recruitment  programs 
for  rural  areas  in  place  to  try  to  increase  the  number  of  students 
that  you  recruit  from  rural  areas? 

Dr.  Harmon.  We  have  geared  up  our  interview  activities  for  ap- 
plicants for  National  Health  Service  Corps  scholarships. 

Dr.  Gaston  could  address  that,  where  we  not  only  look  at  applica- 
tions, but  other  factors.  Dr.  Gaston. 

Dr.  Gaston.  This  is  an  important  component  in  our  efforts  to  de- 
crease the  default  rate.  We  are  going  to  do  better  selections  based 
on  the  interview  process  and  choose  individuals  who  will  not  only 
go  on  to  primary  care,  but  also  serve  the  underserved  and  who  are 
more  likely  to  return  to  the  areas  where  they  grew  up. 

I  think  another  aspect  that  we  are  working  on  is  keeping  in 
touch  with  them  throughout  the  entire  period  of  their  training. 
Not  only  are  we  staying  in  touch  with  them  and  cultivating  and 
grooming  them,  we  are  giving  them  experiences  in  their  home 
areas  in  community  migrant  health  centers,  health  care  for  the 
homeless  programs,  and  other  programs.  So  that  is  another  key. 

We  have  a  State  loan  repayment  program  and  certainly  the 
States  that  have  large  rural  areas  are  actively  recruiting  from 
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those  areas.  The  State  loan  repayment  operates  like  the  Federal 
loan  repayment  program  under  which  provider  receive  loan  repay- 
ments in  return  for  service  in  the  shortage  areas  that  are  in  their 
State. 

But  you  are  absolutely  right.  If  we  can  do  a  better  job  at  select- 
ing them  on  the  front  end,  then  we  are  more  apt  to  not  only  have 
them  go  back  home,  but  to  keep  them  in  those  areas  and  retain 
them  better. 

COOPERATION  WITH  OTHER  DEPARTMENTS 

Mr.  Weber.  I  have  a  couple  questions  I  want  to  talk  about  relat- 
ing to  cooperation  with  other  agencies.  In  my  State  we  have  a 
project  through  the  Department  of  Agriculture's  Extension  Service 
called  Project  Future  which  is  now  focusing  on  helping  rural  com- 
munities assess  their  health  care  needs. 

I  just  wonder  if  you  are  aware  of  it,  if  you  have  been  asked  to 
cooperate  in  any  way  with  the  extension  service  in  Minnesota  or 
other  States  with  that  kind  of  a  program,  and  if  you  would  be  will- 
ing to  do  so. 

Dr.  Harmon.  We  are  very  supportive  of  that  kind  of  approach, 
Congressman  Weber.  I  can  check  and  let  you  know  if  we  are  in 
touch  with  that  program.  Our  office  of  rural  health  policy  is  very 
supportive  of  this. 

My  own  experience  was  very  positive  with  the  extension  service 
in  Missouri  where  I  was  the  State  health  director.  We  worked 
closely  on  human  service  projects  at  the  county  level  with  the  ex- 
tension agencies.  I  am  very  supportive  of  that. 

We  now  have  rural  health  office  grants  to  38  States  which  are 
charged  with  the  responsibility  of  working  with  other  State  pro- 
grams, including  university  extension  on  just  this  kind  of  thing  and 
our  goal  is,  as  many  States  as  possible  to  do  that. 

Mr.  Weber.  Fine.  If  you  can  just  bring  us  up  to  date  on  the  level 
of  your  cooperation,  if  there  is  any,  with  Minnesota  extension.  If 
not,  I  would  like  you  to  look  into  it  and  see  what  kind  of  coordina- 
tion can  take  place. 

[The  information  follows:] 

At  the  Federal  level,  our  Office  of  Rural  Health  Policy  is  working  closely  with 
Extension  Service  on  a  number  of  projects  including  the  development  of  a  health 
agenda  at  Cooperative  Extension.  At  the  state  level,  each  of  the  38  State  Offices  of 
Rural  Health  (SORH)  includes  Extension  in  its  health  activities  and  a  number  are 
cooperating  on  special  initiatives.  The  program  you  mentioned  in  Minnesota,  "Pro- 
tect Future,"  is  a  good  example.  On  behalf  of  the  SORH,  Terry  Hill  at  the  Center 
for  Rural  Health  has  been  working  with  Cooperative  Extension  on  an  initiative  that 
empowers  rural  communities  to  identify  their  health  care  needs  and  then  design  an 
appropriate  delivery  system  to  meet  these  needs.  This  is  an  especially  exciting  part- 
nership because  private  sector  funding  was  obtained  from  the  W.K.  Kellogg  Founda- 
tion. 

EMERGENCY  SERVICES 

Mr.  Weber.  And  my  final  question  is  on  coordination  with  the 
Department  of  Transportation.  As  I  mentioned  a  while  ago  in  my 
question  to  Dr.  Gaston,  emergency  services  are  a  big  problem  in 
more  and  more  of  our  areas.  Are  you  doing  anything  in  cooperation 
with  the  Department  of  Transportation  to  try  to  address  that  prob- 
lem? 
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Dr.  Harmon.  We  expect  the  Department  will  be  pursuing  that 
under  the  new  trauma  care  and  emergency  medical  services  au- 
thorization and  $5,000,000  appropriation  with  80  percent  of  those 
funds  going  to  State  grants  to  pursue  better  systems  of  emergency 
medical  services.  We  expect  that  those  decisions  to  be  made  later 
this  fiscal  year  that  will  provide  us  with  that  kind  of  opportunity. 

The  Department  is  currently  considering  the  delegation  of  that 
authority,  and  we  also  work  closely  with  State  health  departments 
which  usually  have  the  responsibility  in  this  area  of  rural  EMS. 

Mr.  Weber.  The  Department  is  considering  the  delegation  of  that 
authority? 

Dr.  Harmon.  They  are  deciding  where  to  delegate  it,  such  as  to 
HRSA. 

Mr.  Weber.  When  will  that  decision  be  made? 

Dr.  Harmon.  We  better  ask  some  of  our  colleagues  here. 

Dr.  Walsh.  As  we  understand  it,  Mr.  Weber,  the  decision  has 
been  made  within  our  Department  to  delegate  it  to  HRSA.  We  are 
awaiting  that  formal  delegation  right  now.  We  are  undertaking 
plans  to  implement  the  $5,000,000  program  that  Dr.  Harmon  re- 
ferred to. 

Mr.  Weber.  OK.  Thank  you  very  much. 

WEED  AND  SEED 

Mr.  Natcher.  Now,  Doctor,  the  budget  indicates  that  $35,000,000 
of  the  request  for  community  health  centers  will  be  designated  for 
the  Weed  and  Seed  program.  What  role  will  the  centers  have  in 
Weed  and  Seed? 

Dr.  Harmon.  Mr.  Chairman,  this  is  in  discussion  at  this  time. 
Health  centers  are  already  very  involved  in  efforts  to  treat  and 
prevent  substance  abuse  and  we  will  be  gearing  up  that  program. 

Dr.  Gaston  may  want  to  comment  further. 

Dr.  Gaston.  I  can  expand  just  a  little  bit.  The  $35,000,000  will 
not  be  transferred.  It  will  remain  with  us  and,  again,  we  will  en- 
hance the  services  that  we  are  already  providing  in  terms  of  sub- 
stance abuse  and  HIV  testing,  et  cetera. 

HEALTH  EDUCATION  ASSISTANCE  LOANS 

Mr.  Natcher.  On  to  HEAL  loans,  do  you  expect  the  current 
$290,000,000  HEAL  loan  limit  to  be  exhausted  before  the  end  of  the 
year? 

Dr.  Harmon.  I  will  ask  Dr.  Mullan  to  respond  to  that  one. 
Mr.  Natcher.  Yes,  go  ahead,  Dr.  Mullan. 

Dr.  Mullan.  Mr.  Chairman,  the  answer  to  that  is  yes.  The  cur- 
rent $290,000,000  figure  represents,  we  estimate,  $30,000,000  to 
$50,000,000  less  than  might  be  requested  this  year.  The  reasons  for 
that  are  two-fold.  One  is  that  there  was  some  residual  HEAL  bor- 
rowing interest  from  last  year  when  there  was  a  $206,000,000  cap 
and  in  addition,  the  loan  demand  tends  to  grow  about  10  percent 
per  year. 

Mr.  Natcher.  What  steps  are  you  taking  at  this  time  to  manage 
any  shortfalls? 

Dr.  Mullan.  We  have  been,  over  the  last  months,  very  vigorous 
in  working  with  the  lending  institutions  to  put  the  money  in  the 
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hands  of  those  institutions  that  have  the  most  favorable  interest 
rates  for  the  students,  and  there  are  significant  differences  from  in- 
stitution to  institution. 

The  effect  of  this  is  to  stretch  the  dollars  as  much  as  possible  and 
to  use  the  shortfall  to  achieve  the  best  interest  rates  for  the  bor- 
rowers who  are  health  professions  students. 

Mr.  Natcher.  How  do  you  expect  schools  and  students  to  re- 
spond to  a  shortfall? 

Dr.  Mullan.  What  happened  last  year  was  that  those  who  were 
unable  to  achieve  loan  guarantees  at  the  end  of  the  fiscal  year  had 
funds  or  had  loan  guarantees  made  available  to  them  at  the  begin- 
ning of  the  next  fiscal  year.  It  rolled  over.  There  are  obviously  di- 
minishing horizons  for  that  because  as  you  roll  over,  there  is  more 
demand  pent  up. 

We  have  been  actively  working  with  the  finance  community  to 
look  to  non-Federal  sources  of  loan  guarantees  and  there  are  indi- 
cations that  a  number  of  lending  institutions  are  prepared  to  enter 
into  loan  programs  with  health  professions  students,  particularly 
in  certain  disciplines  where  the  track  record  is  better  in  terms  of 
repayment. 

We  think  that  there  is  the  likelihood  that  a  private  market  will 
emerge  that  will  not  require  the  very  expensive  Federal  loan  guar- 
antee aspects  that  are  inherent  in  the  HEAL  program. 

Mr.  Natcher.  Do  you  think  the  authorizing  legislation  currently 
in  conference  will  significantly  improve  HEAL's  default  problems? 

Dr.  Mullan.  Yes,  Mr.  Chairman.  The  Administration,  while  for- 
mally proposing  a  HEAL  phase  down  in  the  fiscal  year  1993  budget 
request,  has  been  in  active  discussions  with  the  authorizing  com- 
mittees. We  are  very  encouraged  by  the  language  being  proposed 
by  the  authorizing  committees.  We  understand  that  the  language 
would  provide  for  a  much  more  vigorous  management  of  the  pro- 
gram. It  would  require  schools  and  lending  institutions,  to  meet 
performance  standards.  Schools  and  lenders  to  participate  in  the 
program,  would  have  to  demonstrate  a  respectable  loan  repayment 
track  record  of  their  borrowers.  Those  schools  and  lenders  that 
could  not  achieve  a  good  track  record  would  no  longer  be  part  of 
the  program. 

In  addition,  there  is  a  role  for  some  financial  risk  sharing  by  fi- 
nancial institutions  and  schools.  This  has  not  been  part  of  the  pro- 
gram to  date.  Those  institutions,  which  up  to  now  have  enjoyed 
total  Federal  protection  would  share  a  bit  of  risk. 

HEALTH  PROFESSIONS  RESCISSION 

Mr.  Natcher.  Now,  on  to  health  professions.  According  to  the 
February  18  budget  supplement,  you  are  proposing  to  rescind 
$25,000,000  in  health  professions  training  funds  in  1992.  Which  pro- 
grams would  you  reduce  or  eliminate? 

Dr.  Harmon.  Mr.  Chairman,  we  can  submit  for  the  record  a  list- 
ing of  those  programs.  I  might  want  to  have  Mr.  Williams  com- 
ment on  that  matter. 

Mr.  Natcher.  Go  ahead,  Mr.  Williams. 

Mr.  Williams.  Mr.  Chairman,  as  you  know,  in  the  1993  budget 
we  requested  elimination  of  some  health  professions  programs,  the 
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rescission  in  1992  would  be  from  programs  which  we  have  proposed 
to  eliminate  in  1993  in  any  case,  and  we  can  provide  specifics  on  it. 

Mr.  Natcher.  All  right.  Place  that  in  the  record  for  us. 

[The  information  follows:] 

Should  the  Congress  rescind  the  $25  million,  we  would  reduce  funding  proportion- 
ally in  untargeted  health  professions  programs  where  there  are  unobligated  funds. 
The  specific  programs  and  amounts  will  be  determined  based  on  the  unobligated 
funds  on  the  date  of  the  rescission.  Examples  of  programs  which  will  potentially  be 
affected  are  public  health  special  projects,  family  medicine,  allied  health,  nursing 
special  projects,  and  physicians  assistants  training. 

The  table  below  shows  projects  unboligated  balances  as  of  June  1,  1992: 

FISCAL  YEAR  1992  UNOBLIGATED  BALANCES 

[In  thousands  of  dollars] 

RwSf  "nobgTSnces 

Minority: 

Centers  of  excellence  

Exceptional  financial  need  scholarships  

Health  career  opport.  program  

Financial  assistance  disadvantaged  students  

HPSL  

Disadvantaged  nursing  

Nurse  undergraduate  scholarships  

Scholarship  for  disadvantage  students  

Faculty  loan  repayment  

Data  collection  


Subtotal,  minority  HP  

Public  health/health  administration: 

Public  health  special  projects  

Health  administration  graduate  program  . 

Public  health  traineeships  

Health  administration  traineeships  

Preventative  medicine  residency  training. 
Primary  care: 

Family  medicine  training  

General  dentistry  training  

General  internal  medical/pediatrics  

Department  of  family  medicine  

Physicians  assistant  training  

Pacific  basin  officers  training  

Service-linked  education: 

Allied  health  special  projects  

Area  health  education  centers  

Health  education  and  training  centers .... 

Geriatric  programs  

Studies/initiatives: 

Rural  health  interdisciplinary  training  

HP  analytical  studies  and  reports  

HP  special  education  initiatives  

Nursing: 

Advanced  nurse  education  

Nurse  practitioner/midwives  

Nursing  special  projects  

Professional  nurse  traineeships  

Nurse  anesthetists  


24  063 

o 

9,748 

0 

24,566 

0 

o 

14  920 

o 

3,398 

0 

2,377 

0 

17  Sfl'} 

l/,v)UO 

o 

Q7fi 
3/0 

n 

370 

104,683 

0 

4  292 

406 

1,549 

406 

3,412 

0 

482 

0 

1,649 

72 

35,970 

6,748 

3,820 

717 

17,196 

2,536 

6,807 

1,277 

5,002 

938 

1,795 

0 

2,816 

529 

19,173 

1,892 

3,889 

0 

13,659 

2,521 

4,679 

563 

1,755 

61 

2,386 

347 

12,425 

2,329 

14,592 

2,736 

10,958 

2,056 

14,107 

0 

1,924 

911 

289.02 

26,639 

Should  Congress  rescind  the  $25  million,  we  would  reduce  funding  proportionally 
in  untargeted  health  professions  programs  where  there  are  unobligated  funds.  The 
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specific  programs  and  amounts  will  be  determined  based  on  the  unobligated  funds 
on  the  date  of  the  rescission.  Examples  of  programs  which  will  potentially  be  affect- 
ed are  public  health  special  projects,  family  medicine,  allied  health  nursing  special 
projects,  and  physians  assistants  training. 

Mr.  Natcher.  When  will  we  receive  the  President's  official  re- 
scission message? 
Mr.  Williams.  I  don't  know  that. 

Dr.  Walsh.  Mr.  Natcher,  we  understand  as  of  late  yesterday 
evening  that  OMB  is  sending  to  your  Committee  a  specific  proposal 
It  should  reach  you  within  a  few  days. 

HEALTH  CARE  REFORM 

Mr.  Natcher.  All  right. 

Now,  on  the  record,  the  President's  health  care  reform  package 
encourages  people  to  have  their  health  care  managed  by  a  family 
physician.  Is  your  proposal  to  terminate  all  family  medicine  train- 
ing funds  consistent  with  the  President's  approach? 

Dr.  Harmon.  Mr.  Chairman,  we  are  pleased  with  the  progress  of 
the  family  medicine  training  programs.  Of  course,  there  is  a  lot  of 
other  support  that  goes  into  those  from  State  and  private  sources, 
but  there  are  also  other  primary  care  providers,  such  as  general  in- 
ternists, general  pediatricians  and  so  forth. 

We  anticipate  as  the  system  moves  more  into  managed  care,  co- 
ordinated care,  HMOs  and  so  forth,  that  there  will  be  movement  of 
physicians  to  do  more  primary  care  and  move  into  these  roles. 
There  is  a  large  pool  out  there  of  specialist  and  internists,  for  ex- 
ample, who  can  do  more  general  internal  medicine  type  activities. 

We  think  the  President's  proposal  will  be  very  good  for  primary 
care  and  good  for  more  managed  care  systems,  and  that  the  market 
will  have  a  significant  impact. 

NHSC  BUILD-UP 

Mr.  Natcher.  Your  budget  proposes,  as  you  know,  to  continue 
the  build  up  of  the  National  Health  Service  Corps.  What  is  your 
long  range  target.  Doctor,  for  the  number  of  health  professionals 
you  want  to  recruit  each  year? 

Dr.  Harmon.  I  would  ask  Dr.  Gaston  to  comment  on  some  of 
those  numbers. 

Mr.  Natcher.  All  right.  Go  right  ahead,  Dr.  Gaston. 

Dr.  Gaston.  Thank  you,  Mr.  Chairman.  In  the  country,  we  have 
2,100  primary  care  HPSAs,  health  professional  shortage  areas.  To 
eliminate  those,  we  need  over  4,400  primary  care  physicians  which 
is  the  target  that  we  are  trying  to  reach. 

In  addition,  let  me  say  that  of  the  3,200  counties  in  the  country, 
2,100  have  been  designated  as  being  underserved,  and  we  need  to 
initiate  service  in  about  1,700  counties  that  do  not  have  any  Feder- 
al presence  or  just  partial  Federal  presence. 

So  that  is  another  target  that  we  have  in  terms  of  our  HRSA 
long-range  access  plan. 

In  the  short  term,  we  hope  to  be  able  to  get  providers  out 
through  our  loan  repayment  program.  Hopefully  we  can  get  up- 
wards of  185  this  year.  Last  year  we  had  160  that  we  were  able  to 
place. 
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Although  we  are  now  funding  400  scholarships  per  year  that  we 
will  eventually  place,  we  only  have  around  100  scholars  that  will 
be  coming  out  of  the  pipeline  this  coming  year.  So  in  the  short 
term,  we  hope  to  use  the  loan  repayment  program. 

Over  the  long  term,  we  will  have  scholarship  obligors  but  the 
build-up  takes  awhile.  We  will  not  be  able  to  see  the  result  of  the 
dollars  that  are  going  into  this  program  right  now  until  six  or 
seven  years  when  they  have  completed  their  training. 

There  is  another  important  mechanism  that  we  are  using  that 
we  think  is  absolutely  crucial  that  Mr.  Weber  talked  about — nurse 
practitioners,  physician  assistants,  certified  nurse  midwives.  This  is 
another  important  area  that  we  are  emphasizing. 

We  have  the  community  scholarship  program  that  we  think  will 
be  a  way  to  provide  an  excellent  pool  of  providers  for  us,  mid-level 
practitioners,  because  the  training  is  only  one  to  two  years.  Also 
we  know  that  they  will  go  back  to  an  underserved  area  or  to  a 
HPSA  after  they  have  completed  their  training.  That  is  part  of  the 
agreement. 

If  I  might  add  one  further  point,  in  the  long  term,  also  in  the 
short  term,  it  is  absolutely  critical  that  we  not  only  increase  re- 
cruitment, but,  again,  we  retain  those  providers  that  are  out  there. 
So  there  are  a  number  of  programs  and  projects  that  we  are  put- 
ting into  place  to  help  with  retention.  A  critical  component  is  our 
new  request  for  the  early  recruitment  program  as  part  of  the  Na- 
tional Health  Service  Corps  that  is  designed  to  improve  our  tention 
rate  and  is  also  a  recruitment  tool. 

Mr.  Natcher.  Mr.  Pursell,  I  yield. 

INFANT  MORTALITY 

Mr.  Pursell.  With  respect  to  the  Healthy  Start  program,  are  you 
developing  a  measurement  to  follow  the  infant  mortality  rate? 

Dr.  Harmon.  Congressman  Pursell,  we  have  both  specific  data 
from  the  Healthy  Start  project  areas  as  well  as  national  data  that 
will  be  evaluated  and  we  have  an  extensive  evaluation  and  data 
collecting  plan. 

Mr.  Pursell.  In  a  given  city,  whether  it  is  New  York  or  Cleve- 
land or  Detroit,  where  we  have  already  determined  what  the  infant 
mortality  rate  is? 

Dr.  Harmon.  Right.  Well,  some  of  these  places  have  infant  mor- 
tality rates  of  well  over  20.  Let's  say  it  is  22  infant  deaths  per  1,000 
live  births  which  is  way  above  the  national  average  of  about  10  and 
it  is  mostly  minority  infant  mortality,  unfortunately.  The  goal 
would  be  to  bring  that  down  to  11,  which  is  about  our  year  2000 
target  for  black  infant  mortality,  and  we  have  a  long  way  to  go  be- 
cause we  are  currently  at  about  16  on  that.  So  that  would  re- 
quire  

Mr.  Pursell.  Does  this  initial  plan  of  Cleveland  or  Detroit  indi- 
cate what  their  rate  is? 
Dr.  Harmon.  Yes. 

Mr.  Pursell.  So  that  next  year  and  the  year  after,  there  is  some 
measurment  of  the  reductions  of  that  rate? 

Dr.  Harmon.  Absolutely.  Fortunately,  these  infant  mortality 
rates  and  prenatal  care  rates,  low  birth  weight  rates,  are  available 
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and  we  do  need  to  get  more  specific  data  down  to  census  tracks  and 
parts  of  cities.  Most  of  these  projects  are  a  part  of  a  city  or  a  rural 
area,  and  that  is  being  required  and  will  be  tracked  on  an  annual 
basis  and  we  will  be  watching  very  closely. 

Mr.  Pursell.  Is  a  city  with  a  high  rate,  there  must  be  some 
tracking  being  done  now? 

Dr.  Harmon.  Well,  some  of  that  was  going  on. 

For  example,  the  entire  city  rates  were  being  tracked  but  not 
always  the  specific  census  tracked  rates  getting  into  the  hardest 
core  areas.  And,  believe  me,  I  visited  these  places.  These  are  rough 
areas  where  we  have  terrible  poverty,  drug  abuse  problems,  HIV 
and  AIDS  problems,  violence,  all  of  which  contribute  to  infant  mor- 
tality and  other  health  problems.  The  resource  

Mr.  Pursell.  I  am  not  suggesting  it  is  going  to  be  easy.  I  recog- 
nize the  need  to  really  take  this  on  as  a  major  challenge,  and  I 
don't  see  it  as  a  short  term  thing.  It  is  certainly  going  to  be  long 
term  effort. 

NURSING  PROGRAM 

I  want  to  turn  a  little  bit  to  the  nursing  program.  Over  the  years 
we  have  had  a  shortage  of  nurses.  However,  our  budget  is  reflect- 
ing a  reduction  of  not  only  the  scholarships  for  undergraduate  but 
funding  for  advanced  nurse  practitioners,  clinicians,  and  midwives 
who  are  increasingly  one  of  our  only  sources  of  primary  care  in 
this  country,  particularly  in  the  rural  areas.  Why  are  we  making 
these  reductions  in  a  very  critical  component  of  our  health  care 
system? 

Dr.  Harmon.  I  will  have  Dr.  Mullan  handle  some  of  the  specifics, 
but  overall,  we  are  supporting  minority  nursing  activities  plus,  in 
the  National  Health  Service  Corps,  a  growth  area  where  there  is  a 
10  percent  set-aside  for  nurse  practitioners,  certified  nurse  mid- 
wives,  as  well  as  physician  assistants,  which  can  partially  address 
that  area.  I  will  turn  it  over  to  Dr.  Mullan  for  some  more  specifics. 

Mr.  Pursell.  What  is  the  number  of  dollars  that  we  have  appro- 
priated for  nurses  programs  now  and  what  is  the  dollar  reduction 
for  this  year? 

Dr.  Mullan.  The  proposed  dollar  reduction  is  quite  substantial, 
as  you  accurately  observed,  Mr.  Pursell. 
Mr.  Pursell.  About  $61,000,000? 

Dr.  Mullan.  We  reserve  some  $4,000,000  to  $5,000,000  only  of 
the  current  appropriations  which  run  in  the  $50,000,000  to 
$60,000,000  phase.  Those  that  are  proposed  for  appropriations  in 
the  1993  budget  you  have  before  you  are  only  the  nursing  opportu- 
nities for  individuals  from  disadvantaged  backgrounds.  The  vast 
majority  of  the  programs  that  supply  the  basic  support  for  nursing 
education  in  not  only  standard  nursing  but  expanded  functionaries 
such  as  nurse  midwifery  and  nurse  practitioners  are  proposed  for 
no  funding  in  the  1993  budget. 

Mr.  Pursell.  Do  you  recommend  these  terminations  or  are  these 
coming  from  somewhere  else  such  as  OMB. 

Dr.  Harmon.  We  could  submit  for  the  record  what  we  asked  for. 

Mr.  Pursell.  Could  you  repeat  that? 
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Dr.  Harmon.  What  we  asked  for  and  what  moves  on  up  the  line, 
we  can  submit  for  the  record,  Congressman  Pursell. 

Mr.  Pursell.  Are  you  recommending  terminations  of  these  pro- 
grams? Did  you  recommend  them  to  OMB? 

Dr.  Harmon.  No.  We  asked  for  funding  for  nursing,  but  it  didn't 
make  it  through,  and  we  can  submit  the  details  to  you. 

[The  information  follows:] 


53-634  O— 92  10 


288 


CO  +J 

05  C  +-> 
ODD 

H  X)  M 

■H  T3 

>h   CO  3 

D  SO 

L 

o. 


co  oa 
co  cu  s 

X   3  O 

x  cr 

Q  D  O 
05  -P 


P>  CO 

CO  X 

<L>  X 

3  Q 

cr 

CU  O 

as  -p 


c  c 

E  5 

TD  DO 

<  CO 

cu 

.CO  6m 

cu  o 

CJ  L 

•h  a- 
> 

cu  +j 

CO  —i 


0)  CQ 
05 


co  co 

<  CU  X 
CO   3  CU 

as  cr 
x  cy  o 
oi  -p 


CO 

00 

CO 

o 

CO 

"3<  || 

c~ 

eg 

CO 

o 

CO 

CM  II 

m 

o- 

c~ 

o 

CO 

e»  ii 

*i> 

CNJ 

0> 

CO 

|| 

LO  II 

(A  II 

1  c? 

03  CO 

3  T3 

■o  C 

CO 

— 1  3 

e 

>  O 

e3 

•rH  L 

b 

■o  w 

rjo 

c 

o 

Li 

~  s 

CO 

L  CQ 

s 

0 

CO 

>> 

03 

«w  T3 

a 

L. 

L, 

CO 

0) 

t*> 

a 

CO  V 

JS 

cm 

O 

03 

CO 

CU  aj 

CO 

L, 

u 

a 

•- 1  -P 

b 

» 

Oh 

V 

CO 

03 

-d 

o 

j= 

a 

'-h 

C 

Li 

CO 

a3 

c  > 

0 

as 

o 

a, 

CU 

L 

3  -O 

J= 

CU 

no 

-P  03 

o 

CU 

p 

c 

c 

CO 

o 

L  CO 

CO 

CO 

03 

o 

-p 

l 

o  -H 

L 

O 

o 

CQ 

Q- 

d  Q 

CP 

3 

3 

p 

Li 

CU 

a 

a 

p 

Z 

-o 

03 

•--J 

03 

O  B 

03 

\ 

w 

o 

0 

Lt 

o 

3 

u 

3 

CU 

L 

ttf 

C  L 

CU 

•p 

TJ 

CO 

a. 

0 

0  «*H 

"S 

c 

CO 

W 

u 

L 

L. 

o 

3 

CU 

■p 

VI 

-p 

CU 

z 

03 

03 

L, 

-p 

CU 

CO 

*e 

o 

4) 

-C 

Ll 

o 

c 

-a 

■p 

-p 

3 

a3 

CU 

c 

o 

CO 

z 

c 

a 

CO 

Ed 

=3 

03 

CU 

o 

CO 

Li 

L, 

c 

T3 

3 

t>0 

Oh 

< 

CU 

CO 

Z 

c 

G 

0 

CO 

B 

CU 

CU 

CU 

CO 

CO 

CO 

CO 

Cm 

CO 

"fl3 

l 

Ll 

L 

Ll 

> 

o 

L 

-P 

3 

3 

3 

3 

L 

3 

O 

Z 

Z 

Z 

z 

< 

a. 

Z 

289 


Mr.  Pursell.  Did  Dr.  Sullivan  recommend  it  in  your  budget  to 
OMB? 

Dr.  Harmon.  We  could  submit  for  the  record  how  that  worked 
out.  Mr.  Williams  may  want  to  comment. 

Mr.  Williams.  If  my  information  is  correct,  the  Secretary  re- 
quested for  nurse  training  in  general  to  OMB  about  $7,300,000, 
which  included  the  Nursing  Education  Opportunities  for  Individ- 
uals from  Disadvantaged  Backgrounds  Program. 

Mr.  Pursell.  That  is  a  major  reduction  from  last  year,  is  it  not? 

Mr.  Williams.  Yes,  it  is.  It  is  a  significant  reduction.  The  agency 
request  to  the  Public  Health  Service  for  all  nursing  programs  was 
about  $57,724,000.  The  request  that  we  received  at  the  Department 
level  was  the  same  as  our  request  to  OMB. 

REAUTHORIZATION 

Mr.  Pursell.  The  Public  Health  Service  Act  is  in  conference,  is 
that  correct?  Will  the  President  sign  the  reauthorization  on  Titles 
VII  and  VIII  in  the  nursing  programs?  Can  you  give  us  any  infor- 
mation on  that? 

Dr.  Harmon.  I  have  to  ask  Mr.  Williams  to  comment  on  that, 
Titles  VII  and  VIII,  health  professions  reauthorizations. 

Mr.  Williams.  I  think  we  will  face  that  when  the  issue  comes 
before  us.  I  don't  know  its  specific  thinking  at  the  moment  but— — 

Mr.  Pursell.  No  public  position  at  this  point  in  time? 

Mr.  Williams.  I  don't  think  we  have  taken  a  public  position. 

SUPPORT  FOR  NURSING  PROGRAMS 

Mr.  Pursell.  When  you  look  at  the  America  2000  initiative,  it 
just  seems  like  nurses  are  taking  a  beating.  And  it  just  seems  to 
me  that  that  is  a  very  important  element  of  our  health  care 
system.  I  am  very  much  concerned  about  that. 

Dr.  Harmon.  Well,  I  agree.  Nurses  are  a  very  important  compo- 
nent in  our  health  system,  and  I  mentioned  some  of  the  other  areas 
where  we  are  continuing  to  have  support  in  the  President's  budget. 
We  have  a  very  active  division  of  nursing  which  works  with  orga- 
nized nursing. 

Mr.  Pursell.  I  am  not  sure  it  is  active  enough. 

I  agree  a  lot  with  many  of  the  same  concerns  that  Mr.  Stokes 
has.  In  the  balance,  nurses  are  very  critical  to  urban  cities  and 
rural  areas  more  than  ever  today,  not  less. 

Dr.  Harmon.  I  would  point  out  that  this  is  an  issue  that  goes 
back  maybe  about  10  years,  support  for  the  health  professions,  and 
we  are  exploring  different  ways  of  dealing  with  some  of  these 
health  professions  issues.  We  have  discussions  with  the  Health 
Care  Financing  Administration  regarding  alternate  sources  of 
funding,  and  we  are  looking  at  new  ways  of  dealing  with  this  issue. 
One  of  them,  as  I  mentioned  before,  has  been  the  National  Health 
Service  Corps.  We  are  continuing  to  have  these  discussions. 

Mr.  Williams.  There  is  other  good  news  here,  Mr.  Pursell,  as 
well.  Nursing  school  enrollment  is  up  in  1991.  It  is  estimated  that 
there  were  about  238,000  nursing  students.  That  is  an  increase  over 
the  1990  level  of  about  221,000.  And  it  has  been  increasing  since 
1987.  Nursing  salaries  are  higher  than  they  used  to  be,  so  that 
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there  is  certainly  a  market  pull,  and  that  is  reflected  in  the  fact 
that  80  percent  of  trained  registered  nurses  are  now  actually  work- 
ing as  nurses,  and  that  is  the  highest  level  it  has  been  in  quite 
awhile. 

So,  when  you  look  at  the  total  picture,  I  think  there  is  some  posi- 
tive aspects  to  this. 

Mr.  Pursell.  Over  the  years  I  always  felt  that  nurses  were 
always  the  second  priority. 

Looking  at  nursing  and  health  reform,  it  seems  to  me  that 
nurses  are  a  major  component,  one  of  the  major  components  of 
good  health  care,  especially  with  nursing  homes,  home  health  care, 
all  the  other  related  services  that  are  desperately  needed  in  our  so- 
ciety. The  nurses  always  seem  to  be  taking  the  beating,  and  here 
we  are  advocating  the  termination  of  these  programs. 

Maybe  I  am  missing  something  here,  notwithstanding  the 
market  changes,  but,  still,  nurses  are  critical  to  health  care  in  our 
society. 

Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Yes,  Mr.  Stokes. 

INFANT  MORTALITY 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Harmon,  Mr.  Pursell  has  done  a  good  job  of  exploring  the 
infant  mortality  question  with  you,  but  I  have  a  few  additional 
questions  in  that  area. 

Firstly,  where  does  the  United  States  rank  in  terms  of  infant 
mortality  in  the  world? 

Dr.  Harmon.  Congressman  Stokes,  we  are  not  doing  well.  We 
currently  rank  no  higher  than  twentieth  in  the  world  in  this  area. 
That  is  why  we  have  decided  to  invest  the  resources  in  the  Healthy 
Start  program. 

Mr.  Stokes.  In  rather  graphic  terms,  so  we  really  understand,  let 
me  ask  you  this:  Assuming  two  children  are  born  here  in  the 
United  States  on  a  given  date,  one  child  white,  born  to  a  white 
mother,  one  child  black  born  to  a  black  mother,  statistically,  how 
do  those  two  children  differ  in  terms  of  infant  mortality? 

Dr.  Harmon.  Unfortunately,  the  chance  of  dying  is  about  twice 
as  high  for  the  black  infant  compared  to  the  white  infant.  The 
white  rate  tends  to  be  around  eight  overall  and  the  black  rate 
tends  to  be  about  sixteen  infant  deaths  per  1,000  live  births,  and  it 
depends  on  location  and  other  factors,  poverty  and  so  forth.  In  fact, 
poverty  is  a  major  contributor  to  that  statistic. 

Mr.  Stokes.  In  terms  of  the  overall  infant  mortality  problem  in 
the  United  States,  has  there  been  some  reduction  over  some 
number  of  years  in  the  whole  problem? 

Dr.  Harmon.  We  have  seen  steady  gains  over  the  years.  Actual- 
ly, the  rate  is  now  close  to  nine.  The  rate  for  1990  was  provisional- 
ly around  9.1.  We  don't  yet  have  that  final  statistic,  and  our  1990 
goal  was  9.0,  so  we  came  close  to  that.  Unfortunately,  it  still  leaves 
us  not  among  the  leaders  of  the  world's  nations  and  also,  unfortu- 
nately, the  rate  is  still  way  too  high  for  black  infants.  Our  1990  ob- 
jective was  12,  and  we  came  in  around  16.  We  missed  that  by  a 
very  wide  mark. 
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Mr.  Stokes.  Approximately  how  many  children  are  we  losing  per 
year  to  infant  mortality? 

Dr.  Harmon.  There  are  about  36,000  infant  deaths  per  year. 
Mr.  Stokes.  That  is  the  total  number? 
Dr.  Harmon.  Right. 

Mr.  Stokes.  So,  an  inordinate  number  of  this  number  would  be 
black  or  African-American  children? 

Dr.  Harmon.  Well,  the  black  population  is  around  12  percent  of 
our  nation's  population,  and  so  the  overall  number  is  not  a  majori- 
ty, but  the  rate  is  twice  as  high.  I  could  get  you  the  specific 
number  of  black  infant  deaths  per  year. 

[The  information  follows:] 

Approximately  40,000  children  die  in  the  United  States  before  reaching  their  first 
birthday.  In  1989,  the  black  infant  mortality  rate  was  18.6  per  1,000  live  births,  com- 
pared with  an  overall  national  rate  of  9.8,  and  a  rate  of  8.1  percent  for  whites  based 
on  live  births  by  race  of  mother.  The  number  of  black  infant  deaths  was  12,527  out 
of  673,124  live  infant  births  and  the  number  of  white  infant  deaths  was  25,794  out  of 
3,192,355  live  births. 

YEAR  2000  GOALS 

Mr.  Stokes.  Then,  in  terms  of  the  Year  2000  Goals,  what  are  your 
current  projections? 

Dr.  Harmon.  The  overall  goal  for  infant  mortality  in  the  year 
2000  is  seven  for  the  nation,  and  for  black  Americans  it  is  11. 

Mr.  Stokes.  So  even  then,  we  still  have  a  disparity. 

Dr.  Harmon.  There  will  still  be  a  disparity,  but  we  will  narrow 
the  disparity.  It  will  no  longer  be  twice,  but  well  less  than  twice 
the  rate. 

And  the  biggest  problem  in  this  is  low  birth  weight.  That  rate  is 
still  twice  as  high  for  the  black  population  compared  to  the  white, 
and  there  are  many  contributors  to  low  birth  weight,  including 
lack  of  prenatal  care,  inadequate  nutrition,  substance  abuse  prob- 
lems, et  cetera. 

I  might  point  out  that  tobacco  use  is  a  major  contributor  to  low 
birth  weight  and  infant  mortality  and  is  estimated  to  cause  about 
10  percent  of  infant  mortality.  And  that  is  a  major  target  of  our 
programs  is  to  reduce  alcohol,  substance  and  tobacco  use. 

HEALTHY  START 

Mr.  Stokes.  I  note  that  you  are  proposing  about  a  $73,000,000  in- 
crease in  this  area  and  we,  of  course,  welcome  that. 

In  terms  of  the  Healthy  Start  initiative,  how  many  cities  are  cur- 
rently participating? 

Dr.  Harmon.  We  have  15  sites — 13  cities  and  2  rural  areas. 

Mr.  Stokes.  What  are  your  projections  for  fiscal  year  1993? 

Dr.  Harmon.  We  would  propose  to  expand  the  funding  for  those 
15  sites  because  we  feel  that  full  amount  of  money  is  necessary  to 
get  the  job  done  and  achieve  those  major  reductions.  Roughly 
$10,000,000,  a  little  under  $10,000,000  per  site,  but  that  all  remains 
to  be  seen  how  that  will  be  divided  up. 

TRAVEL  CEILING 

Mr.  Stokes.  In  terms  of  travel  or  travel  limitations,  didn't  your 
agency  take  sort  of  a  double  hit  in  the  sense  that  the  House  made 
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a  cut,  and  then  the  Senate  made  another  cut?  The  two  of  them 
combined  has  limited  your  travel  considerably,  didn't  it? 

Dr.  Harmon.  Congressman  Stokes,  we  do  have  a  problem  in  the 
travel  area,  especially  when  it  comes  to  site  visits  and  technical  as- 
sistance and  especially  relative  to  new  programs.  We  are  looking  at 
cuts  of  roughly  25  to  30  percent  and  we  are  having  a  lot  of  con- 
cerns by  our  constituent  programs  about  our  inability  to  travel  and 
to  carry  out  program  activities.  Dr.  Walsh  could  comment  further. 

Mr.  Stokes.  Dr.  Walsh. 

Dr.  Walsh.  I  think  that  sums  it  up  pretty  well,  Mr.  Stokes.  We 
have  actually  taken — when  you  adjust  for  the  restoration  of  health 
professions  and  other  programs  in  fiscal  1992,  a  triple  hit. 

Mr.  Stokes.  Does  this  mean  that  these  programs  we  have  been 
talking  about  this  morning — the  Centers  of  Excellence,  the  Healthy 
Start,  infant  mortality  program,  things  of  this  sort — are  these  pro- 
grams and  site  visits  going  to  be  affected  by  these  cuts? 

Dr.  Harmon.  Yes,  Congressman  Stokes.  All  travel  is  being  cut 
back,  and  we  are  only  able  to  make  certain  essential  site  visits,  cut- 
ting back  the  number  and  the  extent. 

CENTERS  OF  EXCELLENCE 

Mr.  Stokes.  Let  me  go  back  to  the  questions  I  addressed  earlier 
about  the  Centers  of  Excellence,  page  112  of  your  justifications. 

At  the  bottom  of  the  page,  where  you  have  an  asterisk,  you  note 
that  an  estimated  14  Hispanic  and  3  Native  American  Centers  of 
Excellence  will  be  funded  with  other  priority  Centers  of  Excellence 
funds  and  would  support  350  Hispanic  and  24  Native  American 
students. 

I  guess  my  question  is,  how  can  you  tell  me  in  advance  how 
many  of  the  Hispanic  and  Native  American  centers  you  will  have 
but  you  cannot  tell  me  how  many  of  the  black  or  African-American 
centers  you  will  fund? 

Dr.  Harmon.  Let  me  ask  Dr.  Mullan  to  address  that. 

Mr.  Stokes.  Which  also  includes  the  number  of  students  project- 
ed in  both  those  categories. 

Dr.  Mullan.  Mr.  Stokes,  in  response  to  your  questions,  the 
number  of  students  projected  are  based  on  figures  currently  en- 
rolled in  programs  and  projections  made  based  on  that.  They  obvi- 
ously are  not  more  concrete  than  that. 

The  question  of  the  division  between  Native  American,  Hispanic 
and  other  principally  black  Centers  of  Excellence  is  made  again  on 
the  basis  of  the  experience  of  applicants  in  the  first  year  as  well  as 
language  from  this  Committee  that  instructed  that  a  certain  per- 
cent of  the  programs  or  a  certain  amount  of  money  should  be  pro- 
tected for  particularly  Hispanic  and  Native  American  centers  since 
the  previously  existing  centers,  the  four  historical  centers,  had  al- 
ready an  established  track  record  of  funding  and  work  in  this  area. 

Mr.  Stokes.  I  am  familiar  with  the  language  we  put  into  the  con- 
ference report.  The  legislation  that  was  enacted  was  my  legislation; 
so,  I  am  familiar  with  it.  The  intent  of  this  Committee,  of  course,  is 
to  not  create  differences  or  problems  between  minorities  because 
all  minorities  are  suffering,  but  we  are  cognizant  of  the  fact  that, 
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in  terms  of  disadvantaged  minorities,  you  have  a  much  larger 
black  population  than  you  have  Hispanic  or  Native  American. 

Therefore,  I  am  concerned,  of  course,  about  the  administration  of 
the  legislation  through  your  agency.  It  is  conceivable  that  of  the 
$9,000,000  we  are  talking  about,  that  all  of  these  funds  could  go  to 
Hispanic  and  Native  Americans? 

Dr.  Harmon.  No,  Congressman  Stokes.  I  believe  that  a  signifi- 
cant number  of  awards  would  go  to  other  Centers  of  Excellence, 
and  most  of  those  would  be  expected  to  go  to  black  institutions,  I 
do  believe. 

Dr.  Mullan.  That  is,  indeed,  our  anticipation  of  what  the  pat- 
tern of  applications  will  be. 

Mr.  Stokes.  Okay.  That  is  what  I  need  to  have  cleared  up.  I  ap- 
preciate it  very  much.  Thank  you. 

Thank  you,  Mr.  Chairman. 

AIDS  FUNDING 

Mr.  Natcher.  Now,  Doctor,  under  AIDS,  why  are  you  requesting 
an  increase  for  only  one  of  the  three  titles  of  the  Ryan  White  Act? 

Dr.  Harmon.  Mr.  Chairman,  I  would  like  to  call  on  Dr.  Steven 
Bowen  to  address  that. 

Mr.  Natcher.  Go  right  ahead,  Dr.  Bowen. 

Dr.  Bowen.  Mr.  Chairman,  we  are  asking  for  an  increase  in  the 
Ryan  White  Care  Act  in  Title  I  to  cover  the  anticipated  additional 
cities  that  will  be  eligible  this  next  year.  It  appears,  on  the  basis  of 
the  rate  at  which  new  cases  are  being  reported — the  deadline,  as 
you  will  recall,  to  reach  the  congressionally  mandated  number  of 
2,000  cases  to  be  eligible  to  receive  funding  under  Title  I  is  the  end 
of  March,  1992 — that  there  will  definitely  be  four  additional  eligi- 
ble cities,  and  it  is  possible  that  up  to  three  more  may  qualify. 

Therefore,  the  highest  priority  was  felt  to  have  additional  funds 
to  cover  additional  cities  that  were  eligible  to  come  on  board. 

In  regards  to  the  amount  of  funding  and  request  for  funding  for 
Titles  II  and  III,  let  me  say  that  as  a  basis  for  considering  budget 
requests,  AIDS  patients  and  persons  with  HIV  infection  are  living 
longer.  The  cost  of  their  care,  because  of  new  medications,  is  in- 
creasing, and  the  funding  for  all  three  titles  has  to  be  balanced,  es- 
sentially, against  requests  that  are  needed  for  other  high  priority 
areas. 

So  it  is  not  that  we  are  not  aware  of  the  increase  in  costs,  the 
increasing  survival  and  the  increasing  amounts  of  funds  that  are 
required  to  provide  adequate  care  for  people.  All  of  the  titles  could 
use  additional  funding.  The  real  problem  is  balancing  priorities  in 
an  area  of  tight  budget  and  scarcity. 

The  priority  for  the  administration  was  to  request  enough  fund- 
ing for  the  new  eligible  Title  I  cities. 

TUBERCULOSIS 

Mr.  Natcher.  Doctor,  although  the  matter  pertaining  to  tubercu- 
losis would  probably  be  in  the  Centers  for  Disease  Control,  you 
have  read  the  articles  that  have  appeared  in  the  newspaper  and 
magazines  in  the  last  few  days  in  regard  to  the  spread  of  tuberculo- 
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sis  as  a  serious  condition.  You  are  following  this,  too,  even  though 
mainly  it  goes  to  Centers  for  Disease  Control? 

Dr.  Harmon.  Yes,  Mr.  Chairman,  we  are  very  concerned  about 
the  resurgence  of  TB.  We  are  working  closely  with  the  CDC  on  this 
matter,  and  our  grantees  are  right  on  the  front  lines  of  this  TB 
outbreak  in  homeless  centers,  community  and  migrant  health  cen- 
ters and  other  areas. 

Dr.  Bowen  could  comment  on  some  details. 

Mr.  Natcher.  Go  right  ahead,  Doctor. 

Dr.  Bowen.  Thank  you,  Mr.  Chairman. 

You  bring  up  a  very  important  and  relevant  public  health  issue 
that  is  of  great  concern  to  many  of  our  urban  areas  and  will  be 
increasingly  a  problem  in  our  rural  areas  as  well. 

All  of  our  programs  in  the  agency  see  tuberculosis  patients. 
Those  patients  are  increasing. 

As  you  are  well  aware,  the  problem  of  multi-drug  resistant  tuber- 
culosis is  making  the  problem  even  more  complicated,  and  there 
has  been  an  increase  in  tuberculosis  cases  especially  in  the  popula- 
tion of  persons  with  HIV  infection  and  AIDS  and,  to  a  certain 
extent,  in  immigrants  to  the  United  States  as  well  so  that  all  of 
our  programs  will  be  impacted  by  this  problem. 

The  issue  of  how  to  control  tuberculosis  most  correctly  really 
boils  down,  according  to  the  experts,  to  having  directly  observed 
therapy.  This  is  a  labor-intensive  activity.  In  regards  to  the  rela- 
tionship between  the  Ryan  White  Care  Act  funds  and  the  tubercu- 
losis control  problem;  it  is  a  permissible  use  of  Ryan  White  Care 
Act  funds  to  care  for  persons  with  HIV  infection  who  have  tubercu- 
losis or  any  other  secondary  infection.  We  certainly  have  advised 
our  grantees  that  they  should  be  active  collaborators  with  the  pro- 
grams of  the  Centers  for  Disease  Control  to  try  to  control  this  very 
important  public  health  problem. 

Mr.  Natcher.  Mr.  Schumer,  one  of  our  Representatives  from 
New  York  City,  visited  with  me  this  morning  in  regard  to  this 
matter.  It  is  not  only  a  serious  problem  in  New  York  City  but  in  a 
lot  of  the  cities  throughout  the  country. 

As  I  recall,  we  have  about  $66,000,000  throughout  this  bill  for  the 
Centers  for  Disease  Control  and  other  places  in  regard  to  tubercu- 
losis. Isn't  that  about  the  figure? 

Mr.  Williams.  Mr.  Chairman,  that  is  correct.  In  CDC,  the  total 
is — the  request  for  1993  is  $66,000,000,  and  that  is  an  increase  of 
about  110  percent  over  the  1992  level.  So  the  budget  does  respond 
vigorously  to  this  problem  in  1993.  We  also  have  other  increases  in 
the  National  Institutes  of  Health  so  that,  overall,  we  are  signifi- 
cantly increasing  our  level  of  effort  in  this  area. 

NEW  AIDS  CASE  DEFINITION 

Mr.  Natcher.  What  impact  will  the  new  AIDS  case  definition 
have  on  the  number  of  cities  eligible  for  assistance  under  Title  I  of 
Ryan  White? 

Dr.  Harmon.  Mr.  Chairman,  there  is  a  simple  answer  to  that  and 
then  a  complicated  follow-up.  For  fiscal  year  1993,  there  will  be  no 
impact.  Dr.  Bowen  can  tell  you  the  reasons  for  that  and  then  some 
of  the  out  year  predictions. 
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Mr.  Natcher.  All  right.  Doctor,  go  right  ahead. 

Dr.  Bowen.  Mr.  Chairman,  the  new  case  definition  that  has  been 
proposed  by  the  Centers  for  Disease  Control  would  be  based  on — in 
addition  to  the  current  case  definition — laboratory  testing;  every- 
one with  less  than  200  CD4  lymphocytes  would  have  AIDS.  That 
definition  is  proposed  for  implementation  after  the  cutoff  date  for 
this  year's  date  of  eligibility  for  Title  I.  For  the  1993  budget,  there 
will  be  no  impact  of  that  new  case  definition.  The  same  cities  will 
be  eligible  as  would  have  been  under  the  old  definition  because  the 
new  case  definition  would  be  implemented  by  the  Centers  for  Dis- 
ease Control  after  the  cutoff  date. 

In  regards  to  what  the  impact  might  be  for  future  years,  it  is  es- 
timated that  in  some  cities  and  states,  perhaps  a  50  percent,  per- 
haps even  up  to  100  percent  increase  in  reported  persons  with  HIV 
infection  who  meet  the  new  case  definition  might  occur.  Which  of 
those  would  be  most  immediately  impacted  would  depend  on  the 
ability  of  their  surveillance  system  to  respond  and  the  stage  of  the 
epidemic  that  city  or  state  is  in. 

Obviously  more  cities  would  become  eligible  for  Title  I  funds 
more  quickly,  we  are  guessing,  of  course,  but  we  estimate  that 
there  could  be  in  the  first  year — FY  1994 — perhaps  up  to  30  or  31 
cities  eligible,  perhaps  more,  depending  on  how  quickly  those  cases 
could  be  reported.  This  is  an  increase  of  7-8  above  the  22-23  which 
may  be  eligible  in  FY  1993. 

VACCINE  INJURY  COMPENSATION  TABLE 

Mr.  Natcher.  We  understand  your  agency  now  is  revising  the 
injury  table  for  the  vaccine  compensation  law.  When  will  this  go 
into  effect  and  what  impact  will  it  have  on  the  volume  of  claims 
approved? 

Dr.  Harmon.  Mr.  Chairman,  we  have  drafted  some  proposed  new 
regulations  on  that  matter  which  would  affect  the  new  cases  that 
come  before  the  program,  those  occurring  after  October  of  1988. 
That  would  have  minimal  impact  on  the  overall  finances  of  the 
program  since  those  claims  are  paid  out  of  a  trust  fund  which  is 
doing  well. 

To  impact  the  old  claims  for  injury  occurring  prior  to  October  of 
1988  would  require  an  amendment  to  the  statute,  and  the  Depart- 
ment is  considering  those  kinds  of  legislative  proposals  and  would 
be  having  discussions  about  that  in  the  future. 

Hansen's  disease  center 

Mr.  Natcher.  Now,  Doctor,  under  Hansen's  Disease,  as  we  un- 
derstand, the  transfer  of  the  Gillis  Long  Hansen's  Disease  Center 
to  the  Bureau  of  Prisons  may  be  in  jeopardy.  What  is  the  status  of 
negotiations  with  the  Bureau? 

Dr.  Harmon.  Mr.  Chairman,  the  Bureau  of  Prisons  did  move  its 
program  to  a  shared  situation  down  at  Gillis  Long  Hansen's  Dis- 
ease Center  in  Carville,  Louisiana,  and  has  approximately  200  in- 
mates currently  on  the  site,  but  as  negotiations  continued,  BOP 
became  concerned  about  delays  in  implementing  access  to  the  facil- 
ity related  to  things  like  the  Historic  Preservation  Act,  which 
slowed  their  ability  to  renovate  facilities,  amd  some  other  environ- 
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mental  concerns  related  to  the  location.  So  BOP  has  written  us 
saying  that  they  will  pull  out  by  1995,  and  so  we  are  looking  at  op- 
tions to  continue  our  commitment  to  the  Hansen's  Disease  patients 
and  to  use  that  facility  in  the  best  manner  possible  to  conserve  tax- 
payers' dollars. 

Lately,  we  have  renewed  discussions  with  the  Centers  for  Disease 
Control  regarding  tuberculosis,  that  we  mentioned  earlier,  and  the 
possibility  of  using  Carville  the  site  for  persons  with  drug-resistant 
tuberculosis  who  are  reluctant  to  take  their  medication.  At  the 
state  and  local  level,  such  people  sometimes  come  under  court 
order  to  be  detained  so  that  they  are  no  longer  a  public  health 
threat.  Those  discussions  are  in  the  early  stages,  and  we  are  dis- 
cussing certain  initiatives  for  fiscal  year  1994. 

We  have  also  had  discussions  with  NIH  regarding  expanded  link- 
ages of  our  research  program  at  the  GWLHDP,  and  so  we  are 
working  hard  on  alternatives  in  case  the  BOP  follows  through  and 
does  have  to  discontinue  its  arrangement.  We  can  accommodate 
that,  and  the  discussions  are  going  on  in  a  reasonable  fashion. 

HEARING  QUESTIONS  FOR  THE  RECORD 

Mr.  Natcher.  Dr.  Harmon,  as  you  know,  this  subcommittee  must 
publish  its  hearings  prior  to  bringing  our  bill  to  the  House  Floor. 
To  aid  in  that  process,  we  have  for  many  years  requested  that 
agencies  return  questions  for  the  record  to  us  20  days  after  the 
hearing. 

Now,  Doctor,  we  want  you  to  help  us  this  year.  Last  year  your 
agency  missed  this  deadline  badly,  taking  57  days  to  return  the 
questions.  We  would  appreciate  it  if  you  could  give  this  serious  at- 
tention this  year  so  that  we  don't  have  similar  problems.  Doctor, 
you  can  help  us  out.  We  would  appreciate  it. 

Dr.  Harmon.  Chairman  Natcher,  my  apologies  for  last  year,  and 
we  will  do  it  this  year  on  time. 

Mr.  Natcher.  Thank  you  very  much. 

Mr.  Pursell,  any  additional  questions? 

TRAVEL  BUDGET 

Mr.  Pursell.  I  was  examining  last  year's  travel  budget.  Last 
year,  we  were  concerned  about  the  AIDS  conference  in  Italy.  What 
was  your  involvement  in  that  last  year? 

Dr.  Harmon.  Congressman  Pursell,  HRSA  was  very  modest  in 
that  situation.  I  believe  we  eventually  sent  seven  people.  Our  crite- 
ria was  presentation  of  a  paper  with  a  definitive  reason  to  attend. 
Is  that  correct?  Seven? 

Dr.  Bowen.  That  is  correct.  We  originally  had  proposed  twelve, 
and  we  sent  seven. 

Dr.  Harmon.  And  we  have  large  HIV  and  AIDS  programs. 

Mr.  Pursell.  I  am  not  questioning  that.  During  a  recessionary 
period,  which  we  now  have,  we  see  our  plants  closing  in  Michigan 
and  people  out  of  jobs,  it  is  pretty  hard  to  rationalize  such  a  heavy 
number  for  that  particular  conference. 

I  was  talking  to  Dr.  Mason,  your  Assistant  Secretary  for  Health. 
We  have  other  conferences  that  go  on  that  are  sponsored  by  vari- 
ous agencies,  cancer  and  other  disease  areas.  Are  you  asked  to  send 
representatives  to  each  one  of  those  from  time  to  time.  How  do  you 
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decide  on  the  number  of  representatives  you  have  from  your 
agency  that  will  be  involved  in  these  programs? 

Dr.  Harmon.  Again,  I  think  our  attendance  at  conferences  is  rel- 
atively modest,  according  to  our  priorities. 

The  first  priority  for  our  travel  dollars  is  patient  and  provider 
travel.  We  have  a  considerable  amount  of  travel  for  our  National 
Health  Service  Corps  assignees  who  must  be  moved  and  attend  to 
patient  care,  as  does  the  Indian  Health  Service.  The  IHS  is  not  af- 
fected by  the  travel  ceiling  since  they  are  under  a  different  com- 
mittee's jurisdiction,  but  as  it  is  with  IHS,  so  it  is  with  us — patient 
and  provider  travel  is  our  top  priority. 

Then  we  have  a  variety  of  advisory  councils  and  committees,  and 
they  are  also  affected  by  this  travel  ceiling  because  their  travel  is 
subject  to  it.  Citizen  input  per  advisory  council  is  very  important  to 
our  mission,  and  in  most  cases  our  grants  must  be  reviewed  by  an 
advisory  council  before  being  awarded. 

Mr.  Pursell.  Do  they  receive  per  diem  as  well? 

Dr.  Harmon.  Travel  and  per  diem,  yes. 

Mr.  Pursell.  What  is  the  per  diem  rate  for  your  people? 

Dr.  Harmon.  I  am  not  sure.  Approximately  $100  a  day.  Then,  of 
course,  an  even  higher  priority  than  the  advisory  committees 
travel  would  be  technical  assistance  and  site  visit  travel.  We  have 
thousands  of  grants  in  HRSA,  and  with  the  growth  of  that  budget 
as  reflected  on  our  charts  we  have  a  number  of  new  projects  and  a 
lot  of  requests  from  our  grantees,  like  in  Healthy  Start,  for  techni- 
cal assistance  and  site  visit  travel.  That  is  a  very  high  priority. 

Mr.  Pursell.  Was  this  travel  recommendation  of  $5,154,000  your 
recommendation  to  OMB? 

Dr.  Walsh.  Yes. 

Dr.  Harmon.  It  was. 

Mr.  Pursell.  So  you  can  live  with  that? 

Dr.  Harmon.  Yes,  we  can.  And  then,  Congressman  Pursell,  only 
after  all  that  high  priority  travel  do  we  allow  a  modest  number  of 
people  to  go  to  conferences.  Again,  our  top  priority  would  be  those 
who  are  presenting  a  paper,  making  a  major  presentation,  chairing 
a  session.  And  these  are  generally  with  conferences  of  disadvan- 
taged groups  and  professional  associations  dealing  directly  with 
program  activities. 

Mr.  Pursell.  Is  there  some  travel  for  oversight  responsibility, 
like  the  Healthy  Starts  Programs? 

Dr.  Harmon.  Well,  I  hope  to  visit  every  Healthy  Start  site,  al- 
though that  is  unlikely  given  the  current  situation.  I  have  had  to 
discontinue  those  until  further  notice  because  there  are  higher  pri- 
orities for  my  front-line  staff  to  go  to  those  sites,  although  it  would 
be  very  good  if  I  could  see  them  firsthand  and  manage  the  program 
as  we  discussed  earlier. 

Mr.  Pursell.  Okay,  Mr.  Chairman.  I  thank  you  very  much. 

Mr.  Natcher.  Yes.  Mr.  Stokes? 

SCHOLARSHIPS  FOR  DISADVANTAGED  STUDENTS 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

I  notice,  Dr.  Harmon,  that  there  is  no  increase  proposed  for  the 
Health  Professions  Scholarships.  That  program  is  actually  level- 
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funded.  Can  you  tell  us  why  there  is  no  requested  increase  for  this 
program? 

Mr.  Harmon.  I  would  ask  Dr.  Mullan  to  respond. 
Mr.  Stokes.  Dr.  Mullan? 

Dr.  Mullan.  This  would  be  the  scholarships  for  disadvantaged 
students? 
Mr.  Stokes.  Yes.  Right. 

Dr.  Mullan.  That  program  received  a  substantial  increase  be- 
tween 1991  and  1992,  and  I  believe  the  Administration's  position  is 
based  on  continued  support  for  that  at  that  level. 

Mr.  Stokes.  Currently — now,  there  are  two  programs,  and  I  am 
concerned  about  both,  actually.  One  supports  grants  to  states  for 
the  purpose  of  conducting  demonstration  programs  to  increase 
availability  of  primary  health  care  in  urban  and  rural  areas,  where 
local  communities  are  allowed  to  make  awards  to  health  profession 
students  and  that  program  is  level-funded.  And  then  you  ha\e  the 
scholarships  for  disadvantaged  students  which  was  level  funded 
$17,500,000  in  fiscal  year  1993. 

Dr.  Mullan.  Yes,  sir. 

Mr.  Stokes.  Both  of  those  programs  were  level-funded,  is  that 
correct? 

Dr.  Mullan.  The  second  program  you  referred  to  is  administered 
by  Dr.  Gaston,  and  I  presume  that  would  be  correct. 
Dr.  Gaston.  That  is  right. 
Mr.  Stokes.  Is  that  correct,  Dr.  Gaston? 

Dr.  Gaston.  Yes,  it  is.  You  are  referring  to  the  state  loan  repay- 
ment program,  is  that  correct? 
Mr.  Stokes.  Yes. 

Dr.  Gaston.  For  the  National  Health  Service  Corps? 
Mr.  Stokes.  Right. 

Dr.  Gaston.  We  requested  a  modest  increase,  mainly  because  we 
are  experiencing  difficulty  in  State  responses,  because  it  has  a 
matching  requirement.  So  there  hasn't  been  the  response  that  we 
would  like  for  this  program,  and  that  is  why  this  was  a  modest  re- 
quest. 

Mr.  Stokes.  Now,  specifically  then,  under  the  scholarship  pro- 
gram for  disadvantaged  students,  in  your  justification  you  state 
that  the  1993  request  for  the  Bureau  of  Health  Professions  provides 
a  well-balanced  approach  to  addressing  the  disparities  and  the 
health  status  of  minorities  and  their  underrepresentation  in  the 
health  professions  and  represents  the  Bureau's  highest  priority. 
That  is  on  page  103.  I  need  to  ask  you  a  couple  more  questions 
about  it.  How  many  individuals  were  assisted  by  these  programs? 

Dr.  Mullan.  Mr.  Stokes,  under  the  fiscal  year  1991  appropria- 
tion, there  were  2,308  students  in  the  medical  osteopathic  category 
and  in  the  nursing  category  980.  So  it  would  be  about  3,300  stu- 
dents. 

In  1992,  under  the  1992  appropriation,  which  is  up  from 
$8,300,000  to  $17,500,000,  the  number  of  students  in  the  medical 
categories  would  be  approximately  5,100,  and  under  the  nursing 
categories,  2,100,  for  a  total  of  7,200. 

So  from  1991  to  1992  we  have  gone  from  about  3,000  students  to 
more  than  7,200  students  between  those  two  fiscal  years.  Our  pro- 
posed 1993  budget,  which,  as  you  observed  correctly  is  straightlined 
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from  1992,  would  support  approximately  the  same  number,  that  is, 
the  7,200  plus  students  on  scholarships  for  disadvantaged  students. 

Mr.  Stokes.  Did  you  request  more  money  in  these  areas?  What 
was  your  request  to  the  Department? 

Dr.  Mullan.  I  would  actually  have  to  check  that. 

Dr.  Harmon.  We  can  submit  that  for  the  record,  Congressman 
Stokes. 

Mr.  Stokes.  All  right,  I  would  appreciate  knowing  what  your  re- 
quest was  and  what  action  OMB  took  relative  to  your  request. 
[The  information  follows:] 

Health  Resources  and  Services  Administration — Bureau  of  Health  Professions 


History  of  FY  1993  request  for  the  scholarships  of  disadvantaged  stu- 
dents program: 


Mr.  Stokes.  One  last  question. 

With  reference  to  the  National  Health  Service  Corps  scholar- 
ships and  some  of  the  problems  we  have  discussed  in  previous 
years  relative  to  individuals  who  are  willing  to  pay  their  obligation 
to  the  Corps  in  return  for  the  education  they  have  received,  but 
who  oftentimes  have  a  problem  going,  say,  to  some  extremely  rural 
area  or  to  a  prison  or  to  an  Indian  reservation  to  fulfill  their  obli- 
gation, and  who,  in  turn,  oftentimes  seek  to  be  able  to  return  to 
the  same  type  of  a  disadvantaged  community  out  of  which  they 
came. 

Last  year  a  young  black  medical  student  who  came  out  of  the 
Watts  section  of  California  and  had  no  problem  wanting  to  pay 
back  his  obligation,  but  felt  that  if  he  wanted  to  serve  his  medical 
service  there  in  Watts,  a  poor  disadvantaged  minority  community 
out  of  which  he  had  come,  gone  to  Harvard,  finished  Harvard's 
Medical  School.  He  wanted  to  return  to  that  community  as  a  role 
model  in  addition  to  being  able  to  provide  service  in  the  under- 
served  community  from  which  he  had  come.  Are  we  doing  anything 
at  all  about  looking  at  some  ways  of  changing  this  whole  service 
situation  as  to  take  those  type  of  issues  into  consideration  at  all? 
Dr.  Gaston? 

Dr.  Gaston.  Mr.  Stokes,  you  raise  a  very  important  question  and 
one  that  we  wrestle  with  every  day.  As  I  mentioned  before,  the 
need  is  so  great.  There  are,  again,  around  2,100  HPSAs.  We  have  a 
current  field  strength  that  includes  only  about  850  obligor  and  Fed- 
eral assignees.  Because  of  the  decrease  in  the  National  Health 
Service  Corps  last  year,  we  were  only  able  to  place  around  60  schol- 
arship obligors,  so  the  need  is  great  and  our  ability  to  meet  that 
need  has  not  been  equal  to  it,  and  we  are  very  glad  that  with  the 
revitalization  we  are  in  the  process  of  changing  that. 

Let  me  also  say  that  the  legislation  that  permitted  the  revitaliza- 
tion made  it  very  clear  for  us  in  terms  of  how  we  place  scholars,  so 
that  we  have  to  prioritize  those  2,100  HPSAs  through  a  three  level 
prioritization  process. 


[In  thousands  of  dollars] 


HRSA  request  to  PHS  . 
PHS  request  to  DHHS. 
DHHS  request  to  OMB 


9,125 
9,125 
9,125 
17,503 


Fy  1993  President's  budget 


PLACEMENT  OF  NHSC  OBLIGORS 
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There  is  need  in  the  Watts  area.  There  is  no  question  about  it. 
There  are  other  areas  in  the  country  where  the  need  is  even  great- 
er, and  that  is  the  dilemma. 

Now,  with  revitalization,  as  we  get  more  and  more  obligated 
people  to  place,  that  will  be  changed.  Also,  as  we  interact  with 
them,  do  more  interviewing,  do  more  recruitment  from  specific 
areas,  I  think  we  will  be  able  to  match  our  scholars  and  our  com- 
munities much  better. 

But  you  hit  on  a  very  important  point  for  us. 

Mr.  Stokes.  Thank  you  very  much,  Dr.  Gaston. 

Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Dr.  Harmon,  we  want  to  thank  you  and  your  asso- 
ciation for  appearing  before  this  Committee  at  this  time  on  behalf 
of  your  budget  request  for  fiscal  year  1993.  Doctor,  it  has  been  a 
good  hearing. 

Dr.  Harmon.  Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Thank  you  very  much. 

The  Committee  will  now  adjourn  until  10:00  o'clock  in  the  morn- 
ing. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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STRATEGIC  PLAN  FOR  THE  YEAR  2000 

Mr.  Natcher:     We  understand  that  your  agency  has  developed  a 
draft  strategic  plan  for  the  Year  2000.     Does  the  plan  suggest 
different  directions  for  the  agency,   or  a  different  allocation  of 
resources? 

Dr.  Harmon:     The  draft  plan  lays  out  proposed  HRSA  goals  and 
objectives  for  the  Year  2000.     HRSA  provides  leadership  in  assuring 
the  support  and  delivery  of  primary  and  preventive  health  care  and 
related  support  services ,  particularly  to  the  disadvantaged  and 
underserved,  and  develops  health  resources,  qualified  health 
professionals  and  facilities  to  meet  the  health  needs  of  the  Nation. 

As  gaps  in  access  to  health  services  fall  unevenly  among  the 
population,   the  poor,  minority  groups,   rural  populations,   and  others 
at  risk  are  more  broadly  and  profoundly  affected.     Consequently,  a 
unique  and  critical  role  for  HRSA  is  to  identify  these  gaps  and 
manage  its  programs  so  as  to  complement  existing  resources  to  close 
the  gaps  found.     The  Agency's  approach  to  meeting  this  need  is  to 
link  what  are  often  considered  to  be  very  separate  parts  of  the 
system,   that  is  -  -  public  health,  primary  care,  and  health 
professions  training  into  an  integrated  model  of  health  care  service 
integration.     This  multi- sector  partnership  is  viewed  as  fundamental 
to  the  Agency's  ability  to  accomplish  its  mission. 

The  draft  plan  focuses  on  those  program  areas  of  highest 
importance  to  the  agency.     These  include:     access  to  primary  care 
and  preventive  health  services;  primary  care  health  professions; 
public  health  practice;  mothers  and  children;  minority  health; 
HIV/AIDS;   and  special  populations.     The  plan  is  intended  to  set 
long-term  targets  for  agency  activities  and  programs. 

HEAL 

Mr.  Natcher:     Why  does  your  budget  propose  a  decrease  in  HEAL 
borrowing  without  increases  in  other  programs?    What  other  loan 
programs  can  students  use  to  make  up  the  shortfall? 

Dr.  Harmon:     Since  the  current  authority  for  the  HEAL  program 
expired  at  the  end  of  fiscal  year  1991,   and  the  program  has  not  yet 
been  reauthorized,   the  fiscal  year  1993  estimate  for  HEAL 
necessarily  reflects  the  phase-down  of  the  program  consistent  with 
current  law.     Under  phase -down,   continuing  borrowers  would  still  be 
able  to  receive  HEAL  support.     Other  borrowers  would  be  able  to 
obtain  support  through  other  programs,   such  as  Department  of 
Education  and  private  sector  programs . 

Mr.  Natcher:     What  share  of  HEAL  loan  recipients  go  into 
shortage  professions,   like  primary  care? 

Dr.  Harmon:  We  do  not  maintain  information  on  practice  sites  or 
practice  specialties  for  HEAL  borrowers. 

Mr.  Natcher:  Identify  the  HEAL  delinquency  and  default  rates  by 
profession  and  by  graduate  school. 
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Dr.  Harmon:  The  default  rates  and  amounts  for  each  HEAL 
discipline  as  of  September  30,   1991,  are  as  follows: 

Amount- 


Default 

Principal 

• 

Discipl ine 

Rate 

($  Milli 

ruoiic  Health 

18 

6% 

5 

Health  Administration 

13 

0% 

2 

Pharmacy 

12 

7% 

1 

4 

Chiropractic 

12 

5% 

24 

1 

PnHi  pi  t~  t"\7 

L  UU±a  l_  J_  V 

11 

3% 

8 

8 

Dentistry 

9 

3% 

19 

1 

Clinical  Psychology 

8 

1% 

1 

3 

Veterinary  Medicine 

7 

9% 

9 

Allopathic  Medicine 

5 

9% 

15 

9 

Osteopathy 

4 

3% 

3 

6 

Optometry 

4% 

1 

0 

All  Disciplines 

8 

5% 

76 

8 

The  rates  and  amounts  above  reflect  default  principal  only,  and 
exclude  bankruptcy,  death  and  disability  claims.     For  each 
discipline,   rates  are  determined  by  dividing  the  principal  amount  of 
defaults  by  the  principal  amount  that  ever  entered  repayment. 

Tables  displaying  default  rates  by  school  were  provided  to  the 
Committee . 

Mr.  Natcher:  What  is  the  distribution  of  HEAL  disbursements  by 
profession? 

Dr.   Harmon:     The  attached  tables  show  HEAL  disbursements  by 
discipline  for  fiscal  year  1991,  and  for  fiscal  year  1979  through 
fiscal  year  1991. 
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Mr.  Natcher:     Provide  the  detail  behind  the  Administration's 
estimate  of  the  net  present  value  of  the  cost  of  defaults  for  the 
1993  HEAL  loan  cohort. 

Dr.   Harmon:     The  present  value  of  a  HEAL  loan  cohort  is 
estimated  by  discounting  the  anticipated  cash  flows  for  the  loans 
over  the  33  year  life  of  the  cohort.     Estimates  are  made  of  the 
cohort's  positive  cash  flows  by  year,   such  as  premium  income, 
interest  on  positive  fund  balances  and  collections  from  defaulted 
loans.     Likewise,   estimates  are  made  of  the  cohort's  negative  cash 
flows  by  year,   i.e.   default,  bankruptcy,  death  and  disability  claims 
payments.     Both  the  positive  and  negative  33  year  cash  flows  are 
discounted  to  their  present  values,  with  the  difference  in  the  two 
present  values  being  the  net  present  value  cost  of  the  cohort 
defaults . 

Mr.  Natcher:     How  would  your  estimate  of  the  net  present  value 
of  defaults  for  the  1993  HEAL  loan  cohort  change  under  the 
legislation  passed  by  the  House  and  Senate? 

Dr.  Harmon:     The  Administration  agrees  that  improvements  are 
needed  to  place  the  HEAL  program  on  a  more  efficient  and  cost 
effective  basis,  and  we  believe  that  several  of  the  provisions 
before  the  Conferees  would  assist  in  that  objective.     Although  we 
have  not  revised  the  HEAL  cohort  cash  flow  projections  based  on  the 
proposed  changes ,   some  of  the  changes  can  be  expected  to  result  in 
reduced  HEAL  defaults,  and,   therefore,   lower  the  net  present  value 
of  the  cost  of  1993  cohort  defaults. 

Mr.  Natcher:     What  is  the  estimated  total  cost  to  the  Federal 
Government  of  defaults  on  all  HEAL  loans  made  through  1992? 

Dr.  Harmon:     The  fiscal  year  1992  lending  cohort  ($290  million 
in  disbursements)  is  estimated  to  cost  $31.5  million  over  the  life 
of  the  cohort.     Unlike  the  cohort  over- the-life  cost  estimates,  cost 
estimates  for  loans  made  prior  to  fiscal  year  1992  have  been  made 
only  for  costs  over  the  next  five  years.     Through  fiscal  year  1992, 
appropriations  to  support  claims  payments  on  this  pre -1992  group  of 
loans  have  totaled  $73  million.     Over  the  next  five  years,  an 
additional  $287  million  is  expected  to  be  needed. 

Mr.  Natcher:     What  has  been  the  volume  of  HEAL  default  claims  in 
each  of  the  last  five  years,  and  what  are  projections  for  the  next 
five  years? 

Dr.  Harmon:     Total  HEAL  claims  payments  for  the  period  are  as 
follows : 
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Fiscal 
Year 


($000) 
32,466 
13,008 
26,110 
58,399 
66,281 
72,500 
79,750 
80,548 
76,521 
74,600 


Claims 


1988 
1989 
1990 
1991 


1992  est 

1993  est 

1994  est 

1995  est 

1996  est 

1997  est 


Mr.  Natcher :  How  much  of  the  $25  million  appropriated  for  HEAL 
default  claims  in  1990  has  been  expended  to  date? 

Dr.  Harmon:     The  entire  amount  has  been  expended. 

Mr.  Natcher:     How  many  more  students  are  being  served  with  the 
$15  million  in  additional  capital  provided  for  the  Health 
Professions  Student  Loan  Fund  in  1992? 

Dr.  Harmon:     We  estimate  that  2,387  students  will  be  supported 
by  the  $15  million,  with  an  average  loan  amount  of  approximately 
$6,250  per  student. 


Mr.  Natcher:     Identify  the  average  default  and  delinquency  rates 
in  the  Health  Professions  Student  Loan  (HPSL)  Fund  and  the  Nursing 
Student  Loan  (NSL)  Fund. 

Dr.  Harmon:     In  the  HPSL  or  NSL  program,   a  default  is  defined  as 
a  loan  which  is  delinquent  more  than  120  days.     The  following  tables 
display  default  rates  for  1990  and  1991  for  the  HPSL  and  NSL 
programs . 


HPSL/NSL 


HPSL  DEFAULT  RATES  BY  % 
AS  OF  JUNE  30,  1991 


Discipline 
Allopathic  Medicine 
Osteopathic  Medicine 
Dentistry 
Optometry 
Pharmacy 

Podiatric  Medicine 
Veterinary  Medicine 


1990 
1.73 
1.81 
2.19 
1.38 
2.08 
3.79 
1.83 


1991 
1.76 
1.92 
2.03 
1.43 
2.06 
3.51 
1.82 


Average 


1.91 


1.88 
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NSL  DEFAULT  RATES  BY  % 
AS  OF  JUNE  30,  1991 


Discipline 

Associate 

Diploma 

Baccalaureate 

Graduate 


1990 
3.66 
1.23 
2.02 
0.95 


1991 
4.45 
1.17 
2.15 
0.90 


Average 


2.26 


2.51 


RYAN  WHITE  ACT 


Mr.  Natcher:  Identify  the  cities  expected  to  be  newly  eligible 
for  assistance  in  1993  under  Title  I  of  the  Ryan  White  Act. 

Dr.  Harmon:     Based  on  CDC  data  through  February  28,   1992,  we 
estimate  at  least  four,   and  possibly  seven,  new  eligible  areas  in 
FY  1993.     The  statutory  deadline  for  FY  1993  is  March  31,  1992. 

Three  new  areas  are  already  eligible  with  more  than  2,000 
cumulative  AIDS  cases.     They  are:     Seattle,  WA,    (2,174  cases); 
Tampa- St. Petersburg,  FL  (2,139  cases);  and  Nassau- Suffolk,  NY  (2,025 
cases).     A  fourth  area,  New  Orleans,  LA  (1,993)  is  also  likely  to 
reach  eligibility  by  the  March  31  deadline.     The  remaining  three 
possibilities  are:     Anaheim,  CA  (1,921);  Detroit,  MI  (1,919),  and 
West  Palm  Beach,  FL  (1,883). 

Mr.  Natcher:     Does  the  increase  requested  for  Title  I  of  Ryan 
White  simply  cover  the  cost  of  newly  eligible  cities,   or  does  it 
also  provide  inflation  increases  for  current  grantees? 

Dr.  Harmon:     We  believe  all  of  the  eighteen  areas  funded  in 
FY  1992  would  receive  no  less  than  their  FY  1992  formula  grant 
amount  in  FY  1993  with  the  increase  requested  for  Title  I.  However, 
because  of  the  statutory  formula  for  allocating  Title  I  funds,  the 
request  does  not  assure  inflation  increases  for  all  current 
grantees,  although  some  grantees  would  receive  increases  greater 
than  inflation. 

Mr.  Natcher: .  Identify  the  total  funding  received  by  each  city 
under  Title  I  of  Ryan  White  in  1991. 

Dr.  Harmon:     The  answer  follows. 
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RYAN  WHITE  C.A.R.E.  ACT  -  FY  1991  FUNDING 


Formula 

Supplemental 

Total 

Area 

Grants 

Grants 

Awarded 

New  York,  NY 

$15,823,908 

$17 , 633 , 611 

$33,457,519 

San  Francisco,  CA  6,393,866 

6 , 319 , 965 

12,713,831 

Los  Angeles ,  CA 

3,924,157 

3,924,157 

7,848,314 

Newark ,  NJ 

1,967,713 

2,143,890 

4,111,603 

Miami ,  FL 

1,855,962 

1,188,339 

3,044,301 

Houston,  TX 

1,827,980 

1,882,230 

3,710,210 

Washington,  DC 

1,657,310 

1,735,474 

3,392,784 

Chicago ,  IL 

1,350,746 

1,879,053 

3,229,799 

San  Juan,  PR 

1,182,944 

498 , 137 

1, 681,081 

Atlanta,  GA 

1,182,361 

941,414 

2 , 123 , 775 

Philadelphia,  PA 

1,161,925 

1,161,925 

2,323,850 

Fort  Lauderdale, 

FU.083,887 

723 , 412 

1 , 807 , 299 

Dallas,  TX 

978,854 

400,580 

1,379,434 

Boston,  MA 

916,607 

1,319,660 

2,236,267 

Jersey  City,  NJ 

875,057 

687,671 

1,562,728 

San  Diego,  CA 

858,223 

601,982 

1,460,205 

TOTAL: 

$43,041,500 

$43,041,500 

$86,083,000 

SPNS  -  DENTAL  SCHOOLS 


Mr.  Natcher:  How  much  funding  was  applied  for  by  dental  schools 
under  the  1991  SPNS  setaside  compared  to  the  amount  allocated?  Will 
dental  schools  be  able  to  spend  the  full  amount  allocated  for  1992? 

Dr.  Harmon:     The  dental  schools  and  postdoctoral  dental 
education  programs  applied  for  more  funding  under  the  1991  SPNS  than 
the  $3  million  allocated  by  Congress.     It  is  estimated  that  nearly 
125  dental  schools/programs  will  receive  funding  in  fiscal  year 
1992,   thus  spending  the  full  amount  allocated  in  1992. 

COMMUNITY  HEALTH  CENTERS   -  AIDS 

Mr.  Natcher:     How  many  AIDS  patients  are  served  at  community 
health  ,centers  and  how  does  their  unit  cost  per  encounter  compare  to 
that  for  other  AIDS  providers  under  Title  III  of  Ryan  White? 

Dr.  Harmon:     Information  on  the  number  of  individuals  served  at 
community  and  migrant  health  centers  who  are  HIV  positive  is  not 
tabulated  at  the  national  level.     Funding  decisions  are  made  on  the 
basis  of  information  known  and  provided  by  local  providers  of  care. 
Because  many  community  and  migrant  health  centers  are  located  in 
areas  serving  patients  with  high  rates  of  HIV,   they  are  very 
appropriate  providers  of  care  to  HIV  positive  individuals.  Despite 
the  lack  of  detailed  cost  information,   it  is  reasonable  to  assume 
that  the  cost  of  care  in  community  health  centers  and  Title  III 
clinics  is  very  similar,  particularly  in  view  of  the  fact  that  many 
of  the  Title  III  clinics  are  also  funded  as  community  health 
centers . 

AIDS   -  ETCS 

,   Mr.  Natcher:     Some  have  criticized  the  AIDS  education  and 
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training  centers  for  not  having  a  system  to  periodically  update 
health  professionals  on  newly  released  information  on  treatment 
advances.     What  are  you  doing  to  address  these  concerns? 

Dr.  Harmon:     All  AIDS  Education  and  Training  Centers  (ETCs)  are 
required  to  have  a  plan  for  the  dissemination  of  clinical 
information.     In  December  1991,   the  AIDS  ETCs  held  a  meeting  of  the 
Clinical  Advisory  Committee,  organized  two  years  ago,  to  develop  a 
national  plan  to  better  coordinate  and  more  rapidly  disseminate  HIV 
care  guidelines  as  well  as  clinically  relevant  information  on  new 
therapies,   interventions,  and  clinical  trials.     The  National 
Institutes  of  Health  was  involved  in  this  meeting.     Plans  are,  also, 
underway  to  develop  a  mechanism  whereby  the  information  can  be  more 
quickly  disseminated. 

The  ETCs  also  play  an  essential  role  in  identifying  the  experts 
in  their  regions  who  can  assist  other  primary  care  physicians 
through  consultations  and  referrals  to  significant  documentation  and 
research  data. 

OFFICE  OF  RURAL  HEALTH  CARE  POLICY 

Mr.  Natcher:  Identify  the  various  components  of  the  budget  for 
the  Office  of  Rural  Health  Care  Policy  for  1992  and  1993. 

Dr.  Harmon:     Certainly.     During  1992  we  will  fund  100  outreach 
grants,   38  state  offices  of  rural  health,  7  rural  health  research 
centers,  1  information  clearinghouse,  and  1  telecommunications 
project  in  West  Virginia.     In  addition,  we  will  provide  staff 
support  for  the  National  Advisory  Committee  on  Rural  Health. 

During  1993  the  President's  budget  will  allow  us  to  continue 
these  activities  except  for  the  Outreach  Program  and  the 
telecommunications  project. 

MEDICAL  FACILITIES  GUARANTEE  AND  LOAN 

Mr.  Natcher:    What  is  the  size  of  the  loan  portfolio  for  the 
Medical  Facilities  Guarantee  and  Loan  fund?     In  what  year  will 
interest  subsidy  payments  no  longer  be  needed? 

Dr.  Harmon:     The  loan  portfolio,  as  of  Sept  30,  1991,  included 
61  direct  loans  and  185  guaranteed  loans  with  a  total  unpaid  balance 
of  $539.4  million.     The  last  loan  pay  off  is  scheduled  in  calendar 
year  2005. 

VACCINE  INJURY  COMPENSATION  PROGRAM 

Mr.  Natcher:     We  understand  that  the  vaccine  compensation 
program  has  a  backlog  of  several  thousand  claims.     Is  there  anything 
your  agency  can  do  to  reduce  the  backlog? 

Dr.  Harmon:     The  HRSA  has  been  able  to  work  aggressively  to 
reduce  the  backlog  of  pre- 1988  claims.     This  is  due  in  large  part  to 
the  availability  of  the  full  $2.5  million  authorized  for 
administrative  expenses  in  fiscal  year  1991  and  1992.     In  addition, 
there  have  been  tremendous  improvements  in  the  cooperation  between 


310 


all  three  participants  in  the  administration  of  the  Vaccine  Injury 
Compensation  Program  (VICP) ;   the  U.S.  Claims  Court,   the  Department 
of  Health  and  Human  Services  (HHS) ,  and  the  Department  of  Justice 
(DOJ) .     We  have  established  an  Interdepartmental  HHS/DOJ  Quality 
Improvement  Committee  that  has  been  working  to  continually  improve 
workload  processes  to  streamline  the  processing  of  cases  through  the 
system.     The  Committee  also  has  met  with  the  Clerk  of  the  U.  S. 
Claims  Court  to  develop  improved  processes  involving  the  scheduling 
of  cases  and  the  flow  of  the  high  volume  of  paperwork  involved  with 
the  processing  of  cases. 

The  fiscal  year  1993  President's  budget  request  for  HRSA 
includes  a  request  for  an  appropriation  of  $2.5  million  from  the 
Trust  Fund  for  necessary  administrative  expenses  associated  with  the 
internal  medical  review  of  claims,  medical  review  of  the  claims  by 
outside  consultants  (including  expert  testimony  to  the  Court), 
professional  and  administrative  support  to  the  Advisory  Commission 
on  Childhood  Vaccines  (ACCV) ,  meeting  specific  administrative 
requirements  of  the  Act,  and  maintaining  necessary  records  and 
reporting  to  Congress. 

The  $2.5  million  will  permit  the  VICP  to  operate  at  a  level  of 
29  FTE.     Operating  at  this  level  will  maintain  the  ability  of  HHS  to 
continue  to  provide  thoughtful  and  timely  respondent's  reports  to 
DOJ,   to  provide  expert  witness  testimony  before  the  Court,  and  to 
provide  the  necessary  level  of  administrative  and  professional 
support  to  the  ACCV  required  for  it  to  execute  its  statutory 
responsibilities . 

Mr.  Natcher:     What  is  the  basis  for  the  estimates  of  the  cost  of 
post- 1988  vaccine  compensation  claims?    What  number  and  size  of 
awards  are  anticipated,  and  how  does  this  compare  to  experience  to 
date? 

Dr.  Harmon:     The  estimate  of  the  cost  of  post-1988  vaccine 
compensation  claims  is  the  same  as  the  fiscal  year  1992  estimate, 
$84.9  million.     Until  there  is  additional  program  experience 
accumulated  with  respect  to  the  rate  and  dollar  amount  of  post- 1988 
awards,   there  is  insufficient  data  on  which  to  base  accurate  revised 
estimates  for  post-1988  awards.     We  have  asked  the  actuary  to 
develop  estimates  for  post- 1988  awards  and  will  be  pleased  to 
provide  these  estimates  to  the  Committee  once  they  are  available. 

Mr.  Natcher:     How  does  the  average  award  for  post- 1988  claims 
compare  to  that  for  pre -1988  claims? 

Dr.  Harmon:     We  recently  completed  an  analysis  of  all  awards 
paid  to  date,   and  have  documented  a  very  significant  downward  trend 
in  the  average  amount  of  pre -1988  injury  awards  paid  under  the 
retrospective  portion  of  the  program.     The  attached  chart  shows  a 
reduction  from  the  previous  average  of  $1.2  million  per  award  to 
$1.1  million  in  fiscal  year  1991.     In  fiscal  year  1992,  we  have  made 
even  more  progress  in  reducing  the  average  award  amount  to  a  level 
of  approximately  $900,000. 
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There  is  insufficient  program  experience  to  date  with  post- 1988 
awards  to  calculate  a  meaningful  average  for  injury  awards  in  this 
category.     But,  as  the  attached  chart  illustrates,  the  average  award 
for  post- 1988  injury  awards  has  risen  to  $1.8  million.     We  expect 
this  average  to  continue  to  rise  as  the  post- 1988  population  is  much 
younger  and  there  are  elements  of  compensation,   such  as  past  medical 
expenses  and  lost  wages,   that  are  not  covered  under  the  pre-1988 
portion  of  the  Program. 

The  amount  of  compensation  for  pre-1988  and  post- 1988  death 
awards  is  fixed  in  the  statute  at  $250,000. 

Mr.  Natcher:     What  are  the  1993-1997  projections  for  receipts 
and  balances  in  the  Vaccine  Injury  Compensation  Trust  Fund? 

Dr.  Harmon:  The  Department  of  Treasury  estimates  for  net 
receipts  to  the  Vaccine  Injury  Compensation  Trust  Fund  are  as 
follows : 


End  of  Year 
Fiscal  Receipts  Trust  Fund 

Year  Estimate      1/  Balance 

1993  $137,000,000  $551,420,000 

1994  $139,500,000  $599,400,000 

1995  $141,000,000  $648,880,000 

1996  $142,500,000  $699,860,000 

1997  $144,000,000  $752,340,000 


1/    Includes  tax  receipts  and  interest  income. 


HEALTH  PROFESSIONS  DATA  ANALYSIS  PROJECTS 


Mr.  Natcher:     Provide  a  listing  of  the  studies/projects  funded 
with  1992  health  professions  data  analysis  support.     Do  any  of  these 
projects  have  continuation  costs  in  1993? 

Dr.  Harmon:     The  following  health  professions  data  analysis 
projects  have  been  awarded  or  approved  for  award  using  fiscal  year 
1992  Section  708  funds: 


1.  Preventive  Medicine  Residency  Program  Data  Analysis. 

2.  CAHEA  -  Accredited  Allied  Health  Education  Programs  Facts  a 
Figure  1991. 

3.  Analysis  of  Career  Plans,   Specialty  Choices  and  Related 
Information  for  Post  Graduate  Physicians. 

4.  1990  National  Health  Interview  -  Foot  Care  Data  Analysis. 

5.  National  Sample  Survey  of  Registered  Nurses. 

6.  Basic  Data  on  Physician  Characteristics  for  the  BHPr  Analytical 
Program. 

7.  State  Data  on  Compliance  with  the  Radiation-Health  and  Safety 
Act  for  Report  to  Congress. 

8.  Area  Resource  File  Maintenance  and  Update. 

9.  Analysis  of  Strategies  to  Achieve  50  percent  Primary  Care 
Physicians . 

10.  Minority  Health  Professions  Data  Initiative. 

11.  Technical  Assistance,   such  as  purchase  of  data,  computer 
support,  etc. 
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The  following  additional  projects  are  being  developed,  but  are 
not  completed  and  approved: 

1.  Allied  Health  Information  System. 

2.  Analysis  of  Data  from  Pharmacy  Manpower  Data  Systems. 

3.  Analysis  of  Data  from  Chiropractic  Manpower  Information  System. 

4.  Analysis  of  Physical  Therapist  Data. 

5.  Development  of  Supply  Estimation  Procedure  on  Clinical 
Laboratory  Area. 

6.  Dental  Supply  Estimates. 

7.  Analysis  of  Data  from  Survey  of  American  Association  of 
Respiratory  Care. 

8.  Technical  Assistance  to  States. 

9.  Impact  of  Federal  Funding  in  Medical  School  Specialty  Choices. 

10.  Health  Professions  Education  Research  Conference. 

None  of  the  projects  have  continuation  commitments  for  fiscal 
year  1993.     However,  Title  VII  requires  biannual  reports  to  Congress 
regarding  the  status  of  health  personnel  and  the  training  of  health 
personnel.     Funding  for  these  reports  comes  from  this  authority. 

Mr.  Natcher:  What  progress  have  you  made  in  collecting  data  on 
shortages  in  the  allied  health  professions? 

Dr.  Harmon:     A  procurement  was  awarded  by  the  Bureau  of  Health 
Professions  in  September  1991  for  the  purposes  of  laying  the 
groundwork  for  a  uniform  allied  health  professions  data  reporting 
system  to  collect,  compile,  and  analyze  data  on  allied  health 
professions  personnel.     During  the  period  of  the  procurement,  the 
contractor  (American  Society  of  Allied  Health  Professions)  has 
identified  data  sets  used  by  public  agencies  and  by  private 
organizations;  and  has  stimulated  the  sharing  of  data  and  creation 
of  data  sets  where  they  currently  do  not  exist.     A  major  activity  of 
the  contract  involves  the  examination  of  supply/requirements  models 
such  as  those  developed  and  utilized  by  the  Department  of  Defense 
and  the  Indian  Health  Service  and  the  adaptation  of  such  models  for 
estimating  shortages  for  specific  allied  health  personnel. 

DELAYED  OBLIGATIONS 

Mr.  Natcher:     Identify  how  the  $125  million  in  delayed 
obligations  will  be  distributed  by  program  in  1992.     Would  this  same 
distribution  be  used  for  the  proposed  1993  delayed  obligations? 

Dr.  Harmon:     The  delayed  obligations  of  $125  million  will  be 
distributed  among  Healthy  Start,  Title  III  of  the  Ryan  White 
C.A.R.E.  Act,  State  Alzheimers,  Health  Services  for  Residents  of 
Public  Housing,  EMS  for  Children  and  the  Maternal  and  Child  Health 
Bureau  SPRANS  program.     The  exact  distribution  of  delayed 
obligations  for  FY  1993  will  be  similar  to  FY  1992.     This  will  be 
based  on  grant  cycles  of  new  and  existing  programs. 

HEALTHY  START 

Mr.  Natcher:     How  are  you  allocating  the  $10  million  provided 
for  community  health  centers  in  the  Healthy  Start  infant  mortality 
initiative  in  1992? 
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Dr.  Harmon:     Grant  awards  will  be  made  to  existing  C/MHC's. 
Approximately  50  to  70  awards  will  made  to  centers  that  are  located 
in  Healthy  Start  target  areas  and  in  rural  areas.     Grants  will  not 
be  awarded  in  healthy  start  target  areas  with  infant  mortality  rates 
greater  than  the  15.7  per  1,000  live  births. 

Mr.  Natcher:     In  the  FY  1992  Conference  Report  you  were  directed 
to  emphasize  services  in  rural  areas  through  the  Healthy  Start 
program.     How  have  you  complied  with  that  directive? 

Dr.  Harmon:     The  15  approved  Healthy  Start  grantees  include  two 
rural  projects.     They  are  the  Pee  Dee  Region  of  South  Carolina,  a 
project  serving  residents  of  six  contiguous  rural  counties  in  the 
northeast  corner  of  the  State;  and  the  Northern  Plains  Healthy 
start,  a  project  serving  Native  Americans  in  19  separate  health 
service  areas  spread  out  among  a  four- State  region  including  North 
and  South  Dakota,  Nebraska  and  Iowa. 

In  addition  to  the  two  rural  projects  already  funded  by  Healthy 
Start,  plans  are  currently  underway  to  award  approximately  $10 
million  from  the  FY  1992  appropriations  to  community  and  migrant 
health  centers  within  and  outside  of  the  Healthy  Start  areas. 
Funding  rural  projects  is  one  of  the  priorities  for  making  these 
awards . 

BORDER  HEALTH  INITIATIVE 

Mr.  Natcher:     How  does  the  border  initiative  proposed  for 
community  and  migrant  health  centers  compare  to  the  current  border 
health  education  and  training  centers? 

Dr.  Harmon:     The  new  community  and  migrant  health  center 
initiative  supports  the  provision  of  health  services  and  will  fund 
an  estimated  10  new  service  delivery  sites  serving  approximately 
40,000  individuals  along  the  U.S. /Mexico  border  region.     It  is 
estimated  that  90  percent  of  the  individuals  served  will  be 
minorities.     The  additional  funding  will  be  directed  at  solving 
health  problems  caused  by  inadequate  sanitation  and  environmental 
hazards,   infectious  diseases,  and  health  problems  related  to 
maternal  and  child  health,   substance  abuse  and  HIV/AIDS. 

By  contrast,   the  current  border  health  education  and  training 
centers  provide  training  to  improve  the  pipeline  for  health 
professions  which  in  the  border  area  is  nonexistent  and  the  level  of 
training  is  in  need  of  constant  upgrading. 

HEALTH  CARE  FOR  HOMELESS  CHILDREN 

Mr.  Natcher:     How  much  funding  are  you  allocating  to  the  new 
health  care  for  the  homeless  children  program  in  1992?     What  does 
your  1993  budget  assume  for  this  program? 

Dr.  Harmon:     We  will  allocate  $2.5  million  for  a  homeless 
children  program.     The  FY  1993  request  will  double  the  amount 
available  for  this  activity  in  FY  1993,  contingent  on  sufficient 
approved  applications. 
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HEALTHY  START 

Mr.  Natcher:     How  much  of  the  1993  request  for  Healthy  Start  is 
designated  for  evaluation  purposes? 

Dr.  Harmon:     The  proposed  evaluation  for  FY  1993  is  $1,340,000. 

WEED  AND  SEED 

Mr.  Natcher:     Will  you  reserve  a  portion  of  the  community  health 
center  budget  and  allocate  it  only  to  Weed  and  Seed  areas?  How  will 
this  affect  funding  for  centers  in  other  areas? 

Dr.  Harmon:     The  budget  request  includes  $35  million  related  to 
this  initiative  in  the  community  health  centers  program.  These 
funds  will  seed  community-based  primary  health  care  delivery 
programs  designed  to  increase  access  to  health  care  including 
primary  and  prenatal  care,  appropriate  referrals  to  specialized 
treatment,  and  to  nutrition  assistance,  HIV  counseling  and  testing, 
and  transportation  services.     The  identified  amounts  are  to  be  made 
available  through  the  ongoing  community  health  center  funding 
process.     Depending  upon  the  communities  selected,   these  may  not 
necessarily  involve  new  resources.     Existing  CHC's  in  a  Weed  and 
Seed  community  will  be  expected  to  work  in  coordinating  its  efforts 
with  a  variety  of  human  services  providers  in  the  area. 

IMMUNIZATIONS 

Mr.  Natcher:  How  large  a  role  do  community  health  centers  play 
in  providing  immunizations  for  children? 

--How  much  money  do  they  receive  from  the  CDC  immunization 
program? 

Dr.  Harmon:     Community  health  centers  play  a  significant  role 
in  the  immunization  of  children  that  receive  services  in  community 
and  migrant  health  centers.     We  are  attempting  to  improve  the 
immunization  status  of  infants  and  children  seen  in  the  centers  and 
the  service  area  around  health  centers .     No  funds  are  provided 
directly  to  centers  from  CDC,  but  through  the  State  run  distribution 
system  supported  by  CDC  purchases  many  centers  receive  vaccines 
either  at  reduced  prices  or  at  no  charge. 

MOBILE  VANS 

Mr.  Natcher:     Last  year,  some  groups  were  urging  that  increases 
in  funding  for  migrant  health  centers  be  used  to  purchase  mobile 
vans.     How  high  a  priority  would  you  give  this  compared  to  other 
needs  in  the  program? 

Dr.  Harmon:     In  FY  1992,   $1.5  million  is  available  for  outreach 
activities  in  conjunction  with  the  provision  of  primary  care 
services,  preventive  care,   translation  and  transportation  services, 
health  education  and  medical  screening  activities.     No  specific 
amount  is  identified  for  the  purchase  of  mobile  vans.  However,  such 
equipment  is  an  allowable  cost  item  under  the  outreach  initiative. 
Applicants  are  encouraged  to  consider  innovative  delivery  approaches 
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such  as  mobile  clinics,  vans,   and/or  portable  equipment  as  effective 
means  of  meeting  the  needs  of  the  migrant  farmworker  as  a  part  of 
outreach  efforts . 

TRAUMA  CARE 

Mr.  Natcher:     How  will  the  1992  appropriation  for  trauma  care 
be  allocated?     How  many  States  will  receive  awards  and  for  what 
purposes? 

Dr.  Harmon:     As  Dr.  Walsh  testified,  we  understand  the 
Secretary  will  delegate  authority  for  the  program  through  the 
Assistant  Secretary  for  Health  to  the  Administrator,  HRSA.     When  we 
receive  the  formal  delegation  we  will  complete  implementation  of  the 
program.     Grants  will  be  awarded  in  accordance  with  Title  XII  of  the 
PHS  Act.     The  statute  stipulates  that  eighty  percent  (80%)  of  the 
amount  available,   approximately  $3,916,000,  must  be  used  for  grants 
to  States  to  improve  trauma  care  elements  of  their  State  Emergency 
Medical  Services.     Ten  percent  (10%),   approximately  $489,000,  must 
be  used  for  grants  to  public  and  private  nonprofit  entities  to 
conduct  research  and  demonstration  projects  to  improve  the 
availability  and  quality  of  trauma  care  in  rural  areas.  The 
remaining  ten  percent  (10%),   $489,000,  will  be  used  to  establish  a 
Federal  Advisory  Council  on  Trauma  Care  Systems,  a  National 
Clearinghouse  to  collect  and  disseminate  information  and  for  the 
provision  of  technical  assistance. 

WATERFALL  TABLE 

Mr.  Natcher:     Provide  a  waterfall  table  indicating  the  number 
of  NHSC  personnel  serving  during  1987-1997  under  the  budget  request 
assumptions . 


Dr.  Harmon:     The  table  follows. 
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March  23.  1992  National  Health  Service  Corps  Waterfall  Table 

(Obligated  Field  and  Federal  Assignees) 


FY  1987 

FY  1988 

FY  1989 

FY  1990 

FY  1991 

FY  1992 

FY  1993 

FY  1997  1/ 

Start  of  Year: 

C/MHC  Assignee 

1,511 

1,457 

1,093 

832 

662 

527 

549 

695 

Other  Salaried  Assignees 

731 

602 

444 

324 

227 

140 

90 

100 

Private  Practice 

429 

317 

169 

57 

42 

25 

10 

5 

redera l l y  ba l ar i ed 

456 

366 

380 

278 

175 

154 

161 

200 

Subtotal 

3,127 

2,742 

2,086 

1 ,491 

1,106 

846 

810 

1,000 

Lossees: 

C/MHC  Assignee 

m 

(442) 

(598) 

(356) 

(298) 

(199) 

(278) 

Other  Salaried  Assignees 

(224) 

(150) 

(127) 

(76) 

(36 

(4Q) 

Private  Practice 

(138) 

(i54) 

(114 

181 

21) 

(15) 

(6) 

(2) 

Federally  Salaried 

(168) 

(82) 

(129) 

(113) 

(73) 

(17) 

(23) 

(80) 

Subtotal 

(1.044) 

(902) 

(991) 

(581) 

(519) 

(307) 

(269) 

(400) 

Accessions: 

C/MHC  Assignee 

363 

78 

337 

186 

163 

221 

242 

675 

Other  Salaried  Assignees 

192 

66 

30 

0 

40 

26 

31 

50 

Private  Practice 

26 

6 

2 

0 

4 

0 

0 

0 

Federally  Salaried 

78 

96 

27 

10 

52 

24 

55 

25 

Subtotal 

659 

246 

396 

196 

259 

271 

328 

750 

End  of  Year: 

C/MHC  Assignee  1.457 

Other  Salaried  Assignees  602 

Private  Practice  317 

Federally  Salaried  366 


Total.  Obllg.  NHSC  &  Feds  2.742 


1.093 

832 

662 

527 

549 

587 

1.092 

444 

324 

227 

140 

90 

85 

110 

169 

57 

42 

25 

10 

4 

3 

380 

278 

175 

154 

161 

193 

145 

2,086 

1.491 

1.106 

846 

810 

869 

1.350 

The  above  estimates  exclude  State  loan  repayment  obligors  and  volunteer  assignments. 

1/  Estimates  for  FYs  1994  through  1996  will  be  developed  as  firm  data  becomes  available.    It  is 
anticipated  that  there  will  be  gradual  growth  In  the  number  of  obligors  during  those  years,  with 
the  rate  of  growth  accelerating  near  the  end  of  the  period  as  Increased  numbers  of  scholarship 
obligors  become  available. 
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HPSA'S  -  NHSC  PERSONNEL 

Mr.  Natcher:     Under  your  budget  request,  what  percentage  of 
health  professions  shortage  areas  would  receive  National  Health 
Service  Corps  personnel? 

Dr.  Harmon:     There  are  currently  over  2,100  designated  primary 
care  shortage  areas.     In  FY  1992  we  are  projecting  that  there  will 
be  approximately  270  providers  available  for  assignment  of  whom 
about  210  would  be  physicians.     This  number  would  increase  if  more 
loan  repayments  were  recruited  since  such  individuals  are 
immediately  available  for  service.     Additionally,   the  State  loan 
repayment  program  will  be  providing  health  professional  for  service 
in  designated  shortage  areas. 

DATA  BANK 

Mr.  Natcher:     How  much  have  you  collected  so  far  in  1992  from 
malpractice  data  bank  user  fees?     Does  this  support  the  estimate  of 
$5  million  total  to  be  collected  in  1992? 

Dr.  Harmon:     During  the  first  five  months  of  fiscal  year  1992 
(through  February  1992),  we  collected  $2.28  million  in  data  bank 
user  fees.     Based  on  this  information,  we  project  approximately  $5.3 
million  will  be  collected  in  user  fees  during  fiscal  year  1992. 

Mr.  Natcher:     How  much  do  you  estimate  it  will  cost  to  upgrade 
the  malpractice  data  bank  to  1990s  technology  and  to  meet  the 
statute's  Section  5  requirements? 

Dr.  Harmon:     In  our  July  1991  report  to  Congress,  we  estimated 
that  $1.2  million  would  need  to  be  spent  over  the  period  from  fiscal 
years  1993  -  1995  for  upgrading  the  systems  supporting  the  National 
Practitioner  Data  Bank.     Upgrades  would  include  providing  for  access 
to  the  Data  Bank  using  diskette  and  telecommunications  technology  as 
well  as  converting  to  a  modern  Data  Base  Management  System,  which 
should  greatly  improve  operational  efficiency. 

In  the  same  report  we  estimated  we  would  need  $8.9  million  to 
cover  the  costs  of  planning,   systems  design,  capitalization,  and 
security  certification  related  to  implementation  of  Section  5 
requirements . 

Mr.  Natcher:  Have  backlogs  in  processing  malpractice  data  bank 
requests  and  investigating  mismatches  been  eliminated? 

Dr.  Harmon:     The  early  surge  of  queries  from  hospitals 
concerned  about  meeting  their  legal  obligation  under  the  Health  Care 
Quality  Improvement  Act  of  1986  was  unanticipated  and  did  contribute 
to  backlogs  at  the  outset  of  the  program.     Primarily  through  staff 
supplementation  and  the  temporary  use  of  subcontractors,  however, 
the  Data  Bank  contractor,  Paramax,   a  subsidiary  of  Unisys 
Corporation,  was  able  to  eliminate  the  early  backlogs  by  March  1, 
1991.     Except  for  a  much  smaller  surge  of  queries  in  May,  which 
resulted  from  the  increase  in  a  fee  from  $2.00  to  $6.00,   there  have 
been  no  more  backlogs  in  processing  new  queries.  Generally 
speaking,   responses  are  made  within  the  time  frames  specified  in  the 
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contract,  and  consistently  conveyed  in  our  guidance  materials. 
Single  queries  are  processed  within  5  working  days  and  multiple 
queries  within  20.     Reports  are  processed  within  ten  days. 

The  backlogs  in  processing  queries  and  reports  which  were 
"partial  matches,"  as  you  referred  to  as  mismatches,  have  been 
markedly  reduced  and  should  be  eliminated  in  the  very  near  future . 
A  technical  improvement  to  the  Data  Bank's  software,  which  was 
effected  at  the  end  of  last  year,  has  enhanced  significantly  the 
system's  capability  to  handle  cases  involving  "partial  matches." 
Additional  planned  refinement  of  the  software  should  virtually 
eliminate  the  chance  of  future  backlogs  developing  in  this  area. 

Mr.  Natcher:     What  percentage  of  inquiries  have  resulted  in  a 
match  against  information  in  the  malpractice  data  bank? 

Dr.  Harmon:     During  the  first  18  months  of  operation  (through 
February  1992),   approximately  two  percent  of  inquiries  (20,817 
matches/1,181,907  queries)  have  resulted  in  a  match  against 
information  in  the  Data  Bank.     While  this  number  is  small,   as  the 
number  of  reports  to  the  Data  Bank  increase,   i.e.,   as  there  is  more 
information  in  the  Data  Bank,  we  expect  the  ratio  of  matches  to 
queries  to  increase. 

FTE  REQUEST 

Mr.  Natcher:  Describe  the  proposed  functions  of  the  increased 
FTE  requested  for  BHCDA ,  MCHB,   and  Healthy  Start. 

Dr.  Harmon:     The  increased  FTE  request  is  to  administer  new 
programs  included  in  the  President'   s  budget  such  as  Ready  to  Learn 
and  the  NHSC  Early  Recruitment/Retention  program.   In  addition,  the 
request  includes  major  expansions  to  the  following  existing 
programs:   Community  Health  Centers,  Migrant  Health  Centers,  National 
Health  Service  Corps  Recruitment,  Health  Care  for  the  Homeless, 
Health  Services  for  Residents  of  Public  Housing,  Health  Careers 
Opportunity  Program,  Maternal  and  Child  Health  Block  Grant,   and  the 
Healthy  Start  program.     Funds  are  used  to  support  salaries,  grants 
administration,   data  monitoring,  related  expenses,   and  other 
administrative  activities  associated  with  program  activities. 

ORGAN  TRANSPLANTATION 

Mr.  Natcher:     Last  year  a  number  of  people  contracted  AIDS 
after  receiving  donated  organs  from  an  infected  individual.  What 
safeguards  has  the  organ  transplantation  program  put  in  place  to 
prevent  this  from  happening  again? 

Dr.  Harmon:     The  Assistant  Secretary  for  Health  has  established 
a  workgroup  composed  of  members  of  the  Health  Resources  and  Services 
Administration,   the  Food  and  Drug  Administration,   the  Centers  for 
Disease  Control,  NIH,  and  the  National  AIDS  Program  Office  to 
propose  procedures  to  ensure  the  safety  of  the  nation's  organ 
supply.     These  additional  procedures  would  amend  the  previously 
recommended  testing  of  all  potential  donors.     That  workgroup  made 
its  initial  recommendations  to  the  Assistant  Secretary  for  Health  in 
July  of  1991  and  included  a  recommendation  for  recipient  testing  and 
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reporting  of  recipients  who  have  seroconverted.     An  interim  policy 
consisting  of  testing  immediately  prior  to  transplant,   and  3,   6,  and 
12  months  post- transplant ,  reporting  of  seropositives  to  the  Organ 
Procurement  Organization,   State  Health  Departments  and  the  United 
Network  for  Organ  Sharing  is  currently  in  place.     The  interim  policy 
has  been  distributed  by  UNOS  to  the  membership  of  the  Organ 
Procurement  and  Transplantation  Network  (OPTN) .     Final  policy  will 
be  implemented  as  a  part  of  OPTN  regulations  currently  in  review  by 
the  Department. 

Mr.  Natcher:     What  percentage  of  potential  organ  donors 
actually  donate  their  organs  after  death,  and  has  this  statistic 
increased  in  the  last  several  years? 

Dr.  Harmon:     Based  on  1990  data,  there  were  4,320  cadaveric 
donors  from  an  estimated  total  of  12-16,000  potential  cadaveric 
donors.     In  terms  of  percentage  the  range  is  27  percent  to  36 
percent.     This  statistic  has  not  increased  in  the  last  several 
years.     The  numbers  for  1988  and  1989  are  4,079  and  4,010 
respectively . 

Mr.  Natcher:     Have  waiting  lists  for  donated  organs  decreased 
since  the  start  of  your  agency's  organ  transplantation  program? 

Dr.  Harmon:     No,   they  have  not  decreased.     In  fact,   over  the 
past  12  months  the  waiting  lists  increased  by  about  1,200  per  month. 

RURAL  HEALTH  OUTREACH 

Mr.  Natcher:  When  did  you  make  the  first  awards  in  the  Rural 
Outreach  program?  What  have  you  learned  from  the  operation  of  the 
program  so  far  that  led  you  to  propose  terminating  it? 

Dr.  Harmon:     All  first  awards  were  made  last  September. 

Although  the  projects  have  only  been  active  five  months, 
beneficiaries  include  mothers,   infants,  children,  and  the  poor  in  46 
States  and  3  territories.     By  the  end  of  fiscal  year  1992,  we  will 
have  learned  a  great  deal  from  these  demonstrations.     We  will 
disseminate  the  information  learned  from  these  demonstrations. 

TITLE  VII  -  TITLE  VIII 

Mr.  Natcher:     Provide  a  20-year  history  of  the  President's 
budget  request  and  the  final  appropriation  for  Title  VII  programs 
(in  total)  and  Title  VIII  programs  (in  total). 

Dr.  Harmon:     The  following  table  provides  the  requested 
information. 
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MEDICARE  OFFSET 

Mr.  Natcher:     The  Inspector  General  issued  a  report  in  December 
1991  recommending  that  HRSA  immediately  offer  Medicare/Medicaid 
offset  agreements  to  health  professions  loan  and  scholarship 
defaulters  and  refer  successfully  negotiated  agreements  to  HCFA  for 
implementation.     Have  you  begun  an  offset  program? 

Dr.  Harmon:  HRSA  has  begun  a  Medicare  Offset  Program.  To 
date,  over  100  HEAL  scholars  have  been  given  the  opportunity  to 
enter  into  a  Medicare  Offset  Agreement. 

NHSC  BUILD-UP 

Mr.  Natcher:     Your  budget  proposes  to  continue  the  build-up  of 
the  National  Health  Service  Corps.     What  is  your  long-range  target 
for  the  number  of  health  professionals  you  want  to  recruit  each 
year? 

Dr.  Harmon:     There  are  currently  over  2,100  designated  primary 
care  shortage  areas.     In  FY  1992  we  are  projecting  that  there  will 
be  approximate  270  providers  available  for  assignment  of  whom  about 
210  would  be  physicians.     This  number  would  increase  if  more  loan 
repayments  were  recruited  since  such  individuals  are  immediately 
available  for  service.     Additionally,   the  State  loan  repayment 
program  will  be  providing  health  professionals  for  service  in 
designated  shortage  areas. 

Mr.  Natcher:     What  would  be  the  approximate  annual  cost  to 
support  a  Corps  of  this  size? 

Dr.  Harmon:     If  retention  rates  were  improved,   the  currently 
requested  levels  would  be  sufficient  to  resolve  these  areas.  The 
budget  request  has  several  components  that  will  begin  to  address  the 
problems  of  retention  of  NHSC  providers  such  as  improved 
compensation  packages  for  community  and  migrant  health  center 
employees,   improved  counseling  and  clinical  support  for  current 
obligated  scholars,  and  the  NHSC  early  recruitment  program. 

EARLY  RECRUITMENT  PROGRAM 

Mr.  Natcher:     Your  budget  requests  $11  million  for  a  new  early 
recruitment  program  for  the  Corps.     How  would  this  differ  from 
existing  programs  in  HHS  and  other  Departments  which  encourage 
minorities  to  pursue  science  careers? 

Dr.  Harmon:     The  early  NHSC  recruitment/retention  program  is 
designed  to  address  the  long  term  problem  of  recruitment  and 
retention  of  providers,  particularly  minority  providers  to 
underserved  areas  and  consists  of  four  separate  components  which 
emphasize  the  early  development  of  a  commitment  of  service  to  the 
underserved.     It  is  different  in  that  it  will  recruit  students  for 
the  purpose  of  providing  them  with  experience  in  service  to  the 
underserved  rather  than  just  academic  enrichment  activities. 


Currently,   there  is  an  insufficient  pool  of  racial/ethnic 
minority  health  professionals  for  the  NHSC.     This  limits  the  ability 
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of  the  NHSC  to  recruit  and  place  obligors  who  have  the  cultural  and 
racial  sensitivity  required  for  effective  retention,  which  is 
critical  to  solving  the  long  term  problem  of  underservice . 

The  first  two  parts  of  this  initiative  will  seek  to  enlarge  the 
pool  of  potential  NHSC  providers  by  funding  special  programs  for 
students  beginning  with  ages  13  through  18  followed  by  college  age. 
This  program  is  unique  because  it  is  service  focused  and  will 
utilize  currently  practicing  providers  as  mentors.     The  program  will 
be  operated  through  community  and  migrant  health  centers  which  will 
make  arrangements  with  academic  institutions  to  recruit  interested 
students  for  a  service  experience  in  a  center.     Through  such 
exposure  it  is  intended  that  promising  young  people  will  develop  an 
interest  and  long  term  commitment  to  primary  health  care  service  to 
the  underserved  that  extends  beyond  the  period  of  legal  obligation 
and  that,   ultimately,    the  problem  of  NHSC  retention  can  be  solved. 

The  third  component  of  the  proposal  will  improve  the 
preparation  of  NHSC  obligated  scholars  in  training  for  the  practice 
of  primary  care  in  high  risk  populations .     These  programs  will  be 
provide  monitoring,   education,   and  on-site  experiences  for  NHSC 
scholars  in  training.     The  lack  of  proper  preparation  contributes  to 
provider  frustration,  burnout  and  poor  retention. 

The  fourth  component  addresses  the  high  turnover  rate  of 
community  and  migrant  health  center  physicians  which  is  about  40 
percent  per  year.     This  component  will  provide  additional  resources 
to  permit  center  physicians  to  pursue  professional  enhancement 
programs  which  should  help  eliminate  professional  isolation  and  the 
perceived  lack  of  professional  growth. 

NHSC  DEFAULTERS 

Mr.   Natcher:     In  December,   the  television  program  Sixty  Minutes 
ran  a  segment  on  defaulter  in  the  National  Health  Service  Corps. 
How  many  students  have  defaulted  on  their  loan  and  is  this  reason  to 
be  concerned  about  expanding  the  program? 

Dr.   Harmon:     The  segment  on  Sixty  Minutes  concerned  defaulters 
on  their  service  obligation  incurred  under  NHSC  scholarships.  Most 
of  scholarship  recipients  did  in  fact  go  on  to  serve  in  an 
underserved  area.     Out  of  the  total  of  over  13,000  individuals  that 
have  completed  their  medical  education  under  a  NHSC  scholarship,  it 
has  been  necessary  to  refer  approximately  585  defaulters  or  4 
percent  of  the  total  to  the  Department  of  Justice  for  legal  action. 
There  are  about  560  individuals  that  have  not  begun  to  serve  and 
against  whom  we  are  taking  administrative  action.     Many  of  these  560 
individuals  will  complete  financial  payback  or  will  agree  to  service 
under  forbearance  agreements,  but  will  remain  in  default  status 
until  completion  of  their  obligation,   either  through  service  or 
financial  payback.     Others  will  ultimately  be  referred  to  the 
Justice  Department  for  collection.     It  should  also  be  noted  that  a 
portion  of  the  individuals  referred  to  the  Justice  Department  will 
ultimately  serve  or  payback  prior  to  judgement. 

We  have  taken  steps  that  we  believe  will  reduce  the  rate  of 
defaults  to  a  minimum.     In  the  future,  we  expect  that  rate  to  be 
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lower  due  to  the  triple  payback  provisions,   improved  understanding 
of  the  government's  and  the  obligated  scholar's  responsibilities  and 
opportunities,  and  the  selection  of  individuals  with  a  commitment  to 
primary  health  care  to  the  underserved.     The  program  now  provides 
every  applicant  an  "information  bulletin"  which  provides  a  clear 
statement  of  the  program's  mission  and  goals  for  the  purpose  of 
eliminating  those  individuals  who  do  not  wish  to  practice  primary 
care  specialties  with  the  underserved  populations.     In  addition, 
applicants  are  interviewed  by  a  Public  Health  Service  representative 
to  assure  that  the  applicant  understands  and  accepts  the  service 
obligation. 

NHSC  SCHOLARSHIP  -  LOAN  REPAYMENT 

Mr.  Natcher:  Your  budget  seems  to  emphasize  National  Health 
Service  Corps  scholarships  rather  than  loan  repayments.  Have  you  had 
problems  with  the  loan  repayment  program? 

Dr.  Harmon:     No,  we  have  not  had  problems  with  the  loan 
repayment  program  and  we  hope  to  do  slightly  better  in  the 
recruitment  of  loan  repayment  obligors  than  the  estimates  shown  in 
the  budget  justification.     To  the  extent  that  approved  high  quality 
applicants  are  available,   the  loan  repayment  mechanism  will  be  given 
priority  over  scholarship  funding  because  providers  receiving  loan 
repayment  obligors  are  immediately  available,  voluntarily  enter  the 
program  after  completing  their  primary  care  training,  and  will 
probably  experience  a  lower  rate  of  default.     However,   a  minimm 
level  of  scholarships  will  be  necessary  to  attract  providers  to  the 
most  difficult  to  fill  sites  and  to  increase  the  pool  of 
racial/ethnic  minority  health  professionals  for  the  NHSC. 

VACCINE  COMPENSATION 

Mr.  Natcher:     We  understand  your  agency  is  revising  the  injury 
table  for  the  Vaccine  Compensation  Law.     When  will  this  go  into 
effect  and  what  impact  will  it  have  on  the  volume  of  claims 
approved? 

Dr.  Harmon:     The  PHS  Task  Force  on  the  Vaccine  Injury 
Compensation  Program  (VICP) ,  which  was  formed  at  the  direction  of 
Dr.  Mason  in  the  Spring  of  1991,  has  made  recommendations  for 
changes  to  the  Vaccine  Injury  Table  and  Aids  to  Interpretation  based 
on  its  review  of  the  Institute  of  Medicine  (IOM)~ report  entitled, 
Adverse  Effects  of  Pertussis  and  Rubella  Vaccines,  published  in  July 
1991,  along  with  other  relevant  scientific  and  medical  information. 

The  recommendations  of  the  PHS  Task  Force  were  reviewed  by  a 
Subcommittee  of  the  National  Vaccine  Advisory  Committee  (NVAC) , 
established  at  Dr.  Mason's  direction,   to  provide  an  objective 
scientific  review  of  the  Task  Force's  findings.     The  Subcommittee 
was  comprised  of  three  members  of  the  NVAC  and  several  leading 
scientific  experts,   including  an  expert  selected  by  the  parents' 
group,   Dissatisfied  Parents  Together  (DPT).     The  recommendations  of 
the  NVAC  Subcommittee  were  then  reviewed  and  approved  by  the  full 
NVAC  at  its  November  1991  meeting.     The  recommendations  of  the  NVAC 
were  sent  to  the  Advisory  Commission  on  Childhood  Vaccines  (ACCV) 
and  were  reviewed  by  the  ACCV  at  its  December  meeting.     The  final 
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recommendations  of  the  ACCV  were  not  completed  until  early  January 
1992. 

The  recommendations  of  these  four  bodies  currently  are  under 
review  within  the  Department,  but  no  final  decision  has  been  made  as 
to  the  final  version  to  be  published  as  a  Notice  of  Proposed  Rule 
Making  in  the  Federal  Register. 

Finally,    it  is  important  to  note  that  when  reviewing  these 
recommendations ,   the  overriding  concern  is  that  only  those  children 
who  are  truly  injured  by  childhood  vaccines  receive  compensation 
through  the  system.     The  authority  of  the  Secretary  to  make  changes 
to  the  Vaccine  Injury  Table  is  limited  to  claims  filed  after  the 
effective  date  of  a  regulation  making  such  changes.     We  estimate  the 
rule -making  process  for  changing  the  table  could  take  as  long  as  two 
years  before  a  final  regulation  would  be  effective.     Any  decision  to 
have  these  changes  made  sooner,   or  to  enable  the  revised  table  apply 
to  pending  claims,  would  require  changes  in  the  authorizing 
legislation,   and  therefore  would  need  to  be  reviewed  and  approved  by 
the  Congress. 

Mr.  Natcher:     Will  the  $80  million  requested  in  your  1993 
budget  be  sufficient  to  pay  all  the  pre- 1988  claims  awarded  in  that 
fiscal  year? 

Dr.  Harmon:     It  is  highly  unlikely  that  the  $80  million 
requested  in  fiscal  year  1993  to  cover  pre- 1988,  retrospective, 
awards  will  be  sufficient  to  pay  all  awards  made  by  the  U.S.  Claims 
Court.     The  government  will  not  be  required  to  make  these  payments 
if  funds  are  not  available.     However,   due  to  the  recent  enactment  of 
amendments  in  1991,   the  so-called  "automatic  shutdown  provision"  has 
been  repealed  thereby  de- coupling  the  two  portions  of  the  program 
and  eliminating  the  possibility  that  the  program  will  "cease  to  be 
in  effect"  if  insufficient  funds  are  available  to  pay  awards. 

Mr.   Natcher:     Do  you  expect  the  $80  million  appropriated  for 
1992  to  be  adequate,  and  if  not,  how  large  a  shortfall  are  you 
expecting? 

Dr.  Harmon:     We  expect  to  obligate  the  full  $80  million 
appropriated,  which  is  the  full  authorization  level,   in  FY  1992  for 
pre-1988  claims.     As  of  March  2,   1992,   106  awards  have  been  paid 
totalling  $43.3  million.     The  U.S.   Claims  Court  has  reached  final 
judgements  on  an  additional  25  cases  estimated  to  require  $21.4 
million.     These  two  groups  of  awards  total  $64.7  million. 

The  Court  has  decided  36  cases  which  are  waiting  final 
judgements  of  award.     An  estimate  of  the  judgements  in  these  cases 
is  approximately  $33.1  million.     We  have  recommended  compensation  in 
an  additional  142  cases  which  have  not  yet  received  final  judgement 
from  the  Court.     These  potential  awards  could  total  as  much  as 
$138.4  million. 

If  all  awards  awaiting  final  judgement  are  processed  in 
FY  1992,   an  additional  $156.2  million  may  be  needed  above  the  $80 
million  appropriated  to  cover  these  awards  in  FY  1992. 
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Mr.  Natcher:     What  happens  to  approved  claims  if  funding  runs 

out? 

Dr.  Harmon:     If  there  are  insufficient  funds  appropriated  to 
cover  pre -1988,   retrospective,  awards  made  by  the  U.S.  Claims  Court, 
the  government  will  not  be  required  to  make  these  payments  until 
additional  funds  are  appropriated.     However,  due  to  the  recent 
enactment  of  amendments  in  1991,   the  so-called  "automatic  shutdown 
provision"  has  been  repealed  thereby  de-coupling  the  two  portions  of 
the  Program  and  eliminating  the  possibility  that  the  program  will 
"cease  to  be  in  effect"  if  insufficient  funds  are  available  to  pay 
all  awards. 

We  expect  that  claims  will  continue  to  be  processed  by  the  U.S. 
Claims  Court,   the  Department  of  Health  and  Human  Services,  and  the 
Department  of  Justice  without  interruption  due  to  insufficiency  of 
funding.     Awards  made  by  the  Court  will  be  paid  in  the  order  in 
which  they  adjudicated  by  the  Court  once  additional  funds  are 
available . 

Mr.  Natcher:     What  is  your  current  estimate  of  total  Federal 
liability  for  pre-1988  vaccine  claims,  and  how  do  you  propose  to 
finance  this  cost? 

Dr.  Harmon:     In  March  1991,  at  the  request  of  the  Department, 
the  Actuarial  Research  Corporation  developed  cost  estimates  for  pre- 
1988  awards.     The  actuary  estimated  the  total  award  potential  for 
pre-1988  cases  to  be  as  high  as  $2.6  billion. 

The  Department  recently  asked  the  same  actuary  to  develop 
revised  cost  estimates  to  reflect  the  recent  legislative  action  and 
to  account  for  program  experience  to  date.     We  expect  to  receive  the 
actuarial  report  shortly  and  would  be  pleased  to  share  the  results 
of  their  analysis  with  the  Committee.     We  are  continuing  to  develop 
financing  options  for  paying  pre-1988  awards,  but  no  final  decisions 
have  been  made . 

MALPRACTICE  DATA  BANK 

Mr.  Natcher:     What  appropriation  will  be  required  to  operate 
the  malpractice  data  bank  in  1993  if  there  is  no  change  to  the 
current  $6  user  fee?  ? 

Dr.  Harmon:     We  estimate  that  $8  million  will  be  needed  in 
fiscal  year  1993  to  cover  full  Data  Bank  costs.     The  fiscal  year 
1993  President's  Budget  proposes  legislation  to  allow  HRSA  to 
collect  the  full  costs  of  operating  the  National  Practitioner's  Data 
Bank  through  user  fees.     If  this  legislation  is  enacted  no 
appropriated  funds  would  be  necessary.     However,   at  the  current 
$6.00  fee  and  the  expected  1,000,000  queries,  we  would  generate  only 
$6  million  in  income;   thus,  an  additional  $2  million  would  be  needed 
for  the  Data  Bank. 

Mr.  Natcher:     What  do  you  intend  to  do  after  the  contract  with 
the  current  operator  of  the  Data  Bank  expires  in  December  1993? 
Will  you  change  contractors  or  run  the  Data  Bank  in-house? 
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Dr.   Harmon:     A  working  group  made  up  of  program,   systems,  and 
management  experts  from  various  levels  of  the  Department  (including 
the  Office  of  the  Secretary)   is  studying  these  issues  and  will  soon 
make  a  set  of  recommendations  to  the  Program  Manager.     While  the 
current  distribution  of  functions  between  in-house  staff  and  the 
contractor  (or  contractors)  may  change  somewhat,   it  is  unlikely  that 
there  will  be  a  wholesale  shift  to  a  totally  in-house  operation. 
Whatever  contracting  that  is  done  will  be  fully  consistent  with 
current  competitive  procurement  requirements. 

Mr.  Natcher:     What  steps  are  you  taking  to  strengthen  your 
agency's  management  of  the  Data  Bank  contract  to  avoid  repeating  the 
problems  of  the  past  several  years? 

Dr.  Harmon:     During  the  spring/summer  of  1990,  before  the  Data 
Bank  opened,   the  General  Accounting  Office   (GAO)  conducted  a  study 
of  the  Department's  management  of  the  Data  Bank  project  and  found 
some  specific  problems .     Among  its  several  criticisms ,   the  GAO  felt 
that  the  Data  Bank  project  had  not  been  properly  managed  and  needed 
greater  technical  oversight,   and  that  there  was  no  single  point  of 
accountability  within  the  Department  for  the  project. 

The  Department,    in  its  response  to  the  GAO,   took  issue  with  the 
contention  that  the  project  had  been  mismanaged  but  agreed  to  assign 
technical  oversight  for  the  project  to  the  Deputy  Assistant 
Secretary  for  Information  Resources  Management,   OS.     That  office  has 
provided  technical  assistance  to  the  Data  Bank  program  staff  on  a 
continuing  basis  since  the  Data  Bank  opened  in  September  1990. 
Further,    the  Director,   Bureau  of  Health  Professions   (BHPr) ,  HRSA, 
has  continued  to  serve  as  Project  Manager,   as  directed  by  the  HRSA 
Administrator,  with  responsibility  to  oversee  the  development  and 
operation  of  the  Data  Bank.     The  HRSA  management  and  Data  Bank 
project  staff  have  made  periodic  site  visits  to  the  Data  Bank 
contractor's  computer  facility  in  Camarillo,   CA.     Further,   a  member 
of  the  PHS  Regional  Office  staff  in  San  Francisco  has  been  assigned 
to  provide  assistance  to  BHPr  and  is  on-site  at  the  Camarillo 
computer  facility  four  days  every  other  week  to  troubleshoot  and 
conduct  special  studies  and  analyses  of  Data  Bank  operations  and 
performance . 
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BORDER  HEALTH  INITIATIVE 

Mr.  Roybal:     The  budget  request  includes  funds  for  a  border 
health  initiative. 

Are  there  monies  to  fund  new  sites  or  to  expand  the  capacity  of 
existing  centers  to  increase  these  services  along  the  border? 

Dr.  Harmon:     The  request  includes  $4.0  million  for  the  community 
and  migrant  health  programs .     The  increased  funding  would  support  10 
new  access  points  serving  approximately  40,000  individuals. 

Mr.  Roybal:     How  are  you  defining  the  U.S/Mexico  border  region? 

Dr.  Harmon:     The  border  region  has  been  defined  as  an  area 
extending  300  miles  into  the  United  States  from  the  U.S. /Mexico 
border  and  all  cities  and  municipalities  on  the  border  including  an 
area  up  to  25  miles  into  Mexico  associated  with  those 
cities/municipalities . 

Mr.  Roybal:  Are  there  specific  geographic  parameters  from  which 
the  applications  may  be  selected? 

Dr.  Harmon:     All  applications  will  be  reviewed  if  the  proposal 
indicates  service  to  the  underserved  in  the  area  previously  defined, 
that  is  an  area  extending  300  miles  into  the  United  States  from  the 
U.S. /Mexico  border  and  all  cities  and  municipalities  on  the  border 
including  an  area  up  to  25  miles  into  Mexico  associated  with  those 
cities/municipalities . 

Mr.  Roybal:     How  do  you  plan  to  distribute  the  grants  among  the 
border  States? 

Dr.  Harmon:     All  applicants  will  undergo  a  competitive  review 
utilizing  criteria  designed  to  ensure  that  the  successful  applicants 
will  provide  service  to  high  need  underserved  populations. 

RESIDENCY  TRAINING 

Mr.  Roybal:     The  Bureau  of  Health  Care  Delivery  and  Assistance 
(BHCDA)  has  stated  that  residency  training  in  community  health 
centers  is  a  high  priority  for  the  Department. 

Could  you  tell  me  what  percent  of  the  BHCDA  budget  is  being 
allocated  for  community  health  centers  with  residency  affiliation 
for  expansion/renovation  of  existing  facilities  in  order  to  provide 
a  suitable  environment  for  residency  training? 

Dr.  Harmon:     The  primary  purpose  of  health  center  funding  is  to 
provide  access  to  primary  ambulatory  services.     However,   in  FY  1992 
and  1993  it  is  planned  that  $3.0  million  will  be  made  available  for 
strengthening  service  delivery  through  health  manpower  affiliations. 
Funds  will  be  available  to  support  clinical  activities  and 
renovation  of  existing  facilities  in  support  of  these  activities. 

Mr.  Roybal:     Since  BHCDA  has  stated  that  residency  training  in 
community  health  centers  is  a  priority,   then  it  is  apparent  that 
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faculty  --  in  the  form  of  physicians  working  at  the  health  center  to 
teach  and  supervise  the  residents  is  imperative. 

How  does  BHCDA  intend  to  utilize  the  loan  repayment  program  as  a 
tool  to  recruit  faculty  in  health  centers  with  a  residency  training 
program? 

Dr.   Harmon:     The  National  Health  Service  Corps  loan  repayment 
program  recruits  and  retains  health  professionals  primarily  to 
provide  hands  on  clinical  services  to  underserved  populations  in 
health  professionals  shortage  areas.     Since  loan  repayment  obligors 
enter  service  after  completion  of  all  training  including  residency 
training,   they  would  also  be  fully  qualified  for  teaching,  for 
supervising  residents,  and  for  monitoring  activities  related  to 
other  National  Health  Service  Corps  programs. 

CENTERS  OF  EXCELLENCE 

Mr.  Roybal:       The  January  27,   1992  Federal  Register  states  that 
approximately  $9.6  million  will  be  available  to  support  about  45 
Centers  of  Excellence  (COE)  in  Minority  Health  Professionals 
Education. 

How  does  HRSA  plan  to  prioritize  and  distribute  the  $9.6  million 
additional  funds  appropriated  in  fiscal  year  1992  among  the 
Hispanic,  Native  American,  and  Other  Centers  of  Excellence? 

Dr.  Harmon:     No  prioritization  has  been  specified  for 
distribution  of  these  funds.     Because  of  the  estimated  number  of 
applications  projected  for  each  category  however,   it  is  anticipated 
that  of  the  $9.6  million  approximately  $3.6  million  could  go  to 
Hispanic  COE,     $1  million  could  go  to  Native  American  COE,   and  $5 
million  could  go  to  Other  Minority  COE  including  supplementals  to 
the  original  four  Historically  Black  Colleges  and  Universities  COE. 
Greater  amounts  could  go  into  any  of  the  three  categories  depending 
on  the  number  and  merit  of  applications  submitted. 

Mr.  Roybal:  Are  there  plans  to  award  a  specific  number  in  each 
category? 

Dr.  Harmon:     No,   there  are  no  plans  to  award  a  specific  number 
in  each  category  in  fiscal  year  1992.     An  applicant  may  request  and 
can  be  funded  at  the  level  necessary  to  carry  out  their  stated 
purposes.     Some  applicants  may  propose  to  address  as  few  as  three  of 
the  legislated  purposes  while  others  may  address  all  five.  Since 
awards  may  vary  considerably  in  levels  of  funding  (e.g.   $200,000  to 
$500,000)  the  number  to  be  awarded  in  each  category  cannot  be 
estimated. 

Mr.  Roybal:     What  specific  action  is  HRSA  taking  to  ensure  that 
Hispanic  Centers  of  Excellence  are  geographically  distributed 
throughout  the  U.S.;   especially  in  areas  with  disproportionate 
numbers  of  Hispanics  such  as  California,  Arizona,  New  Mexico, 
Florida,  New  York,  and  Puerto  Rico? 

Dr.  Harmon:     A  funding  preference  will  be  given  to  approved 
applications  scoring  in  the  upper  40th  percentile  or  better, 
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submitted  by  schools  located  in  States  which  do  not  currently  have  a 
COE  in  that  discipline.     All  eligible  schools  have  been  sent  and 
encouraged  to  submit  applications,   further  technical  assistance  has 
provided  to  all  institutions  requesting  it,   including  those  in 
"'te0  noted  in  the  question. 

i-  al :     Are  specific  areas  being  given  priority  in  the 

grants  a>.  process? 

Dr.  Harmon:     No  specific  geographic  area,  professional 
discipline,   or  COE  category  (e.g.   Hispanic,   Native  American)  is 
being  given  priority  in  the  grants  awards  process. 

Mr.  Roybal :     What  is  the  level  of  funding  for  each  Center  of 
Excellence? 

Dr.   Harmon:     The  level  of  funding  for  each  COE  (Hispanic, 
Native  American,  Other)   in  fiscal  year  1992  can  not  be  determined 
until  the  Peer  and  National  Advisory  Council  reviews  have  been 
completed  in  about  mid  July.     It  is  estimated  however,   that  awards 
could  range  anywhere  from  $200,000  to  $500,000  depending  upon  such 
variables  as:     requested  amount;   numbers  served;   the  number  of 
legislated  purposes  being  addressed;   and  activities  proposed. 

Mr.  Roybal:     How  does  this  compare  with  other  similar  Centers 
funded  by  your  agency? 

Dr.  Harmon:     Of  the  $2.5  million  appropriated  for  Hispanic  and 
Native  American  COE,   in  fiscal  year  1991,   seven  Hispanic  and  five 
Native  American  Centers  were  funded  at  an  average  level  of  $210,000. 
Each  of  these  existing  Centers  are  aware  that  they  could  submit  a 
fiscal  year  1992  competitive  supplement  to  their  current  programs. 

RYAN  WHITE  CARE  ACT 

Mr.  Roybal:  How  many  dental  schools  and  post -doctoral  dental 
education  programs  received  reimbursement  for  oral  health  services 
to  AIDS  patients  in  fiscal  year  1991  and  fiscal  year  1992? 

Dr.  Harmon:     In  fiscal  year  1991  there  were  56  dental  schools 
and  post-doctoral  dental  education  programs  that  received 
reimbursement  for  oral  health  services  to  AIDS  patients.     In  fiscal 
year  1992  it  is  estimated  that  there  will  be  125  programs  receiving 
reimbursement . 

Mr.  Roybal:  What  is  the  estimated  number  of  dental  schools  and 
post-doctoral  dental  education  programs  that  are  eligible  to  receive 
reimbursement  but  have  not  yet  applied? 

Dr.  Harmon:     In  fiscal  year  1991,   an  estimated  400  dental 
schools  and  post-doctoral  dental  education  programs  were  eligible  to 
receive  reimbursement;  however,   only  56  applied  and  were  reimbursed. 
Applications  for  fiscal  year  1992  have  not  yet  been  received. 

Mr.  Roybal:     The  budget  justification  states  that  you  plan  to 
fund  22-25  Special  Projects  of  National  Significance  (SPNS)  in 
FY  1992  and  25  in  FY  1993.     How  many  application  did  you  receive  for 
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SPNS  projects  in  FY  1991  and  FY  1992?     What  level  of  funding  would 
be  required  to  fund  all  approved  applications  you  received? 

Dr.   Harmon:     In  FY  1991,   148  applications  (requesting  $28 
million  in  support)  were  received  for  the  SPNS  primary  program 
category.     Of  those,  44  applications  were  approved  for  funding.  To 
fund  all  the  approved  applications  form  the  FY  1991  grant  cycle 
would  have  required  a  total  of  $9  million.     In  FY  1991,   $4.4  million 
was  used  to  fund  a  total  of  22  projects.     Twenty  projects  were 
approved  for  a  three  year  project  period  and  two  were  approved  for  a 
two  year  project  period. 

In  FY  1992,  approximately  $5.6  million  will  be  used  to  continue 
the  Primary  SPNS  category  of  projects  funded  in  FY  1991.     Funds  for 
second  year  continuations  of  FY  1991  grantees  is  estimated  at  $4.6 
million.  An  estimated  $1  million  will  be  used  for  new  projects. 

Mr.  Roybal:     What  is  the  level  of  funding  for  dental  services 
provided  within  Title  I  and  Title  II,   other  than  services  provided 
under  the  dental  schools  program? 

Dr.  Harmon:     We  have  initiated  an  analyses  of  actual  allocations 
across  services  categories,   including  dental  services,     for  Title  I 
EMAs .     We  will  provide  you  with  the  information  you  have  requested 
in  approximately  45  days. 

With  respect  to  Title  II,   currently  available  data  does  not 
provide  the  detailed  information  about  their  State  and  Consortia 
subcontract  activities.     Although  States  are  required  to  provide 
this  information,  we  still  must  undertake  extensive  follow-up  with 
them  to  acquire  more  detailed  information  and  to  verify  incomplete 
or  partial  information  already  submitted.     We  estimate  this  will 
take  approximately  ninety  days  and  we  will  provide  a  report  to  the 
committee  at  that  time. 

ORGAN  TRANSPLANTATION 

Mr.  Roybal:     How  many  organs  are  donated  within  the  United 
States  each  year? 

Dr.  Harmon:     The  answer  follows: 

Source  1988  1989  1990 

Cadaveric  Donors  4,079  4,010  4,320 

Live  Donors  1,785  1,879  2,012 

Total  5,864  5,889  6,332 

This  is  from  a  total  of  12-16,000  potential  cadaveric  donors 
each  year  and  from  14-18,000  patients  on  the  Kidney  waiting  list 
whose  families  were  potential  live  donors . 

Mr.  Roybal:     Last  year  the  House  Select  Committee  on  Aging  held 
a  hearing  on  organ  transplants.     One  issue  of  concern  was  the 
rationing  decisions  made  based  on  the  economic  situation  of  an 
individual  needing  a  transplant.     What  is  being  done  to  address  the 
issue  of  fair  and  equitable  distribution  of  organs? 
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Dr.  Harmon:     Through  the  Organ  Procurement  and  Transplantation 
Network  (OPTN) ,   once  a  patient  is  placed  on  the  waiting  list,  he/she 
has  an  equal  chance  of  receiving  a  donated  organ  based  on  medical 
and  time  on  waiting  list  considerations.     However,   if  there  is  no 
medicare,  medicaid  or  private  insurance  coverage,   a  private  patient 
is  unlikely  to  be  transplanted.     There  is  no  other  source  of  funding 
for  those  patients  other  than  fund  raising. 

Mr.  Roybal:     The  same  hearing  disclosed  that  persons  needing 
organs  were  being  forced  to  place  themselves  on  more  than  one  organ 
waiting  list.     What  is  being  done  to  improve  the  efficiency  with 
which  organs  are  procured  for  transplantation  and  the  collection  of 
information  about  available  donors  and  recipients? 

Dr.  Harmon:     Each  of  the  69  organ  procurement  organizations  in 
the  U.S.   carries  out  public  and  professional  education  efforts  to 
increase  the  public  awareness  of  organ  donation  and  transplantation 
and  the  willingness  to  donate  organs.     A  small  percentage  of  waiting 
list  patients  place  themselves  on  more  than  one  local  area  list, 
usually  because  they  want  to  increase  the  chance  that  they  will  be 
transplanted  sooner.     There  is  no  UNOS  policy  that  precludes 
multiple  listing. 

Mr.  Roybal:     Given  the  regulations  stipulated  by  the  protocols 
for  the  identification  of  organ  donors  in  the  Social  Security  Act, 
Section  1138(a)  and  Section  1866(8)  regarding  advanced  directives 
procedures ,   do  you  see  an  increase  in  the  number  of  potential 
donors? 

Dr.  Harmon:     The  advance  directives  statute  is  principally  aimed 
at  giving  patients  the  opportunity  to  determine  how  they  wish  to  be 
treated  in  their  final  days.     While  the  desire  to  be  an  organ  donor 
is  not  precluded  from  advanced  directives,  hospitals  will  need  to 
build  organ  donation  into  the  protocol.     Like  required  request,  it 
is  dependent  on  the  individual  hospital's  interest  in  organ  donation 
and  the  training  and  skill  of  their  staff,  whether  or  not  the 
statute  will  have  any  significant  impact  on  increasing  organ 
donation. 

Mr.  Roybal:     In  the  recently  completed  "National  Cooperative 
Transplantation  Study,"  paid  for  in  part  by  HRSA  through  United 
Network  for  Organ  Sharing  (UNOS) ,   it  was  found  that  if  all  Organ 
Procurement  Organizations  (OPOS)  were  as  effective  as  the  most 
effective  OPOS,  we  could  double  the  number  of  donors  available  for 
organ  transplantation. 

Given  the  desperate  shortage  of  organs,  what  are  you  doing  to 
improve  the  effectiveness  of  OPOs  and  tap  this  important  source  of 
donors? 

Dr.  Harmon:     The  Division  of  Organ  Transplantation  has  focused 
its  efforts  into  increasing  minority  organ  donation  which  has 
increased  as  reflected  in  the  following  chart: 
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DONORS   -  NUMBER  AND  PERCENT  AFRICAN  AMERICAN 
Number  Percent 

1989  4,011  8.6 

1990  4,389  9.5 

1991  4,484  10.1 

Also,  while  the  actual  number  of  donors  has  remained  relatively- 
stable  in  recent  years,   the  number  of  organs  procured  per  donor 
continues  to  increase. 

Mr.  Roybal:     The  "Transplant  Amendments  Act  of  1990"  (P.L. 
101-616)  a  requires  the  Division  of  Organ  Transplantation  (DOT)  to 
"provide  information  --   (i)  to  patients,   their  families,   and  their 
physicians  about  transplantation;   and  (ii)  to  patients  and  their 
families  about  the  resources  available  nationally  and  in  each  State, 
and  the  comparative  costs  and  patient  outcomes  at  each  transplant 
center  affiliated  with  the  organ  procurement  and  transplantation 
network,   in  order  to  assist  the  patients  and  families  with  the  costs 
associated  with  transplantation." 

How  has  this  provision  been  implemented  (please  address 
separately  the  data  on  State  and  national  resources ,   data  on 
comparative  costs,   and  data  on  comparative  outcomes)? 

Dr.  Harmon:     Under  the  OPTN  contract,   the  UNOS  has  almost 
completed  the  first  Center-Specific  Data  Release  Report.  This 
report,  which  we  expect  will  be  delivered  to  HRSA  within  the  next 
few  months ,  will  include  national  aggregate  patient  and  graft 
survival  rates  for  kidney,  heart,   liver,   lung  and  pancreas 
transplants,   as  well  as,   patient  and  graft  survival  rates  for  each 
transplant  center.     This  report  will  be  available  to  the  public, 
particularly  patients  and  families ,   once  it  has  cleared  the 
Department.     The  report  will  be  available  at  transplant  centers  and 
publicly  accessible  facilities. 

HRSA  has  also  prepared  under  contract  with  the  Intergovernmental 
Health  Policy  Project  a  report  entitled  A  Guide  to  State  Organ 
Transplant  Activities  in  the  United  States  which  discusses  in  the 
aggregate  and  on  a  state  by  state  basis  what  resources  are  available 
to  patients  to  support  transplantation.  This  report  was  published  in 
December  1990  and  was  distributed  to  all  State  Health  Departments . 
It  is  available  to  patients,  physicians  and  others  on  request. 

With  reference  to  comparative  costs,   a  major  new  study  supported 
by  the  Department  and  the  United  Network  for  Organ  Sharing  entitled 
The  National  Cooperative  Transplant  Study  by  Roger  Evans,  Ph.D, 
focused  on  the  aggregate  costs  of  transplants  by  organ  and  looked  at 
the  relationship  between  the  size  of  the  center  and  the  experience 
of  the  transplant  center  on  outcomes.  As  we  begin  to  plan  for  the 
1992  Center  Specific  Survival  Report  consideration  will  be  given  to 
the  issue  of  comparative  costs  of  transplants  among  centers.  It 
should  be  noted,  however,   since  transplants  are  generally  paid  for 
by  private  insurance  or  medicaid  and  medicare,   it  is  really  the 
insurers  and  HCFA  which  determine  the  rates  of  payment. 
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Mr.  Roybal:     What  has  Division  of  Transplantation  (DOT)  done  to 
publicize  this  mandated  service? 

Dr.  Harmon:     The  DOT  is  working  with  UNOS  to  develop  a 
communications  plan  for  the  release  of  the  report.     This  would 
include  a  national  press  conference  and  a  meeting  for  patients, 
families,   and  the  media. 

In  addition,   the  DOT  has  included  sessions  regarding  the  report 
at  both  the  1991  and  1992  Annual  Meetings  which  are  attended  by- 
transplant  patients,  voluntary  health  associations,  the  media  and 
patient  advocacy  groups . 

Mr.  Roybal:     How  much  does  it  cost  DOT  to  provide  this  service? 

Dr.  Harmon:     The  patient  and  graft  survival  data  has  been 
prepared  as  part  of  the  Scientific  Registry  contract.  Approximately 
$1.1  million  was  appropriated  in  FY  1992  for  this  contract. 
Estimates  for  the  printing  and  distribution  of  this  5-6  volume 
report  exceed  $200,000. 

Mr.  Roybal:     How  many  patients/families  have  you  assisted  to 
date? 

Dr.  Harmon:     The  information  to  be  released  to  the  public  is 
still  being  reviewed.     The  primary  target  group  will  be  the  25,000 
patients  now  on  transplant  waiting  lists  and  their  physicians. 

Mr.  Roybal:     Please  submit  to  the  Committee  a  copy  of  the 
materials  given  to  families  by  DOT  in  response  to  this  provision? 

Dr.  Harmon:     When  the  Center  Specific  Data  Report  is  ready  for 
release  to  the  public,  we  will  forward  a  copv  to  the  Committee. 

Mr.  Roybal:     The  1990  Act  also  required  changes  to  the  OPTN 
Board  of  Directors  to  respond  to  problems  revealed  in  studies  by  the 
Inspector  General,  by  Abt  Associates,   and  an  internal  review 
conducted  by  the  OPTN. 

What,   specifically,  has  been  done  to  implement  this  provision? 

Dr.  Harmon:     Regarding  improving  the  quality  of  the  data, 
recommended  in  the  Abt  report,  UNOS  has  expanded  their  research 
department  personnel  and  capabilities,  has  implemented  a  program  to 
audit  selected  transplant  centers  and  OPOs ,  has  routinely  provided 
data  tapes  to  HRSA  and  HCFA  for  evaluation  and  has  conducted  a  study 
to  assess  the  feasibility  of  a  single  national  waiting  list. 

The  Abt  report  recommended  that  records  of  transplanted 
patients,   with  their  associated  donor  data,  must  flow  from  the  OPTN 
to  the  Scientific  Registry.     UNOS  has  recently  presented  to  HRSA  an 
analysis  of  the  data  linkage  problems  between  the  OPTN  and 
Scientific  Registry  data  sets  including  suggestions  for  improvement. 
UNOS  has  also  assumed  the  collection  of  all  heart  transplant  data 
directly . 

The  Bureau  of  Health  Resources  Development  has  added  a  PhD 
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research/epidemiologist  to  its  staff  who  spends  approximately  50 
percent  of  his  time  working  with  UNOS  to  improve  organ  transplant 
quality  of  data  and  carrying  out  data  analysis. 

UNOS  has  established  an  Executive  Committee,  Ad  Hoc  Minority 
Affairs  committee  and  has  elected  non- physicians  as  regional 
councilors . 

Mr.  Roybal :     What  changes  have  been  made  to  the  board  of 
directors? 

Dr.  Harmon:     There  is  a  noted  increase  in  non-physician 
representation  on  the  Board.     A  non-physician  serves  as  Councilor 
for  Region  2  and  as  Treasurer  of  the  UNOS  Board. 

Mr.  Roybal:  Has  an  executive  committee  been  established,  and  if 
so  who  serves  on  it? 

Dr.  Harmon:     Yes.     The  Executive  Committee  is  comprised  of  eight 
Directors.     The  President,  Vice  President,   Secretary,  and  Treasurer 
are  members  of  the  Executive  Committee.     There  are  four  additional 
members  of  the  Executive  Committee  whose  qualifications  and 
experience,  when  considered  in  connection  with  the  qualifications 
and  experience  of  the  four  office  members,  assure  that  the  Executive 
Committee  will  be  composed  of  no  more  and  no  less  than  four 
physicians  or  surgeons  directly  involved  in  transplantation  and  no 
more  and  no  less  than  one  member  each  from  the  following  four 
categories:     (1)  organ  procurement  organizations  representative;  (2) 
transplant  coordinator  representative;    (3)  histocompatibility 
representative;   and  (4)  general  public,  patient  or  voluntary  health 
organization  representative. 

Mr.  Roybal:     What  other  committees  have  been  established? 

Dr.  Harmon:     UNOS  has  established  an  Ad  Hoc  Minority  Affairs 
Committee,  which  among  other  things,  will  assess  the  suggested 
inequalities  in  Black  and  Whites  receiving  kidney  transplants. 
Also,  an  Ad  Hoc  Donor  Screening  Committee  has  been  formed  to 
thoroughly  review  the  screening  and  laboratory  tests  needed  to 
prevent  the  transmission  of  such  diseases  as  HIV  via 
transplantation.     The  Ad  Hoc  Donations  and  Ad  Hoc  0P0  Committee  have 
been  elevated  to  full  standing  committees.     Both  committees  focus  on 
ways  in  which  organ  procurement  rates  can  be  maximized  and  the 
efficiency  of  OPOs  can  be  improved. 

Mr.  Roybal:     In  1989,   the  mandatory  policies  of  the  OPTN  were 
struck  down  by  the  Department  (54FR  241  p.   51802)  until  they  were 
reviewed  and  proposed  as  rules  under  the  Administrative  Procedures 
Act. 

More  than  two  years  have  passed  since  then,  why  haven't  these 
rules  been  published? 

Where  are  they  in  the  review  process? 

Dr.  Harmon:     Section  1138  of  the  Social  Security  Act  makes 
membership  in  UNOS  and  compliance  with  its  rules  mandatory  for 
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transplant  programs  and  organ  procurement  organizations  (OPOs) ,  with 
the  penalty  for  non-compliance  being  loss  of  Medicare  and  Medicaid 
reimbursement  for  the  entire  hospital.     As  a  result,  UNOS  policies 
have  the  same  effect  as  Medicare  conditions  of  participation.  The 
Health  Resources  and  Services  Administration  has  developed  a  draft 
Notice  of  Proposed  Rulemaking  (NPRM)  but  is  awaiting  a  determination 
on  the  most  effective  approach  for  testing  donors  and  recipients  of 
organs  for  infectious  pathogens .     Once  the  type  and  frequency  of 
tests  is  determined,   the  NPRM  will  go  through  the  Departmental 
clearance  process. 

Mr.  Roybal:     In  Senate  Report  101-530,   accompanying  the  1990 
Act,   the  Secretary  was  required  to  "have  the  OPTN  policies  in  place 
no  later  than  120  days  after  the  date  of  enactment."     A  similar 
recommendation  was  contained  in  the  report  from  the  Surgeon 
General's  workshop  on  transplantation. 

Why  have  these  directives  been  ignored? 

By  what  date  can  we  expect  to  see  these  policies  in  the  Federal 
Register? 

Dr.  Harmon:     The  Department  has  taken  the  directive  of  the 
Congress  very  seriously  but  there  are  a  great  many  controversial 
issues  that  must  be  resolved  before  Secretarial  approval.  These 
include  questions  related  to  membership  in  the  OPTN,   allocation  of 
organs,   listing  of  transplant  candidates  and  HLA  matching.  Once 
these  are  resolved,   the  NPRM  will  be  published. 

Mr.  Roybal:     The  1990  Act  also  reauthorized  section  371  of  the 
Public  Health  Service  Act. 

What  size  appropriation  is  necessary  to  effectively  implement 
the  grant  program? 

Dr.  Harmon:     $615,000  is  needed  to  effectively  implement  the 
grant  program. 

Mr.  Roybal:     How  many  approved  grants  have  not  been  funded 
(please  provide  for  each  fiscal  year  in  which  grants  have  been 
awarded;   the  number  of  applications;   the  number  approved;   and  the 
numb  e  r  f unde  d ) ? 

Dr.  Harmon:     The  answer  follows: 


FY 


Number 
Applications 


Number 
Approved 


Number 
Grants 


1986 
1987 
1988 
1989 
1990 
1991 


-_ 

35 
25 
28 
26 
57 


19 
18 
18 
15 
14 
30 


IS 
18 
18 
9 
8 
9 
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CENTERS  OF  EXCELLENCE  -  HCOP 

Mr.  Stokes:  How  does  the  proposed  level  of  funding  for  the 
Centers  of  Excellence  (COE)  awards  compare  to  the  average  Health 
Careers  Opportunity  Program  (HCOP)  award? 

Dr.  Harmon:     The  average  annual  HCOP  award  in  fiscal  year  1991 
was  $150,000  and  the  average  annual  award  in  that  same  year  for 
Hispanic,  and  Native  American  COE's  was  $210,000.     The  project 
period  for  both  programs  is  three  years.     There  is  however,  no 
proposed  level  of  support  for  either  program.     Applicants  are 
instructed  to  request  and  justify  the  amount  necessary  to  execute 
their  stated  objectives  and  related  activities.     This  amount  may 
significantly  exceed  the  average  grant  amount  currently  being 
funded . 

Mr.   Stokes:     If  the  level  of  an  HCOP  grant  is  about  $150,000 
per  year,  how  is  it  expected  that  a  Center  of  Excellence  will  be 
achieved  or  recognized  by  issuing  a  grant  that  is  just  a  few 
thousand  more  than  an  HCOP  grant? 

Dr.  Harmon:     It  is  not  expected  that  a  Center  of  Excellence 
will  be  achieved  or  recognized  at  an  HCOP  grant  level  of  funding. 
This  is  particularly  true  if  the  Center  proposes  to  carry  out  all 
five,   although  they  are  required  to  address  only  three,   of  the 
legislated  purposes.     They  may  request  and  can  be  funded  at  the 
level  necessary  to  carry  out  their  stated  purposes.     Such  an  amount 
may  significantly  exceed  the  average  amount  of  current  Hispanic  and 
Native  American  COE  grants.     Further,   existing  Centers  may  and  have 
been  encouraged  to  submit  supplemental  requests  to  enhance  their 
current  efforts.     It  is  not  intended  however,   that  COE  resources  be 
the  sole  source  of  support  of  institutional  excellence  in  this 
arena.     Preconditions  of  the  grant  specify  that  target  group 
enrollment  must  be  at  significant  levels,   that  programs  be  in  place 
to  retain  targeted  students,   and  that  efforts  be  in  operation  to 
recruit  targeted  faculty  and  administrators.     A  base  infrastructure 
is  expected  to  already  be  in  place .     The  COE  funds  are  intended  to 
supplement    existing  institutional  initiatives  (a  maintenance  of 
effort  they  are  expected  to  maintain) ,  and  to  complement  other 
governmental  and  non- governmental  resources. 

Mr.  Stokes:  Is  HRSA  trying  to  make  this  just  an  extension  of 
the  Health  Careers  Opportunity  program? 

Dr.  Harmon:     The  HRSA  is  not  trying  to  make  this  an  extension 
of  the  HCOP  program.     The  HRSA  recognizes  the  distinct  differences 
between  the  COE  and  HCOP  purposes.     While  HCOP  may  complement  a  COE 
program  it  can  not  address  such  areas  as:     faculty  recruitment, 
training  and  retention;  curricula  and  clinical  experiences;  and 
faculty/student  research  which  are  the  hallmarks  of  Centers  of 
Excellence . 

MINORITY  FEMALES 

Mr.  Stokes:     The  Department  proposes  an  increase  of  $5  million 
to  provide  enhanced  health  care  services  for  underserved  minority 
females.     The  health  status  of  minority  women  is  influenced  by  many 
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negative  factors,   including  less  education,  poor  housing,  higher 
unemployment,   poverty,   and  lack  of  self  esteem. 

What  activities  will  be  supported  by  this  program? 

Dr.  Harmon:     The  increase  of  $5  million  will  provide  enhanced 
health  care  services  for  underserved  minority  females  as  part  of  the 
Secretary's  minority  health  initiative  and  in  recognition  of  the 
greater  health  status  risk  for  minority  women.     Minority  women  are 
at  greater  risk  for  health  problems  at  a  greater  proportion  than 
white  women  because  of  the  lack  of  access  to  adequate  health  care 
services  (poverty) ,   lack  of  knowledge  about  communicable  diseases 
(lack  of  education) ,   and  poor  housing  conditions  (homeless  women  and 
children).     Black  women  had  a  death  rate  of  46.6  per  100,000 
cerebrovascular  disease  and  stroke  compared  to  white  women  with  25.5 
per  100,000.     Black  women  have  50  percent  more  diabetes  than  white 
women,   and  face  an  even  greater  risk,   if  they  are  obese.  Deaths  for 
breast  cancer  are  27  and  23  per  100,000  for  black  women  and  white 
women,   respectively.     As  a  result  of  these  differences,   the  life 
expectancy  for  black  women  continues  to  be  more  than  five  years  less 
than  for  white  women. 

The  new  initiative  support  screening  for  diseases  for  which 
there  is  a  higher  prevalence  in  minority  women  including  diabetes, 
hypertension,   cardiovascular  disease,   and  cancer.     Through  case 
management,   the  program  will  stress  early  preventive  care,  enhancing 
preventive  education,   and  improved  access  to  health  care. 

Mr.   Stokes:     To  what  extent  can  these  efforts  be  distinguished 
from  other  departmental  programs  which  address  some  of  the  needs  of 
women  and  their  children,   e.g.,   Healthy  Start,  Ready  to  Learn,  and 
Head  Start? 

Dr.  Harmon:     The  minority  women's  program  will  support  services 
that  are  not  necessarily  perinatal  in  focus  for  adult  minority 
females;   the  other  programs  are  directed  at  reducing  infant 
mortality  and  improving  the  health  status  and  readiness  for  school 
of  school  and  preschool  aged  children. 

MINORITY  MALES 

Mr.   Stokes:     A  comparable  level  of  funding,   $5  millon,   also  has 
been  proposed  for  the  minority  male  initiative.     Other  than  being 
sex- specif ic ,  how  can  the  focus  of  the  male  and  female  initiatives 
be  distinguished? 

Dr.  Harmon:     The  minority  male  initiative  focuses  on  health  and 
human  services  issues  that  impact  minority  males  significantly  more 
than  white  males,  white  females,   or  minority  females: 

o    Minority  males  in  the  U.S.   can  expect  to  live  fewer  years  than 
white  males.     They  are  among  those  at  highest  risk  for 
preventable,  chronic  diseases  like  cancer,  heart  disease,  and 
stroke . 

o     More  than  80%  of  males  who  acquire  AIDS  through  intravenous 
drug  use  or  heterosexual  transmission  are  minorities.  The 
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incidence  of  tuberculosis  in  African  American,  Hispanic,  and 
Asian  males  is  greater  than  that  of  white  males. 

o    Among  American  Indians  and  Alaska  Natives,   the  mortality  rate 
from  alcohol  abuse  is  four  times  that  of  the  rest  of  the 
population. 

o    Homicide,   suicide,  and  unintentional  injuries  are  the  leading 
killers  of  young  men,  and  they  take  an  even  greater  toll  on 
black  males  than  whites  males. 

o    Gang- related  violence  is  a  growing  problem  among  Asian, 
Hispanic  and  Black  youth. 

o     Suicide  rates  among  American  Indian  and  Alaska  Native  males  are 
nearly  twice  those  of  whites. 

o    Rates  of  illiteracy  are  much  higher  for  Blacks  Hispanic,  and 
Native  American  males  than  for  white  males.  Minority  males  are 
more  likely  to  drop  out  of  high  school  and  less  likely  to 
enroll  in  College  if  they  have  graduated  from  high  school. 

o    Minority  males  have  the  highest  rates  of  contact  with  the 
criminal  justice  system  of  any  group  in  the  nation. 

NHSC  SCHOLARSHIP/LOAN  REPAYMENT 

Mr.   Stokes:     There  are  two  National  Health  Service  Corps 
programs.     One  is  the  scholarship  and  loan  (repayment)  program  which 
would  essentially  be  level -funded  at  $44  million.     The  other  is  the 
recruitment  activity,  which  would  receive  a  $6.3  million  increase, 
bringing  total  funding  to  $65  million. 

In  your  written  statement,  an  additional  $11  million  is 
requested  to  improve  the  ability  of  the  National  Health  Service 
Corps  to  effectively  recruit,  place  and  retain  providers, 
particularly  minority  providers. 

Regarding  some  concerns  which  have  been  raised  regarding 
persons  who  default  on  their  loans  when  they  refuse  to  go  to 
isolated  settings  where  they  have  no  interest  in  serving,  would  the 
Department  support  a  demonstration  to  ascertain  the  value  of  having 
physicians  practice  in  underserved  communities  to  which  they  are 
attached  rather  than  subjecting  them  to  random  assignments? 

Dr.  Harmon:     We  have  data  that  support  the  validity  of  the 
concept  to  which  you  refer.     It  has  been  demonstrated  that 
individuals  assigned  to  areas  in  which  they  grew  up  are  more  likely 
to  remain  in  those  areas  after  their  commitment  is  complete.     Two  of 
the  programs  of  HRSA,   the  community-based  scholarship  program  and 
the  State  loan  repayment  program,  offer  and  require  service  either 
in  the  specific  community  or  the  State  that  participated  in  the 
support  and  recruitment  of  the  obligor.     Although  there  have  been 
some  start  up  problems  with  the  community-based  program  in  terms  of 
attracting  applicants,  which  may  be  attributable  to  the  required 
financial  match,  we  are  hopeful  that  this  program  can  begin  to 
attract  health  professionals  that  will  return  to  their  home 
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communities  arid  remain  beyond  the  time  of  their  original  commitment 

With  regard  to  NHSC  scholarship  obligor  assignees,  we  continue 
to  struggle  with  the  problem  to  which  you  refer.     For  the  past  few 
years,   the  number  of  obligors  that  have  been  available  for 
assignment  has  been  so  low  that  it  has  been  necessary  to  make  only 
the  very  neediest  of  areas  available  for  selection  by  scholarship 
obligors.     These  sites  were  very  often  not  in  areas  with  which  the 
obligor  was  familiar  or  comfortable.     We  hope  that  as  the  number  of 
available  assignees  increases  and  the  number  of  available  sites 
increases  concomitantly,   that  it  will  be  possible  to  better  satisfy 
the  obligor  with  regard  to  the  selection  of  sites  that  is  available 
It  is  also  desirable  from  the  perspective  of  eliminating  HPSA  that 
we  begin  to  do  this  because  only  through  retention  will  it  be 
possible  to  ultimately  and  permanently  eliminate  underserved  areas. 
It  is  clear  that  limiting  individuals  to  areas  where  they  are  not 
comfortable  does  not  contribute  to  retention. 
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COMMUNITY/MIGRANT  HEALTH  CENTERS 


Mr.   Early:     Why  are  you  proposing  to  delay  and  extend,  until 
July  1,   1993  and  September  30,   1994,   respectively,   community  health 
center  funds? 


Dr.  Harmon:     These  limitations  are  consistent  with  and  a 
continuation  of  the  FY  1992  appropriation  limitations  directed  by 
the  Congress . 

Mr.  Early:     What  impact  will  this  have  on  the  program? 

Dr.  Harmon:     The  impact  of  this  delay  will  be  minimal  in  FY 

1993. 


Mr.   Early:     What  do  you  plan  to  use  the  $55  million  for? 

Dr.  Harmon:     Current  plans  are  to  allocate  $30  million  for 
between  70  and  80  new  service  delivery  access  points;   $8.5  million 
for  recruitment  and  retention  (including  service  education 
linkages);   $5  million  for  capital  improvement  projects;   $0.7  million 
for  expansion  of  culturally  sensitive  services;  $6  million  to  adjust 
the  grant  budget  periods  for  existing  centers;   $2  million  for 
evaluation  studies;  and  $2  million  for  central  office  grants  and 
contracts . 


Mr.  Early:     The  FY  92  bill  provided  a  $58.4  million  increase 
for  the  community  health  centers  program.     How  is  HRSA  planning  to 
allocate  these  additional  resources? 

Dr.  Harmon:     Compared  to  the  increase  of  $55  million  just 
described,   the  increase  of  $58.4  million  includes  a  $9.9  million 
increase  for  healthy  start  like  activities  in  community  health 
centers  and  excludes  the  increase  of  $6  million  for  migrant  health 
centers.     The  increase  in  healthy  start  like  funding  will  be  used  to 
support  an  estimated  50  to  70  awards  to  existing  community  and 
migrant  health  centers  serving  areas  with  infant  mortality  rates  of 
15.7  per  1,000  live  births  or  higher.     The  remainder  of  the  increase 
will  be  used  as  described  for  the  $55  million  increase  for  community 
and  migrant  health  centers . 

Mr.  Early:     Are  you  planning  to  provide  a  cost  of  living 
increase  for  existing  centers?     If  not,  why  not? 

Dr.  Harmon:     No  funding  is  projected  for  cost  of  living 
increases.     Cost  of  living  increases  have  never  been  automatically 
provided  and  have  always  been  considered  in  the  context  of  other 
needs.     The  provision  of  such  increases  was  decided  against  in 
FY  1992  in  view  of  the  pressing  need  to  address  recruitment  and 
retention,   capital  improvement  and  service  capacity  expansion 
requirements . 

Mr.  Early:     What  amount  is  necessary  in  FY  1993  to  maintain  a 
current  services  level? 


Dr.  Harmon:  The  FY  1993  budget  provides  approximately 
$17  million  for  current  services. 
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Mr.   Early:     What  impact  has  the  recession  had  on  the 
utilization  of  community  health  centers? 

Dr.  Harmon:     Detailed  data  for  calendar  year  1991  operations 
that  would  permit  us  to  provide  a  definitive  answer  to  your  question 
has  not  yet  been  compiled. 

Mr.   Early:     For  FY  93,  you  are  proposing  to  use  $41.2  million 
of  the  requested  $84.5  million  increase  to  support  expansion  of  the 
program  for  targeted  populations .     How  much  do  you  plan  to  allocate 
for  expansion  of  existing  centers  and  for  new  centers? 

Dr.  Harmon:     All  of  the  increase  of  $41.2  million  is  for  new 
service  delivery  sites  to  extend  service  to  currently  unserved 
populations ;  none  of  the  requested  funds  will  expand  services  to 
currently  served  populations. 

However,  within  the  total  increase  of  $84.5  million,  $17.7 
million  is  included  to  provide  a  salary  increase  of  10  percent  for 
center  physicians  as  part  of  an  overall  strategy  to  reduce  the 
current  turnover  rate  from  40  percent  to  25  percent  by  1994.  Also, 
within  the  total  increase  is  $18  million  for  capacity  expansion  and 
service  enhancements,   such  as  outreach  and  extended  hours  of 
operation,   at  existing  centers.     In  addition,   an  increase  of  $5 
million  is  included  to  support  service  enhancements  specifically 
directed  to  minority  females .     The  remainder  of  the  increase  is  for 
service  capacity  expansion  to  the  areas  along  the  U.S. /Mexico 
border . 

Mr.   Early:     You  also  propose  to  use  a  portion  of  this  increase 
for  enhancing  health  care  services  for  underserved  minority  females. 
Would  you  elaborate  on  your  plans  in  this  area.     Are  you  planning 
supplemental  grants  to  existing  centers? 

Dr.  Harmon:     The  increase  of  $5  million  will  provide  enhanced 
health  care  services  for  underserved  minority  females  as  part  of  the 
Secretary's  Five  Point  Plan  for  minority  health,   and  in  recognition 
of  the  greater  health  status  risk  for  minority  women.     The  health 
status  of  minority  women  is  influenced  by  many  negative  factors 
faced  by  minority  groups  including  poorer  educational  levels,  poorer 
housing,   and  higher  unemployment,  poverty,  poor  nutrition,  low 
motivation  and  self  esteem  and  adverse  or  hostile  environmental 
conditions.     The  new  initiative  will  support  screening  for  diseases 
for  which  there  is  a  higher  prevalence  in  minority  women  including 
diabetes,  hypertension,   cardiovascular  disease,   and  cancer.  Through 
case  management,   the  program  will  stress  early  preventive  care, 
enhancing  preventive  education,   and  improved  access  to  health  care. 
The  funds  would  be  made  available  through  a  separate  grant 
application  process. 

Mr.   Early:     To  what  extent  is  HRSA  providing  resources  to 
community  health  centers,   such  as  those  serving  Asians  to  develop 
and  support  bilingual  multi -  cultural  services? 

Dr.  Harmon:     In  FY  1992,   $700,000  has  been  allocated  for  the 
expansion  of  culturally  sensitive  services ,   and  language  and 
cultural  differences  are  one  of  the  factors  considered  in  evaluating 
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new  center  applications.     HRSA  has  also  sponsored  a  major  study  of 
the  needs  for  an  availability  of  primary  and  preventive  services  to 
culturally  diverse  populations  throughout  the  nation,  including 
Asian  Americans  and  Pacific  Islanders,     Based  on  the  results  of  this 
study,  HRSA  will  issue  a  major  guidance  to  all  centers  on  the  best 
practices  of  delivery  care  to  these  culturally  diverse  populations . 
In  addition,   existing  and  new  organizations  will  be  encouraged  to 
apply  for  funding  the  new  start/expansion  initiative  to  serve 
under served  populations  which  are  of  Asian  and  Pacific  Island 
extraction . 

HEMOPHILIA 

Mr.   Early:     The  FY  92  Bill  encouraged  the  Department  to 
increase  its  support  services  for  Hemophilia  Treatment  Centers 
beyond  the  level  necessary  to  maintain  current  services.     How  much 
is  being  allocated  for  this  program  in  FY  1992? 

Dr.  Harmon:     Bill  language  cites  two  possible  funding 
mechanisms  for  increasing  the  support  to  hemophilia  treatment 
centers  in  FY  1992.     (1)  Title  V  MCH  Block  grant  Special  Projects  of 
Regional  and  National  Significance  (SPRANS) ;   and  (2)  the  Pediatric 
AIDS  Demonstration  program  which  is  currently  being  referred  to  as 
special  initiatives  within  Hemophilia. 

For  FY  1992,   an  increase  of  $300,000  is  provided  in  SPRANS 
funds  for  hemophilia.     $200,000  is  to  build  upon  the  existing 
network  of  care  to  create  hemophilia  service  capacity  by  examining 
ways  in  which  hemophilia  treatment  centers  can  work  collaboratively 
with  State  Title  V  programs.     Program  priorities  focus  on  consortia 
building,   enhancement  of  existing  models  and  the  development  of  new 
models.     $100,000  is  added  to  the  hemophilia  comprehensive  care  base 
as  a  way  of  trying  to  provide  assistance  to  those  existing 
hemophilia  treatment  center  programs  facing  serious  financial 
considerations.     The  total  comprehensive  care  budget  will  be  $5.2 
million  for  FY  1992. 

In  addition,   a  total  of  $400,000  has  been  made  available  to 
hemophilia  treatment  centers  as  a  second  category  under  the 
Pediatric  AIDS  Demonstration  Program  federal  register  notice  to 
expand  the  network  of  hemophilia  treatment  centers  to  provide 
pediatric  and  family  HIV/AIDS  services  to  unserved  or  underserved 
HIV/AIDS  affected  populations. 

Mr.  Early:     Last  year,  you  told  us  that,  efforts  still  need  to 
be  directed  at  increasing  the  service  capacity  at  existing 
comprehensive  treatment  centers,  particularly  with  regards  to  AIDS, 
as  well  as  improving  access  to  those  in  underserved  and  unserved 
areas.     To  what  extent  will  the  FY  92  funding  level  enable  you  to  do 
this? 

Dr.  Harmon:     The  National  Hemophilia  Program  within  the 
Maternal  and  Child  Health  Bureau  has  successfully  established  a 
regionalized  network  of  hemophilia  treatment  centers  across  the 
nation  to  provide  for  the  medical  and  psychosocial  needs  of 
individuals  with  hemophilia  and  their  families.     As  a  result  of  this 
regionalized  network,   the  hemophilia  community  was  able  to  quickly 
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respond  to  the  HIV/AIDS  issues  when  we  learned  that  blood  products 
used  by  individuals  with  hemophilia  were  contaminated  with  the  HIV 
virus.     This  system  of  care  in  place  enabled  efforts  to  respond 
quickly . 

Currently,   the  Maternal  and  Child  Health  Bureau  directly  funds 
26  comprehensive  care  centers  of  which  12  are  considered  regional 
core  centers  strategically  placed  within  the  DHHS  regions.     Many  of 
the  26  comprehensive  care  centers  provide  funding  to  over  110 
affiliated  or  satellite  centers.     As  a  result,  we  have  been  able  to 
provide  services  to  over  60  percent  of  the  population  and  have 
identified  the  majority  of  those  not  receiving  care  within  the 
hemophilia  treatment  center  network. 

The  comprehensive  treatment  centers  are  involved  in  a  range  of 
activities  to  serve  patients  with  HIV/AIDS .     Since  the  first 
hemophilia  patients  were  diagnosed  as  HIV  positive  in  the  mid  1980s, 
the  centers  have  seen  a  300  percent  increase  in  patient  visits.  In 
addition,  hemophilia  treatment  centers  have  provided  testing, 
counseling  and  treatment  services  to  spouses  and  sexual  partners  as 
well  as  families  in  need  of  psychosocial  support.       Efforts  have 
been  made  to  develop  ongoing  dialogues  related  to  HIV  care  issues 
with  providers  who  serve  individuals  with  hemophilia  outside  of  the 
comprehensive  care  centers. 

In  terms  of  FY  92  efforts  to  increasing  access,   the  two  FY  92 
special  initiatives  in  hemophilia  are  geared  toward  increasing  the 
capacity  of  the  existing  hemophilia  treatment  center  network  in 
meeting  the  unserved/under served  hemophilia  populations  and  unmet 
needs.     These  funds  should  stimulate  creative  ways  to  expand 
services  for  not  only  unserved/underserved  hemophilia  populations 
but  also  those  unserved/underserved  pediatric  HIV  affected 
populations.     Under  these  initiatives,  hemophilia  treatment  centers 
are  being  encouraged  to  develop  or  enhance  collaborative 
relationships  with  Title  V  programs  to  plan  for  statewide  systems  of 
care,   and  with  Pediatric  AIDS  demonstrations  to  expand  access  for 
the  individuals  with  hemophilia  who  are  infected  with  or  at  risk  of 
HIV/AIDS . 

Mr.   Early:     Are  you  planning  to  increase  funds  for  the  HTC 
program  in  FY  93,   and  to  what  extent  will  the  increase  enable  you  to 
address  this  problem?     If  not,  why  not?     What  are  your  plans  for 
FY  93? 

Dr.  Harmon:     Our  FY  93  budget  request  represents  the  current 
FY  92  level  of  funding  for  comprehensive  hemophilia  care.     The  $5.2 
million  allocated  for  this  program  funds  26  comprehensive  centers 
which  constitute  a  strong  network  of  service  delivery  to  individuals 
with  hemophilia.     We  are  committed  to  maintaining  our  current  level 
of  support  for  this  program,   through  funding  these  centers  and  the 
National  Hemophilia  Foundation,   and  through  interagency  efforts  with 
CDC  to  implement  the  National  Hemophilia  Prevention  Program. 

We  believe  that  it  is  desirable,    in  this  time  of  limited 
resources,   for  hemophilia  centers  to  collaborate  with  other 
programs ,   such  as  Title  V  and  Pediatric  AIDS  programs .  Such 
collaboration  could  enhance  services  capability  and  eliminate 
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duplication.     Our  FY  92  hemophilia  initiatives  are  intended  to 
demonstrate  means  of  collaboration. 

Mr.  Early:     I  understand  that  you  plan  to  support  one  less 
project  in  FY  1992  (26  V.   27  in  FY  91).     What  is  the  reason  for  this 
decrease? 

Dr.  Harmon:     The  27  FY  1991  projects  you  are  referring  to 
actually  represent  26  comprehensive  treatment  centers  and  the 
National  Hemophilia  Foundation,  which  is  funded  through  a 
cooperative  agreement.     In  FY  1992,  we  will  continue  to  fund  the  26 
centers  as  well  as  the  National  Hemophilia  Foundation. 

Mr.  Early:  How  much  would  be  needed  to  maintain  the  Hemophilia 
Treatment  Centers  at  a  current  services  level? 

Dr.  Harmon:     Current  services  for  the  hemophilia  treatment 
centers  are  $5.4  million  in  SPRANS  funds  for  FY  1993.     HRSA  chose  to 
provide  increases  in  SPRANS  for  higher  priority  activities  such  as 
adolescent  health  activities,   the  PHS  immunization  activities,  and 
other  activities  in  support  of  State  MCH  programs. 

Mr.  Early:     Last  year  you  noted  that  HTCS  continue  to  struggle 
with  the  increasing  cost  of  care,  especially  HIV  medical  care  and 
the  additional  burdens  upon  treatment  center  staff,  while  at  the 
same  time  providing  Hemophilia  services  to  the  growing  pediatric 
population  in  which  HIV  is  not  an  issue.     You  also  indicated  that 
the  number  of  sick  patients  and  families  continues  to  increase 
dramatically. 

In  your  professional  judgement  doctor,  what  would  be  needed  to 
begin  to  provide  some  relief  for  this  situation? 

Dr.  Harmon:     It  is  remarkable  that  a  large  percentage  of  the 
hemophilia  population  who  are  HIV  positive  continue  to  be 
asymptomatic.     We  have,   therefore,  yet  to  see  the  real  impact  of  the 
HIV  epidemic  within  the  hemophilia  population.     In  addition,  when 
the  new  AIDS  definition  is  implemented,  more  individuals  will  be 
considered  as  having  AIDS,   increasing  the  need  for  additional 
psychosocial  support  needed  for  this  population. 

In  order  to  build  the  capacity  of  the  hemophilia  treatment 
centers,  HRSA  is  committed  to  continuing  efforts  to  provide  training 
and  technical  assistance  to  hemophilia  centers  to  expand  their 
current  resources  capabilities  to  provide  comprehensive  care  as  well 
as  HIV/AIDS  services  by  joining  forces  with  other  providers  within 
their  regions.     Two  new  initiatives  will  be  funded  in  FY  1992  to 
increase  coordination  between  hemophilia  centers  and  with  State 
Title  V,  Pediatric  AIDS  Demonstration  programs,  and  other  AIDS 
providers  with  the  goal  of  strengthening  their  capacity.  In 
addition,  two  hemophilia  treatment  centers  received  Ryan  White  Title 
III  funds  to  provide  HIV  early  intervention  services. 

An  additional  source  of  support  to  the  hemophilia  centers  is 
the  HIV/AIDS  prevention  dollars  which  to  date  have  been  used  to 
incorporate  primary  HIV  prevention  and  education  into  the 
comprehensive  care  system.     Through  an  interagency  agreement  from 
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CDC  to  HRSA,  MCHB  has  implemented  the  National  Hemophilia  Prevention 
Program  which  is  currently  funded  at  $7.6  million.     The  MCHB 
National  Hemophilia  Program  has  successfully  bridged  the  gap  between 
prevention  and  comprehensive  care.     Data  indicate  that  94  percent  of 
the  exposed  patients  have  been  provided  pretest  counseling;  87 
percent  of  active  patients  have  been  HIV  tested.     The  rate  of  HIV 
transmission  to  sexual  partners  has  remained  constant  for  the  last 
two  years  ranging  from  11-13  percent. 

Although  primary  prevention  will  be  ongoing,  HRSA  realizes  the 
need  to  concentrate  on  the  second  goal  of  the  National  HIV 
Prevention  Program  --  to  improve  long-term  outcomes  of  HIV-infected 
hemophiliacs  and  their  infected  sexual  partners  and  offspring.  We 
hope  to  focus  more  of  our  efforts  on  strengthening  the  comprehensive 
care  system  capability  to  address  mental  health  issues,  infectious 
disease  treatment,  nutrition,  dental,  and  drug  treatment  in 
conjunction  with  CDC. 

MCH  -  SPRANS 

Mr.   Early:     The  budget  justification  indicates  that  HRSA  plans 
to  use  part  of  the  proposed  FY  93  increase  in  SPRANS  to  fund 
projects  to  foster  a  public  private  partnership  to  improve 
immunization  practices  within  the  State.     Would  you  elaborate  on 
your  plans  in  this  area? 

Dr.  Harmon:     The  State  Systems  Development  Initiative  (SDI) 
grants,   funded  under  the  MCH  Block  Grant  Special  Projects  of 
Regional  and  National  Significance  (SPRANS) ,   are  to  develop 
comprehensive  systems  of  primary  health  care  for  all  infants, 
children  and  youth  in  each  State.     Strong  collaborative  immunization 
components  are  vital  to  the  success  of  the  comprehensive  child 
health  systems  which  are  designed  to  provide  primary  health 
services.     To  initiate  this  endeavor,   states  will  identify  the 
various  public  and  private  resources  that  have  common  goals  and 
objectives  for  immunizing  infants,   children  and  youth. 

This  collaborative  public  private  effort  will  include  many 
resources  in  each  State  that  have  interests  in  immunization 
programs .     Such  collaboration  will  reduce  overlapping  efforts  and 
will  avert  voids  in  immunization  services. 

Examples  of  collaboration  with  the  private  sector  includes  the 
American  Academy  of  Pediatrics  (AAP) ,   the  American  Academy  of  Family 
Physicians  (AAFP)  and  other  private  practitioners  in  the  State. 
Collaboration  with  public  groups,   in  addition  to  the  Centers  for 
Disease  Control  (CDC) ,   involves  Community  Health  Centers  (CHC)  and 
Head  Start  programs. 

Mr.   Early:     How  much  have  you  allocated  for  this  activity? 

Dr.  Harmon:     In  FY  93  the  intent  is  to  supplement  the  SDI 
grants  with  up  to  $500,000  of  new  SPRANS  funds  and  to  earmark  the 
use  of  these  additional  funds  for  fostering  public  private 
partnerships  to  increase  the  immunization  levels  of  infants, 
children,   and  youth. 


Mr.   Early:     Why  is  HRSA  undertaking  this  type  of  project?  I 
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thought  that  CDC ,   through  its  childhood  immunization  program,  was 
supporting  various  activities  in  this  area. 

Dr.  Harmon:     This  activity  is  included  in  the  HRSA  Immunization 
plan  developed  for  the  Public  Health  Service  Interagency  Committee 
on  immunizations .     The  CDC  was  a  part  of  that  Committee  and  they 
have  reviewed  this  plan  which  was  announced  by  the  White  House  in 
June,  1991. 

Mr.  Early:     Would  you  summarize  HRSA's  plans  for  implementing 
the  Community  Integrated  Service  Systems  set-aside  program? 

Dr.  Harmon:     Fiscal  Year  1992  is  the  first  year  of  funding  for 
this  program,  as  authorized  under  section  502(b)(1)(A)  of  the  Social 
Security  Act.     This  grant  program  is  intended  to  support  development 
and  expansion  of  community  integrated  service  systems  employing  six 
designated  community-oriented  strategies  which  show  promise  of 
promoting  greater  access  to  family- centered  culturally  competent  and 
coordinated  care  for  pregnant  women  and  children.     Projects  are 
expected  to  be  integrated  into  the  general  plan  to  improve  the 
health  of  mothers  and  children  submitted  by  each  State's  MCH  program 
in  order  to  receive  Title  V  funds.     Project  activities  must  be 
compatible  with  State  efforts  to  develop  comprehensive,  community- 
based  systems  of  services  to  improve  the  health  of  women,  infants, 
children,  adolescents,  and  children  with  special  health  care  needs. 
Approximately  36  projects  will  be  funded  in  FY  1992.     As  urged  in 
the  Conference  Report  (H.  Report  102-282)  on  the  FY  1992 
Appropriations  Bill,  priority  will  be  given  to  home  visiting  and 
one -stop  shopping  projects. 

Mr.  Early:     To  what  extent  will  HRSA  involve  the  Community 
Health  Centers  in  this  program? 

Dr.  Harmon:     Community  Integrated  Service  Systems  projects 
should  involve  Community  and  Migrant  Health  Centers  in  community 
collaborations  to  improve  the  health  of  women  and  children  wherever 
appropriate . 

Mr.  Early:      What  amount  is  needed  in  fiscal  year  1993  for  AIDS 
Education  and  Training  Centers  to  fund  continuation  projects  at  the 
approved  rates? 

Dr.  Harmon:     A  total  of  $22  million  is  needed  in  fiscal  year 
1993  to  fund  AIDS  ETC  continuation  projects  at  the  approved  rates. 
The  AIDS  ETCs  require  expansion  of  programs  to  train  providers  who 
care  for  women,  children  and  adolescents  with  HIV.     These  groups  are 
most  at  risk  for  newly  acquired  infection.     Also,  a  mechanism  to 
rapidly  disseminate  information  about  new  developments  in  HIV  care 
to  practitioners  is  urgently  needed. 

Mr.  Early:     The  justification  indicates  that  HRSA  plans  to 
initiate  three  new  centers.     However,  no  increase  in  funds  has  been 
requested  for  fiscal  year  1993.     How  do  you  plan  to  accomplish  this? 
Will  funding  for  the  existing  be  reduced  and,   if  so,  by  what  amount? 

Dr.  Harmon:     Two  additional  ETCs  received  planning  money  in 
fiscal  year  1991.     The  planning  phase  will  be  completed  in  May  1992 
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and  they  will  become  fully  operational  in  June  1992.     In  fiscal  year 
1992,   funding  will  be  redistributed  among  the  17  to  allow  each  ETC 
to  provide  essential  training  services.     While  we  cannot  provide 
specific  amounts,   any  reductions  required  by  this  redistribution 
will  be  determined  based  on  a  review  of  the  progress  and  needs  of 
each  ETC. 

PEDIATRIC  AIDS 

Mr.   Early:     Bring  us  up  to  date  on  the  Pediatric  AIDS 
Initiative . 

Dr.  Harmon:     The  Pediatric/Family  AIDS  Demonstration  Program, 
now  in  its  fifth  year  of  operation,  has  established  itself  as  the 
Department's  principal  effort  to  develop  national  models  of  family- 
centered,   community-based  coordinated  care  for  children,  youth, 
women,   and  families  affected  by  HIV  and  AIDS.     Thirteen  Pediatric 
AIDS  Demonstration  projects  were  funded  in  1988.     Currently,  there 
are  44  funded  projects  in  17  States,   the  District  of  Columbia  and 
Puerto  Rico.     These  projects  have  reported  serving  over  12,100 
individual  clients  that  include  children,  youth,  women,  men  and 
other  family  members  affected  with  HIV  and  AIDS . 

The  purpose  of  the  Pediatric  AIDS  Program  is  to  improve  and 
expand  the  infrastructure  of  comprehensive  care  services  in  order  to 
increase  the  access  of  the  increasing  number  of  HIV/AIDS  affected 
women,   infants,   children  and  youth  to  a  comprehensive  system  of 
innovative  strategies  and  models  of  service  delivery  that  ensure  the 
delivery  of  high  quality  care,  with  an  emphasis  on  ambulatory  care 
services  that  may  reduce  unnecessary  hospital  stays.     Projects  are 
to  organize,   arrange  for,   and  deliver  comprehensive  services  through 
integration  into  ongoing  systems  of  care  and  support  from 
appropriate  financing  mechanisms. 

Three  categories  of  projects  have  been  funded:     Pediatric  AIDS 
Demonstration  Projects  which  provide  or  coordinate  comprehensive, 
family- centered  HIV  health  and  social  services;   Comprehensive  Care 
Consortia  projects  with  the  unique  requirement  that  private  sector 
funding  must  match  public  funding;  and  National  Issues  projects 
which  provide  information,   training,   and  technical  assistance  to 
expand  national  resource  capacity  and  impact  national  program 
development.     The  following  table  presents  a  history  of  projects 
funded  by  category. 

HISTORY  OF  PROGRAM  FUNDING 
(Dollars  in  Millions) 


1988 

1989 

1990 

1991 

1992 

DEMONSTRATIONS 

13 

17 

23 

29 

29 

NATIONAL  ISSUES 

0 

6 

12 

13 

11 

CONSORTIA 

0 

0 

2 

2 

f^si!  3k 

HEMOPHILIA  INITIATIVE 

_0 

_0 

_0 

_0 

_4 

TOTAL  PROJECTS 

13 

37 

44 

46 

TOTAL  FUNDS* 

$4.4 

$7,1 

$14.8 

$19.5 

$19.7 
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*In  FY  91,   Pediatric/Family  AIDS  Projects  were  funded  in  six  new 
geographic  areas.     Projects  were  awarded  in  Massachusetts  (a  State- 
wide program);   Ft.   Lauderdale;   Columbus   (a  regional  project  covering 
half  of  the  State);  Chicago;  Houston;  and  Ft.  Worth. 

Mr.  Early:     What  amount  is  needed  in  FY  1993  to  fund 
continuation  projects  at  the  approved  rate? 

Dr.  Harmon:     The  program  funded  a  total  of  44  pediatric/f amily 
HIV  demonstration  grants  with  the  FY  1991  appropriations  of  $19.5 
million.     Although  projects  had  initially  requested  much  higher 
funding  levels  to  account  for  increasing  need  and  expanded  services, 
in  light  of  limited  appropriations  HRSA  has  limited  the  approved 
rate  to  a  small  inflation  adjustment.     Therefore,   in  FY  1992  $20.5 
million  is  the  continuation  approved  rate,   and  in  FY  1993  the 
approved  rate  is  $21.5  million. 

Mr.  Early:  How  many  applications  for  new  funding  were  received 
in  FY  91  and  how  many  were  you  able  to  fund? 

Dr.  Harmon:     In  FY  1991,  a  total  of  61  applications  were 
received  for  competitive  funding,  48  applications  for  comprehensive 
Pediatric/Family  HIV  demonstration  projects  and  13  applications  for 
National  Issues  projects.     The  program  was  able  to  fund  a  total  of 
24  competitive  projects --19  new  and  competing  renewal 
Pediatric/Family  HIV  demonstration  projects  and  five  new  National 
Issues  Projects. 

Mr.   Early:     What  are  your  estimates  for  FY  92  and  FY  93? 

Dr.  Harmon:     $3  million  is  available  in  FY  1992  for  competing 
renewals  and  new  competitive  grant  application.     We  estimate  that 
approximately  $2.6  million  is  available  for  funding  Pediatric/Family 
HIV  Demonstration  projects  with  a  preference  for  funding  the  six 
competing  renewal  projects.     Approximately  $400,000  is  available  for 
support  the  hemophilia  initiative.     It  is  anticipated  that 
approximately  50  applicants  will  apply  for  the  two  initiatives  and 
with  the  limited  funding  only  10  to  12  applications  will  be 
approved.     The  remaining  $16  million  is  required  to  continue 
existing  Pediatric/Family  HIV  projects  with  approved  project  periods 
which  extent  through  FY  1992  or  FY  1993.     The  proposed  1993  will  not 
support  the  funding  of  any  new  grants. 

Mr.  Early:     How  much  did  HRSA  request  for  this  program  in 
FY  93? 


Dr.  Harmon:     The  HRSA  request  to  PHS  for  FY  1993  was 
$20,651,000. 

Mr.   Early:     How  would  these  additional  funds  be  used? 

Dr.  Harmon:     The  increase  was  to  provide  inflation  in  FY  1993 
for  continuation  projects.     At  this  level  there  would  still  be  a 
reduction  in  projects  from  46  to  40. 

Mr.  Early:  If  additional  funds  were  provided  for  this  program 
what  would  your  priorities  be? 
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Dr.  Harmon:     Additional  funds  for  this  program  would  enable  us 
to  pursue  three  important  goals.     First,   to  expand  the  capacity  of 
current  projects  and  to  develop  new  Pediatric  AIDS  programs  in 
geographic  areas  with  no  existing  programs.     Second,   to  expand  the 
National  Issues  projects.     Third,   to  integrate  successful  Pediatric 
AIDS  models  into  ongoing  medical  and  social  services  for  children, 
youth,  women,   and  families. 

Mr.   Early:     How  successful  thus  far,  have  these  projects  been 
in  reaching  populations  who  lack  access  to  health  care?    Who  are 
under served? 

Dr.  Harmon:     In  the  first  four  years  of  the  demonstration 
program,   the  Pediatric  AIDS  Demonstration  Projects  have  proven  to  be 
effective  in  their  ability  to  organize  and  coordinate  a 
comprehensive  set  of  services.     Through  these  projects,  service 
delivery  has  been  made  available  or  improved  in  17  States,  the 
District  of  Columbia  and  Puerto  Rico.     All  projects  are  located  in 
cities  with  high  incidence  of  AIDS,  and  the  clients  served  by  the 
projects  are  primarily  poor  and  often  lack  access  to  basic  health 
care . 

Between  1988  and  1990,   the  Pediatric/Family  AIDS  Projects  have 
dramatically  increased  the  unduplicated  number  of  individual  clients 
served  and  the  average  numbers  served  by  each  project.     In  addition, 
projects  have  increasingly  served  women  and  other  family  members. 
The  Pediatric  AIDS  Projects  are  serving  poor  children,  youth,  women, 
and  families  that  are  largely  Medicaid  eligible  or  uninsured.  The 
proportion  of  clients  with  Medicaid  coverage  was  reported  as  68 
percent  in  1990.     Sixteen  percent  of  clients  were  reported  as 
uninsured,   and  three  percent  reported  as  self -pay. 

Mr.   Early:     What  can  you  tell  us  about  the  characteristics  of 
the  clients  served  by  these  projects? 

Dr.  Harmon:     During  1990,  21  direct  service  pediatric/family 
HIV  demonstration  projects  reported  serving  12,100  individual 
clients,  which  represents  a  tripling  of  the  number  of  clients  served 
by  the  15  funded  projects  in  the  previous  year.     During  this  period, 
the  proportion  of  women  served  increased  significantly.  In 
addition,   the  number  of  families  served  more  than  doubled  each  year 
between  1988  and  1990.     This  trend  reflects  the  growing  recognition 
that  HIV  infection  and  AIDS  often  affects  multiple  family  members 
and  indicates  the  program's  commitment  to  maintenance  of  the  family 
unit  in  the  face  of  a  devastating  family  disease. 

The  following  table  demonstrates  the  growth  in  clients  served 
and  the  trends  in  providing  family  services. 
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UNDUPLICATED  NUMBER  OF  INDIVIDUAL  CLIENTS 


Projects  Reporting 


FY  1988 
11 


FY  1989 
15 


FY  1990 
21 


Gender/Age  Group 


Children  (0-12) 
Adolescents  (13-20) 
Females   (over  20) 
Males  (over  20) 


667 
50 
173 
111 


(67%) 
(  5%) 
(15%) 
(11%) 


1,723  (47%) 


356  (10%) 
1,379  (37%) 
225  (  6%) 


5,161  (43%) 
946  (  8%) 

5,572  (46%) 
434  (  4%) 


Total  Clients 


1,001 


3,683 


12,113 


Average  Clients 
Served  per  Project 


91 


246 


577 


Currently,   84  percent  of  the  clients  served  by  the  projects  are 
from  families  that  are  poor  and  members  of  minority  communities , 
with  limited  access  to  services,   transportation,   and  housing.  The 
minority  families  served  were  primarily  African-American  (42%)  and 
Hispanic/Latin  (42%) .     The  percentage  of  minorities  served  has 
increased  each  year,   consistent  with  the  increasing  impact  of  the 
epidemic  on  poor  families  who  are  ethnic  minorities.     The  most  rapid 
growth  of  the  epidemic  among  ethnic  minorities  is  in  Latino/Hispanic 
groups.     The  Pediatric  AIDS  Demonstrations  report  that  42  percent  of 
their  clients  are  Latino/Hispanic ,   as  compared  with  20  percent  in 


Mr.   Early:     In  last  year's  report  accompanying  the  House 
Appropriations  Bill  for  1992  specific  language  was  included  in  the 
Pediatric  Health  Care  Demonstration  Program  regarding  the  expansion 
of  Pediatric  and  Family  AIDS  Services  to  the  unserved  and 
underserved  Hemophilia  population.     Please  detail  the  steps  you  have 
taken  to  implement  this  directive  and  what  resources  have  been 
allocated  to  reach  the  unserved  and  underserved  Hemophilia 
populations  under  this  program.     What  are  your  plans  for  1993? 

Dr.  Harmon:     Prior  to  the  1992  appropriations  language, 
resources  had  already  been  allocated  from  Pediatric/Family  HIV 
Demonstration  funding  to  explore  the  issue  of  how  best  to  meet  the 
needs  of  unserved  and  underserved  hemophilia  populations  affected  by 
HIV  disease  and  explore  policy  options  and  strategies  for  expanding 
the  capacity  of  hemophilia  treatment  centers,   including  through 
collaboration  with  other  ongoing  HIV  programs.     A  special  study  of 
linkages  and  collaboration  between  hemophilia  centers  and 
Pediatric/family  HIV  Demonstration  projects  was  completed  in  1991. 
FY  1991  funds  ($65,000)  are  being  used  to  convene  a  workgroup  from 
the  hemophilia  treatment  network,  Pediatric  AIDS  demonstration 
projects  and  Title  V  MCH  programs  to  examine  unserved  and 
underserved  hemophilia  and  HIV  populations  and  to  examine  ways  of 
enhancing  the  services  system  for  these  populations. 

In  FY  1992,   a  new  initiative  will  be  funded  to  expand  the 
capability  of  the  Network  of  Hemophilia  Treatment  Centers  to  provide 
pediatric  and  family  HIV/AIDS  services  to  unserved  or  underserved 
HIV/AIDS  affected  populations .     The  priority  was  announced  in  the 


1988. 


53-634   0-92  12 
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March  16,   1992  Federal  Register  and  a  technical  assistance  meeting 
for  hemophilia  treatment  centers  is  scheduled  for  March  24,  1992. 
Funding  of  $400,000  has  been  set  aside  to  expand  the  capacity  of  the 
network  of  hemophilia  treatment  centers.     The  priority  is  intended 
to  support  hemophilia  center  networks  in  geographic  areas  where  the 
impact  on  HIV/AIDS  infected  children  with  hemophilia  has  resulted  in 
unmet  needs  for  an  unserved  or  underserved  population.  This 
activity  will  be  continued  in  FY  1993  at  the  FY  1992  level  of 
funding . 

WEED  AND  SEED 

Mr.   Early:     The  justification  indicates  that  the  FY  1993  HRSA 
request  includes  $35  million  for  the  Weed  and  Seed  initiative.  For 
the  record  provide  a  list  of  those  programs  for  which  Weed  and  Seed 
funds  are  requested  and  the  amount  requested. 

--  Is  this  new  money  or  are  you  redirecting  funds  from  existing 
programs/projects? 

How  much  has  been  allocated  by  HRSA  for  this  program  in  FY  1992? 

How  will  HRSA  implement  this  program?    What  criteria  have  been 
established  for  the  program? 

--  Will  any  current  HRSA  regulations  or  guidelines  need  to  be 
modified? 

Is  any  authorizing  legislation  necessary  in  order  to  expend  funds 
for  this  initiative? 

Who  is  ultimately  accountable  for  this  program  and  the  expenditure 
of  HRSA  funds? 

Dr.  Harmon:     These  funds  are  included  in  the  ongoing  community 
health  center  program  and  support  activities  that  were  identified  as 
contributing  to  the  goals  of  the  "Weed  and  Seed"  initiative. 
Therefore,  no  redirection  will  take  place.     We  estimate  that  of  the 
$684  million  requested  in  FY  1993  that  $35  million  will  be  spent  in 
Weed  and  Seed  communities.     We  do  not  anticipate  change  in 
regulations,  guidelines,  or  legislation  for  CHC's  to  be  involved  in 
this  community  effort.     The  accountability  for  all  CHC  resources, 
including  those  spent  by  grantees  in  Weed  and  Seed  communities  will 
continue  to  remain  with  HRSA. 

HEALTH  CARE  FOR  THE  HOMELESS 

Mr.  Early:     What  amount  is  needed  in  FY  1993  to  fund 
continuation  projects  at  the  approved  rate? 

Dr.  Harmon:     The  current  level  of  $56  million  would  continue 
the  115  health  care  for  the  homeless  projects. 

Mr.  Early:     You  are  requesting  an  increase  of  $11.9  million  for 
the  health  care  for  the  homeless  program.     How  much  will  be  used  to 
fund  additional  center,  and  how  much  will  be  used  to  expand  existing 
-projects? 
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Dr.  Harmon:     The  increase  of  $11.9  million  is  estimated  to 
support  60  new  access  points  and  serve  an  additional  90,000  homeless 
individuals.     An  additional  20  new  grantees  are  anticipated.  No 
existing  grantees  are  proposed  for  expansion  funding  at  this  time. 

PUBLIC  HOUSING 

Mr.  Early:     What  amount  is  needed  in  FY  1993  to  fund  the  health 
services  for  residents  of  public  housing  projects  at  the  approved 
rate? 

Dr.  Harmon:     The  current  level  of  funding  for  the  program  is 
$6.1  million  which  would  continue  existing  grantees  during  FY  1993. 

HEALTH  MANPOWER 

Mr.   Early:     Please  provide  a  table  displaying  the  information 
requested  below  for  the  following  programs:     General  Internal 
Medicine  Residencies,   Family  Medicine  Residencies,   Family  Medicine 
Departments,  Nurse  Training,  and  public  health  programs. 

The  number  of  projects  funded  in  fiscal  year  1992  which  will 
be  in  non-competing  and  competing  renewal  status  in  fiscal  year 
1993. 

The  amount  needed  to  fund  non-competing  continuations  at  the 
approved  rate . 

The  additional  amount  needed  to  fund  all  projects  up  for 
renewal  at  the  estimated  fiscal  year  93  award  rate. 

The  number  of  new  projects  to  be  funded  in  fiscal  year  1992 
and  the  cost  of  continuing  these  projects  in  fiscal  year  1993. 

Dr.  Harmon:     The  information  requested  is  as  follows: 
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Program 


No.  FY  92 
Awards 
w/Compet.  & 
Non-Compet. 
Continuats. 

in  FY  93 


Amount 
Needed 
to  Fund 

Non-Compet. 

Continuats. 
in  FY  93 


Amount 
Needed  to 
Fund  Compet. 
Continuats. 
(Renewals) 
in  FY  93 


Number 
of  New 
Projects 
Funded  in 
in  FY  92 


Amount 
to  Fund 

these 
in  FY  93 


Fami ly  Medicine: 

Depts.  of  Family  Med...  37           $4,491,835       $1,134,208  16  $2,368,192 

Family  Medicine  Resid..  144           11,049,138        7,056,844  19  2,406,805 

Gen.  Intern.  Med./Ped. 
Nursing: 

Advanced  Nurse  Educ   34           $5,552,000       $1,094,000  38  $6,730,600 

NU  Anesthetists   68               480,500           800,000  17  450,000 

NU  Ed.  Opportunities 
for  Individs.  from 

Disadv.  Backgrounds..  20             1,850,000           450,000  2  400,000 

NU  Pract. /Midwife  Trng.  53           11,733,000        3,133,000  13  2,715,000 

NU  Special  Projects   14             1,192,315           364,068  22  2,700,927 

Profess.  NU  Trainees...  225           13,500,000                    0  0  0 

Public  Health: 

Publ.  Hlth.  Spec.  Proj.  16             2,700,000                    00  0 


Note:    Does  not  include  the  proposed  FY  1992  rescissions. 


TRAUMA  CARE 


Mr.   Early:     The  FY  92  bill  includes  funds  to  initiate  a  trauma 
care  program,     What  are  your  plans  for  implementing  this  program, 
and  when  do  you  anticipate  making  awards? 

Dr.  Harmon:     As  mentioned  earlier,  we  understand  the  Department 
has  just  decided  to  delegate  authority  for  the  program  to  HRSA. 
When  we  receive  the  formal  delegation  we  will  begin  to  immediately 
implement  the  program.     Grants  will  be  awarded  in  accordance  with 
Title  XII  of  the  PHS  Act.     The  statute  stipulates  that  80  percent  of 
the  amount  available,  approximately  $3,916,000,  must  be  used  for 
grants  to  States  to  improve  trauma  care  elements  of  their  State 
Emergency  Medical  Services.     Ten  percent,  approximately  $489,000, 
must  be  used  for  grants  to  public  and  private  nonprofit  entities  to 
conduct  research  and  demonstration  projects  to  improve  the 
availability  and  quality  of  trauma  care  in  rural  areas.  The 
remaining  10  percent,   $489,000,  will  be  used  to  establish  a  Federal 
Advisory  Council  on  Trauma  Care  Systems,  a  National  Clearinghouse  to 
collect  and  disseminate  information  and  for  the  provision  of 
technical  assistance. 


Mr.   Early:     The  Budget  Justification  states  "The  problem  of 
trauma  death  and  disability  has  now  reached  epidemic 
proportions...",  and  that  "trauma  is  the  number  one  killer  of 
persons  under  age  forty- four . "     If  trauma  is  such  a  serious  problem, 
why  haven't  you  requested  funds  for  the  trauma  care  program  for 
FY  93? 


Dr.  Harmon:     The  money  available  in  FY  1992  will  be  used  to 
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support  demonstration  projects.     This  coupled  with  the  model  trauma 
plan  should  assist  states  in  addressing  the  trauma  problems  in  their 
areas . 

Mr.  Early:     Does  your  FY  93  request  for  community  health 
centers  include  funds  which  could  be  used  to  expand  the  capacity  of 
existing  centers  to  serve  a  greater  number  of  individuals  than 
currently  served. 

Dr.  Harmon:     Yes,   the  request  includes  approximately  $17 
million  to  expand  services  within  existing  centers.     Such  services 
would  include  outreach,  expanded  hours  of  operations,   and  new  types 
of  services . 
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HEALTH  CARE  FOR  THE  HOMELESS 

Mr.  Hoyer:     I  have  had  a  strong  interest  in  health  care  for  the 
homeless,  and  I  am  very  pleased  to  see  the  administration  request  an 
additional  $11.9  million  for  the  program  in  FY  1993. 

What  is  the  status  of  the  five  additional  centers  funded  in  FY 
1992? 

Dr.  Harmon:     The  five  new  grants  reflected  in  the  budget  request 
are  related  to  the  homeless  children  initiative  and  have  not  yet 
been  awarded. 

Mr.  Hoyer:     Have  existing  grantees  ever  received  an  automatic 
adjustment  for  inflation,   and  if  so  when? 

Dr.  Harmon:     "Automatic"  adjustments  have  never  been  provided. 
However,   in  FY  1991  and  FY  1992  an  increase  to  cover  the  escalating 
cost  of  providing  medical  care  was  awarded.     All  grantees  except  for 
those  deemed  to  be  performing  in  a  less  than  satisfactory  manner 
received  awards. 

Mr.  Hoyer:  Is  it  correct  that  the  requested  funding  increase  is 
expected  to  provide  services  to  an  additional  90,000  homeless  people 
and  open  20  new  centers? 

Dr.  Harmon:     Yes.  We  estimate  that  services  will  be  provided  to 
an  additional  90,000  individuals  through  60  service  delivery  sites 
and  20  grantees. 

Mr.  Hoyer:     Will  any  portion  of  the  requested  increase  be  used 
for  an  inflation  adjustment,   and  if  not  what  funding  level  would  be 
required  to  provide  a  COLA? 

Dr.  Harmon:  None  of  the  increase  is  for  support  of  cost  of  living 
increases.  The  additional  amount  required  to  support  increases  would 
depend  on  the  desired  rate.  The  base  level  for  the  program  is  $56 
million  in  FY  1992. 

COMMUNITY  HEALTH  CENTERS 

Mr.  Hoyer:  $35.7  million  of  the  requested  $84.5  million  is  for  an 
increase  for  the  health  centers  with  a  cost  of  living  adjustment  and 
to  take  steps  toward  achieving  private  physician  salary  parity. 

How  much  of  the  requested  increase  is  for  physician  salaries,  and 
how  much  of  the  increase  is  for  the  inflation  adjustment? 

Dr.  Harmon:     The  $35.7  requested  in  the  budget  includes  $18 
million  for  a  ten  percent  increase  in  physician  compensation  and 
$17.7  for  increases  to  improve/expand  services  in  existing  service 
areas,  and  to  the  extent  possible,   support  incremental  funding 
adjustments.     Service  enhancements  would  include  expanded  outreach 
activities,   longer  hours  of  operation,   and  expanded  capacity  within 
the  existing  service  area,  and  capital  repairs  and  improvements. 


Mr.  Hoyer:     Will  the  existing  sites  be  required  to  make 
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application  for  the  inflation  adjustment  or  will  the  COLA  be 
automatic? 


Dr.  Harmon:     Grantees  must  make  application  for  these  funds. 
Amounts  awarded  will  be  determined  by  a  center's  needs  for  service 
expansion  and  infrastructure  augmentation. 


MINORITY  MALE  GRANT  PROGRAM 


Mr.  Hoyer:     To  what  extent  is  the  MMGP  coordinated  with  the 
relatively  new  but  promising  youth  violence  prevention  program  being 
operated  by  the  CDC's  Injury  Prevention  Program? 

Dr.  Harmon:     The  Minority  Male  Grant  Program  addresses  a 
variety  of  health  and  human  service  issues,   including  youth  violence 
prevention.     Administrators  of  the  Minority  Male  Grant  Program  are 
working  with  CDC  in  developing  a  PHS-wide  Youth  Violence  Prevention 
Initiative.     The  Office  of  Minority  Health  coordinates  these 
activities  through  the  CDC  Office  of  the  Assistant  Director  for 
Minority  Health.     The  Minority  Male  Grant  Program  is  also  expanding 
its  efforts  to  support  additional  intervention  demonstrations  in 
which  communities  design  and  implement  multi- faceted  youth  violence 
prevention  programs  in  minority  communities. 


RYAN  WHITE  C.A.R.E.  ACT 


Mr.  Hoyer:     The  Department  has  requested  an  additional  $27 
million  for  Ryan  White  Title  I.     There  are  estimates  that  caseloads 
will  increase  30%  in  Title  I  cities  this  year  as  they  did  last  year. 
It  is  my  impression  that  HRSA  requested  more  funds  for  Ryan  White 
than  were  ultimately  provided  in  the  request  before  us. 

Can  you  outline  for  the  Committee  how  much  was  requested  by 
HRSA,   -  by  PHS ,   the  Secretary  and  by  0MB,   for  each  title  of  the  act? 

Dr.  Harmon:  The  requests  for  Titles  I,  II  and  III  of  the  Ryan 
White  C.A.R.E.  Act  were  as  follows: 


(Dollars  in  thousands) 
HRSA  PHS  DHHS 


Ryan  White 
Title  I 
Title  II 
Title  III 
TOTAL 


$150,000 
170,000 
68,495 
$388,495 


$87,831 
87,831 
44,891 
$220,553 


$87,831 
87,831 
49,871 
$225,533 


0MB 
$148,663 
107,704 
49,862 
$306,229 


Mr.  Hoyer:     As  you  probably  know,  the  house  budget  resolution 
includes  two  numbers  for  Ryan  White,  under  one  assumption,  Title  I 
is  fully  funded,  at  $275  M,  and  under  another  assumption,  Title  I 
receives  a  $75  million  increase. 

Are  these  upward  adjustments  for  Title  I  in  the  resolution 
professionally  justifiable? 

Dr.  Harmon:     As  I  understand  your  question,   the  two  proposed 
Budget  Resolution  assumptions  would  provide  either  $275,000,000  or 
$196,663,000  for  Title  I  in  FY  1993  as  compared  to  our  request  of 
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$148,663,000. 

Persons  with  HIV  infection  and  AIDS  (PWAs)  are  being  diagnosed 
earlier  and  living  longer,  even  with  severe  levels  of  immune 
deficiency.     This  results  in  a  demand  for  more  optimum  medical 
monitoring  and  management,  and  increasing  costs.     Also  the  costs  for 
pharmaceuticals,  which  can  constitute  70% -80%  of  a  PWA's  outpatient 
medical  care  costs  is  also  rising.     Pharmaceutical  costs  for  PWAs 
can  exceed  $20,000  per  year. 

The  gaps  in  services  including  costs  of  pharmaceuticals  for 
persons  with  HIV  infection  and  AIDS  in  Title  I  eligible  metropolitan 
areas  substantially  exceeds  $275  million.     The  cities  would  be  able 
to  use  these  sums  to  provide  care,   including  pharmaceuticals.  In 
times  of  tight  budgets,  however,   the  limited  availability  of  federal 
resources  requires  us  to  attempt  to  balance  the  needs  of  patients 
with  HIV/AIDS  with  other  critical  health  care,  prevention,  research 
and  regulatory  needs . 

Pharmaceutical  costs  for  people  whose  CD4+  lymphocyte  values 
are  200-500  average  $5,000  per  year.     An  estimated  250,000-300,000 
such  people  are  living  in  the  U.S.   today;  not  all  currently  receive 
health  care. 

Mr.  Hoyer:     Given  the  fact  that  half  of  the  new  reported  cases 
of  AIDS  are  located  in  jurisdictions  outside  the  18  Title  I  cities, 
I  am  curious  as  to  why  there  was  no  requested  funding  increase  for 
Titles  II  and  III? 

Dr.  Harmon:     We  are  asking  for  an  increase  for  Title  I  to  cover 
the  anticipated  additional  areas  that  will  be  eligible  for  FY  1993 
funds.     The  highest  priority  was  felt  to  be  additional  funds  to 
cover  these  additional  areas  so  as  to  avoid  decreases  in  care  to 
originally  eligible  cities.     Approximately  61%-62%  of  AIDS  cases 
live  in  Title  I  eligible  metropolitan  areas.     AIDS  patients  and 
persons  with  HIV  infection  are  living  longer  and  the  costs  of  their 
care,  because  of  new  medications,  monitoring  and  increased  length  of 
time  for  treatment  is  increasing.     The  Department's  primary  funding 
source  for  care  for  AIDS  patients  is  through  medicaid  and  medicare, 
which  is  increasing  dramatically  --  +23%,  or  +$315  million  in  1993. 

Mr.  Hoyer:     Can  you  place  these  increases  for  Title  I  in  a 
context  with  the  other  Titles  of  the  Act,   for  example  the  budget 
resolution  focuses  on  Title  I ,  what  were  percentage  increases  for 
the  three  Titles  in  the  HRSA  request  to  the  Assistant  Secretary? 

Dr.  Harmon:     The  percentage  increases  for  Ryan  White  Titles  I, 
II,  and  III  over  FY  1992  appropriation  in  the  HRSA  request  to  the 
Public  Health  Service  were:     23%  for  Title  I,   58%  for  Title  II,  and 
37%  for  Title  III. 

Mr.  Hoyer:     How  much  of  the  requested  $27  m  increase  for  Title 
I  will  be  used  to  provide  services  to  the  6  new  communities  that 
become  eligible  for  Title  I,  and  how  much  will  be  used  to  provide 
for  service  expansion  at  existing  sites?    Will  currently  eligible 
cities  receive  an  inflation  adjustment? 
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Dr.  Harmon:     Since  Title  I  funds  must  be  awarded  50%  by  formula 
and  50%  through  competitive  grants,   the  total  amount  received  by  new 
eligible  areas  in  FY  1993  cannot  be  fully  estimated.     For  formula 
grants  and  assuming  six  new  areas,  approximately  $5.6  million  of  the 
increase  we  are  requesting  could  be  awarded  as  formula  grants  to  new 
areas.     The  18  areas  that  have  already  received  $59.7  million  in  FY 

1992  formula  grants  could  receive  approximately  $67.3  million  in  FY 

1993  an  overall  increase  of  approximately  11  %  or  $7.5  million. 
Title  I  formula  awards  will  be  based,  on  the  number  of  AIDS  cases  as 
of  March  31,  1992.     The  amount  of  the  increase  for  an  individual 
area  will  vary. 

For  supplemental  grants  and  assuming  a  similar  ratio  between 
previously  funded  and  new  areas  for  supplemental  grants,  new  areas 
could  receive  up  to  $5.9  million  in  supplemental  grants  and 
previously  funded  areas  would  receive  approximately  $7.9  million  of 
the  $27  million  increase. 

In  summary,  based  on  the  above  assumptions,  the  newly  eligible 
areas  would  receive  approximately  43%,  or  $11.6  million,  of  the  $27 
million  increase.     The  18  areas  funded  in  FY  1992  would  receive 
approximately  57%,  or  $15.4  million,  of  the  $27  million  increase. 
The  18  areas  funded  in  FY  1992  could  receive  an  overall  increase 
(formula  and  supplemental  combined)  of  approximately  12.9%  although 
the  amount  of  increase  for  each  area  may  vary. 

Mr.  Hoyer:     What  will  be  the  impact  of  the  increased  match 
requirement  under  Title  II  for  states  with  more  than  1%  of  the 
aggregate  cases  nationwide  -  How  many  states  will  be  impacted,  and 
what  is  the  estimate  of  additional  resources  that  will  become 
available  because  of  the  match  requirement? 

Dr.  Harmon:     In  FY  1993,   States  will  be  required  to  provide 
matching  funds  at  the  rate  of  $1  for  each  $3  of  federal  funds.  An 
estimate  of  matching  fund  amounts  will  not  be  available  until  the 
formula  for  FY  1993  is  calculated  early  in  FY  1993.     The  formula 
must  include  the  number  of  AIDS  cases  in  the  State  for  the  two  year 
period  ending  September  30,   1992.     In  FY  1992  nineteen  States  will 
be  required  to  provide  matching  funds  ($1  for  each  $4  of  federal 
funds)  estimated  at  $19,600,000.     In  FY  1991  the  same  nineteen 
states  were  required  to  provide  matching  funds  ($1  for  each  $5  of 
federal  funds)  totalling  $12,672,400. 

The  States  are: 


California 
Connecticut 
District  of  Columbia 


Missouri 
New  Jersey 
New  York 
North  Carolina 
Ohio 

Pennsylvania 
Texas 
Virginia 
Washington 


Florida 
Georgia 
Illinois 


Louisiana 
Maryland 
Massachusetts 
Michigan 


Mr.  Hoyer:  What  percentage  of  the  funds  for  Titles  I,  II  and 
III  are  reserved  by  HRSA  for  administration  and  evaluation? 
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Dr.  Harmon:     In  FY  1992,  we  have  reserved  2.03%  of  Ryan  White 
funds  for  the  provision  of  technical  assistance  to  our  grantees, 
support  for  contracts  related  to  broad  technical  assistance  issues 
and  for  program  evaluation. 

Mr.  Hoyer:     How  does  this  percentage  compare  to  other  HRSA  and 
PHS  program  reserves  for  similar  activities,  and  can  you  explain  how 
and  why  this  level  of  funding  is  necessary  and  appropriate? 

Dr.  Harmon:     In  terms  of  HIV/AIDS,  FY  1991  and  FY  1992 
significantly  increased  the  amount  available  for  this  agency's  AIDS 
programs.     This  increase  is  coupled  with  the  complex  responsibility 
of  implementing  the  various  Titles  of  the  Ryan  White  CARE  Act.  The 
statute  requires  the  agency  to  provide  technical  assistance  to  a 
coalition  of  private  Federal,  State  and  local  entities  in  developing 
and  implementing  the  programs  mandated  by  the  Act. 

In  fiscal  year  1992,   in  all  programs  HRSA  will  utilize  4%  of 
its  appropriated  funds  for  program  administration.     Of  this  amount, 
98%  are  for  requirements  such  as  salaries,  Standard  Level  User 
Charges,  Service  and  Supply  Fund  and  the  Working  Capital  Fund.  In 
addition,  most  HRSA  programs  are  assessed  1%  for  program  evaluation. 
We  cannot  respond  with  respect  to  other  PHS  agencies. 

AIDS/SPNS  -  MENTAL  HEALTH  DEMONSTRATIONS 

Mr.  Hoyer:     Last  year  the  Committee  heard  a  great  deal  about 
funding  mental  health  service  demonstrations  under  the  special 
programs  of  national  significance,  and  we  included  report  language 
addressing  these  concerns  in  the  conference  report  -  to  what  extent 
has  the  Department  used  SPNS  funds  to  provide  mental  health 
demonstrations? 

Dr.  Harmon:     In  FY  1991,  HRSA  funded  5  mental  health 
demonstration  projects  under  the  Special  Projects  of  National 
Significance  (SPNS)  Program.     These  projects  totaled  $1.2  million  or 
approximately  27  percent  of  the  total  funding  available  for  SPNS 
excluding  funds  setaside  to  support  dental  reimbursement. 

In  FY  1992,  the  SPNS  budget  will  be  divided  between  the  dental 
reimbursement  program  and  the  demonstration  of  innovative  service 
delivery  models  for  persons  with  HIV  disease.     Approximately  $5.0 
million  will  be  used  to  reimburse  dental  schools  and  graduate  dental 
programs  for  uncompensated  dental  care  for  people  with  HIV  disease. 
Dental  schools  have  become  one  of  the  major  providers  of  dental  care 
for  people  with  HIV  disease .     The  remaining  SPNS  funds 
(approximately  $5.6  million)  will  be  used  for  second  year 
continuations  (estimated  at  $4.6  million)  of  SPNS  projects  funded  in 
Fiscal  Year  1991  a  nd  a  limited  number  of  awards  to  new  grantees 
(approximately  $1.0  million).     We  anticipate  that  at  least  one 
additional  project  in  the  mental  health  services  category  will  be 
funded. 

Mr.  Hoyer:     Can  you  provide  the  Committee  an  analysis  of  the 
activities  carried  out  under  SPNS  for  the  past  two  years  with 
respect  to  the  specific  activities  funded,  new  starts, 
continuations,  and  funding  levels? 
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Dr.  Harmon:     In  FY  1991,   $8.6  million  of  the  FY  1991 
appropriation  for  Title  II  of  the  Ryan  White  CARE  Act  was  made 
available  for  SPNS  as  follows: 

(a)  $4.4  million  to  fund  programs  that  demonstrate  models  for 
the  care  of  individuals  with  HIV  disease.     22  projects  were  funded 
(20  for  a  3-year  project  period  and  2  for  a  2-year  project  period); 

(b)  $3  million  for  reimbursing  uncompensated  HIV  dental  care 
provided  at  dental  schools  and  graduate  dental  programs.  56 
institutions  were  funded  for  a  one  year  award;  and 

(c)  $1.2  million  for  transition  year  funding  to  States  whose 
overall  Title  II  formula  grants  were  less  than  funds  received  in  the 
prior  fiscal  year  for  four  prior  year  categorical  AIDS  service  grant 
programs.     This  was  one  time  funding  in  the  transition  year  (6  month 
project  period)  and  was  distributed  to  19  states.     All  of  the 
eligible  entities  with  the  exception  of  Guam  and  West  Virginia 
submitted  an  application  and  were  awarded  funds. 

In  FY  1992,   $10.6  million  of  the  FY  1992  appropriation  for 
Title  II  will  be  divided  between  the  dental  reimbursement  program 
and  the  demonstration  of  innovative  service  delivery  models  for 
persons  with  HIV  disease: 

(a)  $5.0  million  will  be  used  to  reimburse  dental  schools  and 
graduate  dental  programs  for  uncompensated  dental  care  for  people 
with  HIV  disease.  We  anticipate  approximately  125  awards  in  FY  1992; 

(b)  $4.6  million  will  be  used  to  continue  the  22  Primary  SPNS 
category  of  projects  funded  in  Fiscal  Year  1991  funds;  and 

(c)  $1.0  million  for  new  grantees.  We  anticipate  that  at  least 
one  additional  project  will  be  funded  in  the  mental  health  category 
of  services. 

TRAVEL  RESTRICTIONS 

Mr.  Hoyer:     How  have  the  travel  restrictions  specifically 
impacted  on  HRSA's  ability  to  oversee  and  provide  technical 
assistance  to  Ryan  White  Act  grantees? 

Dr.  Harmon:     Overall  the  agency's  travel  budget  has  been 
reduced  by  approximately  35  percent  compared  with  FY  1991  actuals. 
With  respect  to  Ryan  White  grantees  including  SPNS  grantees  at  a 
time  of  increased  grantees,   the  restrictions  substantially  reduce 
the  ability  to  respond  to  requests  for  technical  assistance  in 
program  development  from  areas  newly  eligible  for  funding  (Title  I) 
as  well  as  from  areas  funded  in  FY  1991.     The  number  of  site  visits 
to  all  HIV  program  grantees  has  been  substantially  reduced.  This 
would  be  particularly  true  for  Title  II  grantees.     Travel  related  to 
development  and  implementation  of  a  uniform  reporting  system  will  be 
reduced. 

EVALUATION  ACTIVITIES 
Mr.  Hoyer:     How  does  HRSA  coordinate  its  evaluation  activities 
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and  funds  for  Ryan  White  programs  with  those  administered  by  the 
AHCPR? 

Dr.  Harmon:     HRSA  and  AHCPR  staff  regularly  hold  meetings  to 
coordinate  the  use  of  information  from  AHCPR  grants  and  from  the 
Ryan  White  CARE  Act  program  and  related  evaluations.     For  example, 
we  are  exploring  ways  to  collaborate  with  ACHPR  on  a  joint  analysis 
of  their  AIDS  Cost  and  Service  Utilization  Survey.     The  December 
1991  HIV-AIDS  Health  Services  Research  and  Delivery  Conference  is 
another  example  of  a  joint  HRSA- AHCPR  activity.     At  that  conference 
Ryan  White  Care  Act  providers  discussed  the  findings  of  recent  AHCPR 
HIV- funded  studies  and  the  implications  of  these  findings  for  the 
delivery  of  HIV- related  care  through  activities  support  by  the  Ryan 
White  CARE  Act. 

TUBERCULOSIS 

Mr.  Hoyer:     Does  HRSA  have  any  responsibility  for  facilities 
that  provide  care  services  for  individuals  infected  with  the 
resistant  strains  of  TB? 

Dr.  Harmon:     At  this  time  HRSA  has  no  facilities  devoted 
specifically  to  the  treatment  of  TB. 

Mr.  Hoyer:     Will  you  elaborate  on  how  HRSA  can  effectively 
participate  in  controlling  the  spread  of  this  disease? 

Dr.  Harmon:     The  number  of  TB  cases  in  the  United  States  has 
significantly  risen  in  recent  years,  including  the  emergence  of 
multi-drug  resistant  cases.     Many  of  the  individuals  who  test  TB 
positive  are  among  the  groups  of  special  populations  that  are  users 
of  HRSA- funded  health  centers  such  as    homeless  people,  migrant 
workers,   those  who  are  HIV  positive,  underserved  minorities, 
immigrants ,  and  refugees . 

Currently,  protocols  are  being  proposed  that  would  address  the 
problems  of  TB  transmission  in  homeless  shelters  and  migrant  camps. 
These  protocols  include  tracking  systems  to  provide  continuity  of 
care,  training  workers  to  provide  directly  observed  therapy, 
establishment  of  clinics  on  site,  mandatory  TB  screening  of  all 
users  and  health  care  worker  staff,  and  assessment  of  air  flow  and 
other  aspects  of  facilities  that  could  affect  TB  transmission. 

TB  screenings  are  part  of  the  routine  of  screening  services 
that  have  been  offered  at  HRSA- funded  Community  and  Migrant  Health 
Centers  for  many  years.     Individuals  who  test  positive  for  TB  are 
referred  to  State  and  local  health  departments  for  case  management 
and  treatment.     Within  current  funding,  protocols  could  be  developed 
to  increase  collaboration  and  linkages  for  HRSA  funded  health 
centers  with  State  and  local  health  departments  to  have  greater 
success  in  the  screening,  diagnosis  and  follow-up  of  TB  cases. 
On-site  treatment  protocols  (including  TB  drugs  and  directly 
observed  therapy)  and  facilities  at  HRSA  funded  centers  would 
require  additional  funding. 
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RYAN  WHITE  ACT  -  MENTAL  HEALTH  SERVICES 

Mr.  Hoyer:     The  Ryan  White  Act  promised  support  for  a  whole 
continuum  of  AIDS  services  including  mental  health.     Mental  health 
needs  were  identified  throughout  the  bill  as  an  important  priority. 
To  what  extent  are  mental  health  services  provided  under  Title  I  of 
the  Ryan  White  Act?     What  percentage  of  funds  are  allocated  to 
mental  health  services  under  Title  I?     Would  you  please  supply,  for 
the  record,   the  names  of  the  mental  health  representatives  to  the 
Title  I  planning  councils?     Would  you  please  supply,   for  the  record, 
the  names  of  all  organizations  receiving  funding  directly  or 
indirectly  under  Title  I  for  the  delivery  of  mental  health  services? 

Dr.  Harmon:     The  sixteen  eligible  metropolitan  areas  (EMAs) 
funded  in  FY  1991,   the  first  year  of  the  Ryan  White  Act,  indicated 
in  their  applications  that  an  estimated  7.3  percent  of  FY  1991  Title 
I  funds  would  be  used  specifically  for  mental  health  services.  In 
some  cases ,   some  of  the  funds  allocated  for  primary  care  included 
mental  health  services,   e.g.,  neuropsychiatric  assessments  and 
treatment . 

In  their  applications  for  FY  1992  funds,   the  16  EMAs  funded  in 
FY  1991  included  information  on  contracts  awarded  in  their  first 
year  of  implementation  for  the  Ryan  White  CARE  Act.     We  have 
initiated  an  analyses  of  actual  allocations  across  services 
categories,   including  mental  health  services,   for  Title  I  EMAs,  as 
well  as  for  Title  II  state  grants  recipients.     We  will  provide  you 
with  the  additional  information  you  have  requested  in  approximately 
45  days . 

The  names  of  current  mental  health  representatives  to  the 
Title  I  Planning  Councils,   including  the  two  new  EMAs  funded  in  FY 
1992,  follows: 

Alameda  County/Oakland,  CA 

Zakiyyah  EI'  Ami-Hameed 

AIDS  Minority  Health  Initiative 

Genoveva  Calloway 

Contra  Costa  Mental  Health  Administration 

Boston,  MA 

Marshall  Forstein,  M.D. 
Norma  Gargia 

Baltimore 

Michael  Bryant 

Universal  Counseling  Service 

Broward  County/Ft.  Lauderdale 
Thomas  E.  Doriety 

Nova  Community  Mental  Health  Center 

Chicago,  II 

Sidney  Thomas 

Edgewater  Uptown  Community  Mental  Health  Center 
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Dallas  County,  TX 

Dr.  Brenda  Wall 

District  of  Columbia 
Vacant 

Fulton  County /Atlanta,  GA 
Maury  Weil 

Donn  Richardson,  M.S.W. 

Jesse  R.   Peel,  M.D. 

Harris  County /Houston ,  TX 
Jan  Duker,  Ph.D. 
MHMRA 

Francisco  Fernandez,  M.D. 

Hudson  County /Jersey  City,  NJ 
Roseann  Mazzeo 

Christ  Hospital  Community  Mental  Health  Center 
Hudson  County  Mental  Health  Advisory  Council 

Margaret  Murtha 

Director,  Mount  Carmel  Guild 

Hudson  County  Mental  Health  Advisory  Council 

Los  Angeles ,  CA 

Torie  Osborn 
Executive  Director 

Gay  and  Lesbian  Community  Services  Center 

Gabe  Kruks  (Alternate) 

Metro -Dade  County/Miami,  FL 
Vacant 

Newark ,  NJ 

William  Powell 

Essex  County  Mental  Health 

New  York  NY 

Cynthia  Dames 

Coalition  for  Voluntary  Mental  Health,  Mental  Retardation 
and  Alcoholism  Agencies 

Billy  Jones,  M.D. 
Commissioner 

New  York  City  Department  of  Mental  Health,  Mental 
Retardation  and  Alcoholism  Services 

Philadelphia,  PA 

Sherri  Archer 
Community  Council  MH/MR 


San  Diego,  CA 


365 


David  McWhirter,  M.D. 

San  Diego  County  Psychiatric  Hospital 

San  Francisco,  CA 

Estela  Garcia,  Ph.D. 
Instituto  Familiar  de  la  Raza 

San  Juan,  PR 

Dr.   Iris  Zavala 

Mr.  Hoyer:     Title  II  of  the  Ryan  White  Act  was  meant  to 
establish  a  continuum  of  care  in  areas  of  the  country  not  deemed  to 
be  epicenters  of  the  AIDS  epidemic.     Part  of  that  continuum  was 
intended  to  include  mental  health  services  and  such  services  were 
specified  components.     In  the  consortia  and  home  and  community-based 
care  provisions  of  Title  II.     Please  identify  for  the  record,  a 
percentage  breakdown  of  dollars  under  Title  II  being  allocated  for 
mental  health  services  in  each  of  the  states.     Please  also  identify 
for  the  record,   the  names  of  those  agencies  or  organizations 
receiving  funds,  either  directly  or  indirectly,   that  are  identified 
as  mental  health  service  programs. 

Dr.  Harmon:     We  cannot  answer  your  question  at  this  time 
because  currently  available  data  do  not  provide  the  detailed 
information  about  Consortia  subcontract  activities.     Although  States 
are  required  to  provide  this  information,   the  States  apply  differing 
definitions  to  mental  health  services  and  to  the  purpose  of  these 
services  in  their  consortia.     This  will  require  extensive  follow-up 
with  them  to  acquire  the  more  detailed  information  and  to  verify 
incomplete  or  partial  information  already  submitted.     We  estimate 
this  will  take  approximately  90  days  and  will  provide  a  report  to 
the  Committee  at  that  time. 
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AIDS  TITLE  I 

Mr.  Mrazek:     The  justification  document  indicates  that  six  new 
areas  will  be  eligible  for  Title  I  funding,  and  that  caseloads  of 
the  18  currently  funded  areas  are  increasing  30%  annually.     How  will 
the  proposed  increase  of  22%   ($27  million)   for  Title  I  be  sufficient 
to  cover  six  new  cities,   as  well  as  Increased  caseloads  in  existing 
areas? 

Dr.  Harmon:     Since  Title  I  funds  must  be  awarded  50  percent  by 
formula  and  50  percent  through  competitive  grants ,   the  total  amount 
received  by  new  eligible  areas  in  FY  1993  cannot  be  fully  estimated. 
For  formula  grants  and  assuming  6  new  areas,   approximately  $5.6 
million  of  the  increase  we  are  requesting  could  be  awarded  as 
formula  grants  to  new  areas .     The  18  areas  that  have  already 
received  $59.7  million  in  FY  1992  formula  grants  could  receive 
approximately  $67.3  million  in  FY  1993,   an  overall  increase  of 
approximately  11%,  or  $7.5  million.     Title  I  formula  awards  will  be 
based,   on  the  number  of  AIDS  cases  as  of  March  31,   1992.     The  amount 
of  the  increase  for  an  individual  area  will  vary. 

For  supplemental  grants  and  assuming  a  similar  ratio  between 
previously  funded  and  new  areas  for  supplemental  grants,  new  areas 
could  receive  up  to  $5.9  million  in  supplemental  grants  and 
previously  funded  areas  would  receive  approximately  $7.9  million  of 
the  $27  million  increase. 

In  summary,  based  on  the  above  assumptions,   the  newly  eligible 
areas  would  receive  approximately  43%,   or  $11.6  million,   of  the  $27 
million  increase.     The  18  areas  funded  in  FY  1992  would  receive 
approximately  57%,   or  $15.4  million,   of  the  $27  million  increase. 
The  18  cases  funded  in  FY  1992  could  receive  an  overall  increase 
(formula  and  supplemental  combined)  of  approximately  12.9%  although 
the  amount  of  increase  for  each  area  may  vary. 

Mr.  Mrazek:     How  much  of  the  proposed  $27  million  increase  will 
be  devoted  to  new  areas,   and  how  much  to  existing  areas? 

Dr.  Harmon:     Since  Title  I  funds  must  be  awarded  50  percent  by 
formula  and  50  percent  through  competitive  grants ,   the  total  amount 
received  by  new  eligible  areas  in  FY  1993  can  not  be  fully 
estimated.     Assuming  six  new  areas,   approximately  $5.6  million  of 
the  increase  we  are  requesting  could  be  awarded  as  formula  grants  to 
new  areas.     The  18  areas  that  have  already  received  $59.7  million  in 
FY  1992  formula  grants  could  receive  approximately  $67.3  million  in 
FY  1993  an  overall  increase  of  $7.5  million.     Title  I  formula  awards 
will  be  based,    in  part,   on  the  number  of  AIDS  cases  as  of  March  31, 
1992.     The  amount  of  the  increase  for  an  individual  area  will  vary. 

Assuming  a  similar  split  for  supplemental  grants,  new  areas 
could  receive  up  to  $5.9  million  in  supplemental  grants  and  previous 
funded  areas  would  receive  approximately  $7.9  million  of  the  $27 
million  increase. 

Mr.  Mrazek:     Please  provide  a  list  of  the  areas  receiving  Title 
I  funds  in  FY  1991  and  1992,   including  amounts  received. 
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Dr.  Harmon: 

The  answer 

follows : 

FY 

1991 

FY  1992' 

Formula 

Supplemental 

Total 

Formula 

Area 

Grants 

Grants 

Awarded 

Grants 

New  York,  NY 

$15,823,908 

$17,633,611 

$33,457,519 

20,721,464 

San  Francisco,  CA 

6,393,866 

6,319,965 

12,713,831 

8,349,464 

Los  Angeles,  CA 

3,924, 157 

3,924,157 

7,848,314 

7,437,999 

Newark,  NJ 

1,967,713 

2, 143,890 

4, 111,603 

2,589,320 

Miami,  FL 

1,855,962 

1,188,339 

3,044,301 

2,585,962 

Houston,  TX 

1,827,980 

1,882,230 

3,710,210 

2,517,997 

Washington,  DC 

1,657,310 

1,735,474 

3,392,784 

2,312,689 

Chicago,  IL 

1,350,746 

1,879,053 

3,229,799 

1,834, 118 

San  Juan,  PR 

1,182,944 

498,137 

1,681,081 

1,841,790 

Atlanta,  GA 

1,182,361 

941,414 

2,123,775 

1,669,518 

Philadelphia,  PA 

1,161,925 

1,161,925 

2,323,850 

1,568,896 

Fort  Lauderdale,  FL 

1,083,887 

723,412 

1,807,299 

1,505,529 

Dallas,  TX 

978,854 

400,580 

1,379,434 

1,337,551 

Boston,  MA 

916,607 

1,319,660 

2,236,267 

1, 196,765 

San  Diego,  CA 

858,223 

601,982 

1,460,205 

1, 161,427 

Jersey  City,  NJ 

875,057 

687,671 

1,562,728 

1,157,894 

Oakland,  CA 

na 

na 

na 

1,004,595 

Baltimore,  MD 

na 

na 

na 

920,399 

TOTAL  : 

$43,041,500 

$43,041,500 

$86,083,000 

$59,713,000 

'  FY  1992  Supplemental  grants  of  $59,713,000,  will  be  awarded  April  1,1992. 

Mr.  Mrazek:     What  new  areas  are  expected  to  receive  funds  in 
FY  93? 

Dr.   Harmon:     Based  on  CDC  data  through  February  28,   1992,  we 
estimate  at  least  four,  and  possibly  seven,  new  eligible  areas  in 
FY  1993.     The  statutory  deadline  for  FY  1993  is  March  31,  1992. 

Three  new  areas  are  already  eligible  with  more  than  2,000 
cumulative  AIDS  cases.     They  are:     Seattle,  WA,    (2,174  cases); 
Tampa -St. Petersburg,  FL  (2,139  cases);  and  Nassau-Suffolk,  NY  (2,025 
cases).     A  fourth  area,  New  Orleans,  LA  (1,993),   is  also  likely  to 
reach  eligibility  by  the  March  31  deadline.     The  remaining  three 
possibilities  are:     Anaheim,  CA  (1,921),  Detroit,  MI  (1,919),  and 
West  Palm  Beach,   FL  (1,883). 

AIDS  -  TITLES  II,  III 

Mr.  Mrazek:     Given  the  continued  rapid  spread  of  the  AIDS 
epidemic,   and  the  fact  that  almost  half  of  the  new  reported  cases 
are  coming  from  areas  outside  the  18  Title  I-funded  areas,  why  has 
HRSA  proposed  no  increase  for  Title  II  or  Title  III?    Will  that  not 
result  in  a  significant  decrease  in  current  program  and  service 
levels? 

Dr.  Harmon:     We  are  asking  for  an  increase  for  Title  I  to  cover 
the  anticipated  additional  areas  that  will  be  eligible  for  FY  1993 
funds.     The  highest  priority  was  felt  to  be  additional  funds  to 
cover  these  additional  areas  so  as  to  avoid  decreases  in  care  to 
originally  eligible  cities.     Approximately  61%-62%  of  AIDS  cases 
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live  in  Title  I  eligible  metropolitan  areas .     AIDS  patients  and 
persons  with  HIV  infection  are  living  longer  and  the  costs  of  their 
care,  because  of  new  medications,  monitoring  and  increased  length  of 
time  for  treatment  is  increasing.     The  Department's  primary  funding 
source  for  care  for  AIDS  patients  is  through  medicaid  and  medicare, 
which  is  increasing  dramatically  --  +23%,   or  +$315  million  in  1993. 

AIDS  TITLE  II  -  SPNS 

Mr.  Mrazek:     What  is  the  impact  of  the  $5  million  set-aside  for 
dental  programs  within  Title  II  SPNS  in  terms  of  maintaining  or 
expanding  other  programs  and  services  funded  under  SPNS? 

Dr.  Harmon:     The  result  is  a  severe  limitation  to  the  agency's 
ability  to  fund  evaluations  of  innovative  care  options  to  special 
populations  e.g.  women,   incarcerated,  Native  Americans  and  other 
minorities  or  special  services,   e.g.  mental  health,   substance  abuse 
or  housing/care  sendees  . 

HEALTHY  START 

Mr.  Mrazek:  Please  provide  a  breakdown  of  the  funding  for  each 
of  the  Healthy  Start  communities  for  Fiscal  Years  1991  and  1992,  as 
well  as  the  anticipated  levels  for  FY  1993. 

Dr.  Harmon:     Fiscal  year  1991  Healthy  Start  grants  totaling 
approximately  $23.8  million  were  awarded  to  15  communities  on 
September  30,   1991.     The  breakdown  of  this  funding  for  each  of  the 
Healthy  Start  communities  is : 


COMMUNITIES 

TOTAL  BUDGET 

Aberdeen 

$1,518,411 

Baltimore 

$1,656,851 

Birmingham 

$1,744,477 

Boston 

$1,871,225 

Chicago 

$1,583,923 

Cleveland 

$1,537,688 

Detroit 

$1,869,902 

Gary 

$284,076 

New  Orleans 

$1,245,677 

New  York 

$1,871,225 

Oakland 

$1,871,225 

Pee  Dee  Region 

$1,213,109 

Philadelphia 

$1,856,998 

Pittsburgh 

$1,844,237 

Washington,  D.C. 

$1,854,676 

For  FY  1992,  continuing  funding  will  be  made  to  these  15 
Healthy  Start  projects  by  September  30,  1992.  The  breakdown  of  the 
funding  of  each  of  these  communities  will  not  be  known  until  the 
receipt,  review  and  approval  of  the  submission  of  their  Healthy 
Start  Comprehensive  Plans  and  budget  requests. 


For  FY  1993,   the  President's  budget  contains  a  request  for  $143 
million  for  Healthy  Start.     Individual  funding  levels  are  not 
available  at  this  time. 
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NURSING  EDUCATION 

Mr.  Pursell:     The  Administration's  fiscal  year  1993  budget 
proposes  to  terminate  Federal  assistance  for  nursing  education 
except  for  one  small  program  for  students  from  disadvantaged 
backgrounds.     The  entire  appropriation  for  Nurse  Education  Act 
programs  was  about  $61  million  in  1992,  and  this  money  provided  not 
only  scholarships  for  undergraduates  but  funding  for  advanced  nurse 
practitioners,  clinicians  and  midwives  who  are  increasingly  the  only 
sources  of  primary  care  for  many  rural  and  underserved  populations . 
As  our  population  ages  and  we  are  able  to  keep  people  with  chronic 
and  often  serious  conditions  alive  without  curing  them,  we  are  going 
to  need  many  nurses  and  probably  nurses  with  more  education.  How 
can  these  needs  be  met  without  Federal  support? 

Dr.  Harmon:     There  are  signs  that  student  enrollments  are  up  in 
many  schools  of  nursing  as  the  effects  of  the  recession  are  felt  by 
many  families.     Many  of  these  students  are  older  and  return  to 
school  to  find  nursing  an  attractive  and  employable  occupation.  We 
do  not  believe  that  Federal  funds  are  required  to  influence  this 
trend. 

Mr.  Pursell:     In  view  of  the  Healthy  People  2000  initiative  of 
your  department  which  favors  health  promotion  and  disease 
prevention,  do  you  see  an  increasing  need  for  nurses  over  the  next 
few  years? 

Dr.  Harmon:  The  supply  of  nurses  will  not  be  affected,  but  the 
demand  for  nursing  services  will  probably  increase. 

Mr.  Pursell:     We  have  all  heard  how  many  State  budgets, 
particularly  for  higher  education,  have  been  frozen  or  reduced. 
Where  will  nurses  come  from  if  the  Federal  Government,  with  overall 
responsibility  for  public  health,  does  not  pick  up  some  of  the 
slack? 

Dr.  Harmon:     All  of  the  States  currently  have  nursing  education 
programs  which  prepare  some  undergraduate  and  graduate  level  nurses. 
Start-up  costs  are  not  necessary  and  tuition  should  provide 
sufficient  university  income  to  continue  these  programs. 

Mr.  Pursell:     The  Administration  has  recommended  a  significant 
reduction  in  the  Health  Education  and  Assistance  Loan  (HEAL) 
program.     How  are  medical  students,   for  which  these  loans  are 
authorized,   to  pay  the  enormous  costs  of  medical  education? 

Dr.  Harmon:     Since  the  current  authority  for  the  HEAL  program 
expired  at  the  end  of  FY  1991  and  since  the  program  has  not  been 
reauthorized,   the  FY  1993  HEAL  estimate  necessarily  reflects  the 
phase -down  of  the  program  consistent  with  current  law.     Under  phase - 
down,  continuing  medical  school  borrowers  would  be  able  to  receive 
HEAL  support.     Other  medical  school  borrowers  would  still  be  able  to 
obtain  support  through  other  programs,   such  as  Department  of 
Education  arid  private  sector  programs. 

Mr.  Pursell:  The  need  for  primary  care  practitioners  has  never 
been  greater.     This  has  been  recognized  by  the  Administration  and  is 
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at  least  in  part  responsible  for  the  change  in  Medicare 
reimbursement.     This  priority  has  not  been  reflected  in  the  budget 
request  when  it  comes  to  health  professions  training.  Preventative 
medicine  traineeships ,   family  practice  residencies,   family  medicine 
departments,  and  general  internal  medicine  and  pediatric  training 
programs  have  all  been  zeroed  out.     How  is  this  country  to  meet  the 
need  for  primary  care  physicians  if  we  don't  continue  their 
training? 

Dr.  Harmon:     The  President's  Budget  focuses  resources  on 
recipients  of  the  awards,  not  the  specialty  they  may  choose.  Our 
FY  1993  request  provides  $95.7  million  to  programs  which  target 
minority  and  disadvantaged  students.     The  budget  does  not  provide 
resources  for  broad-based  categorical  health  professions  training 
programs.     Those  awards  go  primarily  to  medical  school  departments 
to  offset  total  costs,  and  in  most  cases,   do  not  support  individual 
students . 

The  Administration  has  requested  additional  funds  for  training 
minority  health  professionals  and  the  National  Health  Service  Corps 
as  a  means  to  recruit  more  primary  care  physicians  who  are  willing 
to  practice  in  underserved  areas. 

Mr.   Pursell:     The  Secretary  has  identified  infant  mortality  as 
a  priority  for  the  Department.     Please  update  the  Subcommittee  on 
the  progress  of  the  Healthy  Start  program  in  addressing  this 
concern . 

Dr.  Harmon:     We  have  established  the  PHS  Interagency  Committee 
on  Infant  Mortality  (ICIM)  to  provide  program  planning  and 
coordination  of  the  wide  range  of  activities  in  dealing  with  infant 
mortality. 

We  also  established  the  Office  of  Healthy  Start  (OHS)  to  be 
the  Department's  focal  point  in  the  implementation  of  the  Healthy 
Start  Initiative.     OHS  works  closely  with  the  Healthy  Start 
projects.   It  provides  guidance  and  consultation  and  assists  the 
Healthy  Start  communities  in  their  project  development.     OHS  also 
promotes  and  coordinates  the  collaboration  of  other  Federal,  State, 
and  private  resources  and  programs  that  have  vested  interests  in  the 
Healthy  Start  communities.     ICIM  serves  in  an  advisory  role  to  the 
OHS. 

Another  important  part  of  the  Healthy  Start  program  involves  a 
national  public  information  and  education  campaign  to  raise 
awareness  about  infant  mortality  as  well  as  alert  the  populations  at 
risk  to  the  need  for  timely  and  quality  prenatal  care. 
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SPECIAL  PROJECTS  OF  NATIONAL  SIGNIFICANCE 

Mr.   Porter:     Last  year  the  Committee  heard  a  great  deal  about 
funding  for  mental  health  service  demonstrations  through  the  Special 
Projects  of  National  Significance  (SPNS)  provisions  of  the  Ryan 
White  Act.     The  Committee  included  some  report  language  in  the 
conference  report  on  the  1992  bill  addressing  these  concerns.  To 
what  extent  has  HRSA  funded  mental  health  demonstration  programs 
with  its  SPNS  funding?    Are  there  opportunities  to  provide 
additional  funding  for  this  much  neglected  area  of  AIDS  service 
delivery?     To  what  extent  has  the  funding  of  the  AIDS  dental  school 
program  through  SPNS  limited  the  ability  of  HRSA  staff  to  support  a 
full  range  of  approved  grants? 

Dr.  Harmon:     In  FY  1991,  HRSA  funded  5  mental  health 
demonstration  projects  under  the  SPNS  Program.     These  projects 
totaled  $1.2  million  or  approximately  27  percent  of  the  total 
funding  available  for  SPNS  excluding  funds  setaside  to  support 
dental  reimbursement. 

In  FY  1992,   the  SPNS  budget  will  be  divided  between  the  dental 
reimbursement  program  and  the  demonstration  of  innovative  service 
delivery  models  for  persons  with  HIV  disease.     Approximately  $4.9 
million  will  be  used  to  reimburse  dental  schools  and  graduate  dental 
programs  for  uncompensated  dental  care  for  people  with  HIV  disease. 
Dental  schools  have  become  one  of  the  major  providers  of  dental  care 
for  people  with  HIV  disease.     The  remaining  SPNS  funds, 
approximately  $5.6  million,  will  be  used  for  second  year 
continuations,  estimated  at  $4.6  million,  of  SPNS  projects  funded  in 
FY  1991  and  a  limited  number  of  awards  to  new  grantees, 
approximately  $1.0  million.     We  anticipate  that  at  least  one 
additional  project  in  the  mental  health  services  category  will  be 
funded. 

There  are  no  other  opportunities  under  Title  II  to  provide 
additional  direct  federal  funding  for  this  area  of  AIDS  service 
delivery. 

The  "earmarking"  of  funds  for  the  program  to  compensate  dental 
schools  and  graduate  dental  programs  for  unreimbursed  oral  health 
care  to  HIV/AIDS  patients  limits  the  amount  of  funds  available  for 
the  primary  SPNS  category  of  grants  to  support  development  and 
evaluation  of  needed  services  to  underserved  populations ,  and 
innovative  ways  of  organizing  and  delivering  care  including  funds 
used  to  support  the  mental  health  services  projects. 

RYAN  WHITE  ACT 

Mr.  Porter:     The  Ryan  White  Act  promised  support  for  a  whole 
continuum  of  AIDS  services  including  mental  health.     Mental  health 
needs  were  identified  throughout  the  bill  as  an  important  priority. 
To  what  extent  are  mental  health  services  provided  under  Title  I  of 
the  Ryan  White  Act?    What  percentage  of  funds  are  allocated  to 
mental  health  services  under  Title  I?    Would  you  please  provide  the 
names  of  the  mental  health  representatives  to  the  Title  I  planning 
councils?    Would  you  please  list  the  names  of  all  organizations 
receiving  funding  directly  or  indirectly  under  Title  I  for  the 
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delivery  of  mental  health  services? 

Dr.  Harmon:     The  sixteen  eligible  metropolitan  areas  (EMAs) 
funded  in  FY  1991,   the  first  year  of  the  Ryan  White  Act,  indicated 
in  their  applications  that  an  estimated  7.3  percent  of  FY  1991  Title 
I  funds  would  be  used  specifically  for  mental  health  services .  In 
some  cases ,   some  of  the  funds  allocated  for  primary  care  included 
mental  health  services,   e.g.,  neuropsychiatric  assessments  and 
treatment . 

In  their  applications  for  FY  1992  funds  the  16  EMAs  funded  in  FY 
1991  included  information  on  contracts  awarded  in  their  first  year 
of  implementation  for  the  Ryan  White  CARE  Act.     We  have  initiated  an 
analyses  of  actual  allocations  across  services  categories,  including 
mental  health  services,   for  Title  I  EMAs  (as  well  as  for  Title  II 
state  grants  recipients) .     We  will  provide  you  with  the  additional 
information  you  have  requested  in  approximately  45  days. 

The  names  of  current  mental  health  representatives  to  the  Title 
I  Planning  Councils,   including  the  two  new  EMAs  funded  in  FY  1992, 
follows : 

Alameda  County/Oakland,  CA 
Zakiyyah  EI'  Ami-Hameed 
AIDS  Minority  Health  Initiative 

Genoveva  Calloway 

Contra  Costa  Mental  Health  Administration 

Boston,  MA 

Marshall  Forstein,  M.D. 
Norma  Gargia 

Baltimore 

Michael  Bryant 

Universal  Counseling  Service 

Broward  County/Ft.  Lauderdale 
Thomas  E.  Doriety 

Nova  Community  Mental  Health  Center 

Chicago,  II 
Sidney  Thomas 

Edgewater  Uptown  Community  Mental  Health  Center 

Dallas  County,  TX 
Dr.   Brenda  Wall 

District  of  Columbia 
Vacant 

Fulton  County /Atlanta,  GA 
Maury  Weil 

Donn  Richardson,  M.S.W. 


Jesse  R.   Peel,  M.D. 
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Harris  County /Houston.  TX 
Jan  Duker,  Ph.D. 
MHMRA 

Francisco  Fernandez,  M.D. 

Hudson  County/Jersey  City,  NJ 
Roseann  Mazzeo 

Christ  Hospital  Community  Mental  Health  Center 
Hudson  County  Mental  Health  Advisory  Council 

Margaret  Murtha 

Director,  Mount  Carmel  Guild 

Hudson  County  Mental  Health  Advisory  Council 

Los  Angeles ,  CA 
Torie  Osborn 
Executive  Director 

Gay  and  Lesbian  Community  Services  Center 

Gabe  Kruks  (Alternate) 

Metro-Dade  County /Miami ,  FL 
Vacant 

Newark .  NJ 

William  Powell 

Essex  County  Mental  Health 

New  York  NY 
Cynthia  Dames 

Coalition  for  Voluntary  Mental  Health,  Mental  Retardation  and 
Alcoholism  Agencies 

Billy  Jones,  M.D. 
Commissioner 

New  York  City  Department  of  Mental  Health,  Mental  Retardation 
and  Alcoholism  Services 

Philadelphia.  PA 
Sherri  Archer 
Community  Council  MH/MR 

San  Diego.  CA 

David  McWhirter,  M.D. 

San  Diego  County  Psychiatric  Hospital 

San  Francisco.  CA 
Estela  Garcia,  Ph.D. 
Instituto  Familiar  de  la  Raza 

San  Juan.  PR 

Dr.   Iris  Zavala 

Mr.  Porter:     Title  II  of  the  Ryan  White  Act  was  meant  to 
tablish  a  continuum  of  care  in  areas  of  the  country  not  deemed  to 
epicenters  of  the  AIDS  epidemic.     Part  of  that  continuum  was 
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intended  to  include  mental  health  services ,   and  such  services  were 
specified  components  in  the  consortia  and  home  and  community-based 
care  provision  of  Title  II.     What  percentage  of  funding  under  Title 
II  is  being  allocated  for  mental  health  services  in  each  of  the 
states?     Please  also  identify  the  names  of  those  agencies  or 
organizations  receiving  funds,   either  directly  or  indirectly,  that 
are  identified  as  mental  health  service  programs . 

Dr.  Harmon:     We  cannot  answer  your  question  at  this  time  because 
currently  available  data  do  not  provide  the  detailed  information 
about  Consortia  subcontract  activities.     Although  States  are 
required  to  provide  this  information,   the  States  apply  differing 
definitions  to  mental  health  services  and  to  the  purpose  of  these 
services  in  their  consortia.     This  will  require  extensive  follow-up 
with  them  to  acquire  the  more  detailed  information  and  to  verify 
incomplete  or  partial  information  already  submitted.     We  estimate 
this  will  take  approximately  90  days  and  will  provide  a  report  to 
the  Committee  at  that  time . 


375 


FAMILY  PRACTICE  TRAINING  PROGRAMS 

Mr.  Weber:     Dr.  Harmon,  what  are  the  criteria  used  to  decide 
which  family  practice  training  programs  are  eligible  to  receive  or 
continue  to  receive  Title  VII  funding? 

More  specifically,  are  you  looking  at  the  track  record  of  these 
programs  to  see  where  the  family  physicians  they  produce  choose  to 
practice  and  to  see  whether  they  have  an  active  program  for 
assisting  rural  communities  in  their  States  to  recruit  and  retain 
physicians? 

Dr.  Harmon:     Over  30  percent  of  all  projects  funded  from  1989- 

1991  focused  specifically  on  training  and  placing  residents  and 
graduates  in  Health  Professional  Shortage  Areas  in  rural  areas  and 
inner  cities.     In  fiscal  year  1992  the  criteria  for  selecting 
projects  for  family  practice  residency  training  included  funding 
factors  that  required  even  greater  effort  on  the  part  of  applicants 
to  qualify  for  funding  in  terms  of  shortage  area  training.  Most 
applicants  who  are  expected  to  compete  successfully  for  fiscal  year 

1992  support  are  ones  with  substantial  training  programs  in  shortage 
areas . 

RURAL  HEALTH 

Mr.  Weber:     Dr.  Harmon,  would  you  agree  that  the  Rural  Health 
Clinic  Program  has  great  potential  for  meeting  the  primary  care 
needs  of  communities  which  may  not  be  able  to  support  a  physician? 

What  steps  are  you  taking  to  inform  governors  and  other 
appropriate  state  leaders  about  the  availability  of  this  option  for 
rural  communities? 

Dr.  Harmon:     I  agree.     We  need  systems  of  care  in  rural  areas 
in  which  nurse  practitioners  and  physician  assistants  help 
physicians  provide  care  in  the  smaller  and  more  remote  communities. 
When  medical  practices  are  certified  under  the  Medicare  Rural  Health 
Clinic  Act  provisions  they  promise  to  do  just  that.     In  return  they 
receive  higher  reimbursement  for  their  medicare  patients.     The  Rural 
Health  Clinic  Act  is,   therefore,  a  strong  incentive  for  using  nurse 
practitioners  and  physician  assistants,  as  well  as  nurse  midwives , 
clinical  psychologists,  and  social  workers  in  the  communities  that 
are  too  small  to  support  physicians. 

I'm  sure  you  realize  that  the  Rural  Health  Clinic  Act  is 
administered  by  the  Health  Care  Financing  Administration  (HCFA) .  A 
few  years  ago  the  maximum  payment  for  each  patient  encounter  at 
these  clinics  was  raised  substantially.     At  that  time  HRSA's  Office 
of  Rural  Health  Policy  began  to  work  closely  with  HCFA  to  publicize 
the  advantages  of  rural  health  clinics.     For  example,   the  Office,  in 
collaboration  with  the  National  Rural  Health  Association,  developed 
a  description  of  the  Rural  Health  Clinic  program  that  has  been 
distributed  to  thousands  of  hospitals,   state  health  agencies, 
physicians,  mid-level  practitioners,   and  others.     So  we  in  HRSA  take 
some  credit,  with  HCFA,   for  the  increase  in  rural  health  clinics, 
from  450  to  780,  during  the  past  3  years. 
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We  also  are  promoting  the  use  of  these  "physician  extenders," 
as  they  are  sometimes  called,   through  other  HRSA  programs.     We  have 
beefed  up  our  National  Health  Service  Corps  scholarships  to  nurse 
practitioners  and  physician  assistants.     We  support  a  number  of 
health  professions  education  programs  that  graduate  these 
professionals . 

Mr.  Weber:     Dr.  Harmon,   the  Department  of  Agriculture's 
Cooperative  Extension  Service  has  an  established  network  and 
outreach  capability  throughout  rural  America.     As  you  may  know,  last 
year  we  provided  $100,000  for  a  model  project  using  the  extension 
service  to. assist  rural  communities  in  assessing  their  health  care 
needs  now  and  in  the  future  and  planning  to  meeting  those  needs. 

Are  you  aware  of  this  project?  Are  you  doing  any  work  with  the 
Department  of  Agriculture  to  share  with  them  your  Agency's  expertise 
and  resources  in  meeting  rural  health  care  needs? 

Dr.   Harmon:     The  Director  of  the  Office  of  Rural  Health  Policy 
has  met  with  Mr.  Myron  Johnsrud  on  this  and  related  issues,   as  have 
members  of  his  staff.     We  have  a  strong  commitment  to  support 
extension  activities,  and  we  work  closely  with  them.     The  38  State 
Offices  of  Rural  Health  we  find  are  all  closely  tied  to  their  State 
extension  programs. 

Let  me  give  you  a  concrete  example.     As  you  probably  know, 
tractor  roll  overs  are  the  leading  cause  of  death  and  disability 
from  farm  accidents.     Recently  one  of  our  grantees  published  a 
directory  of  manufacturers  of  tractor  roll  bars  and  rollover 
protective  devices.     The  directory  enables  a  farmer  to  order  a  roll 
bar  from  a  manufacturer,  have  it  shipped  to  him,  and  then  have  it 
retrofitted  too  an  older  tractor.     We  directed  our  grantee  to  put 
that  directory  into  the  hands  of  every  extension  agent  in  America, 
and  that  has  been  done . 

Mr.  Weber:     Dr.  Harmon,  would  you  agree  that  one  of  the 
fundamental  parts  of  a  strong  rural  health  care  system  is  emergency 
medical  services  and  that  in  most  rural  areas,   the  emergency 
response  services  are  deteriorating?    What  steps  is  your  agency 
taking,   if  any,   to  assist  rural  communities  to  strengthen  emergency 
services?     In  your  view,  what  steps  do  we  need  to  take  to  strengthen 
these  services?     Is  your  agency  working  with  the  Department  of 
Transportation  on  this  problem? 

Dr.  Harmon:     I  agree  that  emergency  medical  services  (EMS)  are 
a  vital  component  of  the  rural  health  care  system.     Unstable  rural 
economics  and  significant  changes  in  health  care  delivery  appear  to 
be  weakening  the  EMS  system  in  many  rural  areas.     Another  factor 
affecting  rural  EMS  systems  is  that  population  shifts  and  economic 
conditions  are  causing  many  volunteers,  who  in  the  past  have 
developed  and  operated  the  systems,   to  leave  the  EMS  staff  pool. 
Often  these  volunteers  are  not  replaced.     The  primary  problems  that 
continue  to  plague  rural  EMS  include  inadequate  public  access, 
extended  response  times,   lack  of  public  education,   shortage  of 
volunteer  personnel,   limited  available  training  opportunities, 
absence  of  strong  medical  control,   inadequate  funding,   and  lack  of  a 
coordinated  systems  approach. 
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In  November  1990,   the  President  signed  the  Trauma  Care  Systems 
Planning  and  Development  Act  (P.L.   101-590,   Title  XII  of  the  Public 
Health  Service  Act) .     The  Act  establishes  a  grant  program  for  public 
and  nonprofit  private  entities  for  the  purpose  of  carrying  out 
research  and  demonstration  projects  with  respect  to  improving  the 
availability  and  quality  of  EMS  in  rural  areas.     The  Act  focuses  on 
five  priority  areas  for  funding,  including: 

•  Developing  innovative  uses  of  new  and  current  communications 
technologies ; 

•  Developing  curricula  for  training  EMS  personnel  in  transport 
and  resuscitation,  with  special  attention  to  long  transports 
and  minimizing  delays;   and  management  of  EMS  system  operations; 

•  Making  training  for  original  certification  and  continuing 
education  more  accessible  through  telecommunications,  home 
studies,  providing  teachers  and  training  at  accessible 
locations,  and  other  methods; 

•  Developing  protocols  and  agreements  to  increase  access  to 
prehospital  care  and  equipment  necessary  for  the  transportation 
to  appropriate  facilities;  and 

•  Evaluating  the  effectiveness  of  protocols  regarding  emergency 
medical  services  and  systems. 

The  Act  requires  that  special  consideration  be  given  to  any 
applicant  that  will  provide  services  in  any  rural  area  identified  by 
a  State  for  which  there  is  no  access  to  EMS  through  the  911 
telephone  number,  no  basic  life-support  system,  or  no  advanced  life- 
support  system. 

Initial  planning  for  implementation  of  this  rural  grant 
program,  pending  the  delegation  of  authority,   is  being  carried  out 
consistent  with  the  legislation.     It  is  our  goal  to  select 
innovative  demonstration  projects  to  improve  EMS  in  rural  areas, 
which  will  serve  as  models  for  other  rural  communities  across  the 
United  States.     In  addition  to  implementing  this  grant  program,  it 
is  imperative  that  State  and  local  governments  become  committed  to 
improving  EMS  in  rural  areas . 

We  are  working  closely  with  the  Department  of  Transportation 
(DOT)  on  improving  EMS  in  rural  areas.     Currently,  a  senior- level 
manager  from  DOT  is  serving  on  a  three -month  detail  within  our 
agency,   to  assist  in  the  implementation  activities  under  the  Trauma 
Act.     We  are  also  collaborating  with  DOT  to  sponsor  two  national 
rural  EMS  conferences  in  FY  1993,  to  help  speed  technology  transfer 
and  share  successes. 

Mr.  Weber:     Dr.  Harmon,  would  you  agree  that  the  Rural  Health 
Outreach  program  administered  by  the  Federal  Office  of  Rural  Health 
Policy  has  great  potential  to  bring  health  providers  and  community 
leaders  together  to  assess  their  needs,  coordinate  services,  and 
develop  networks  within  communities  and  with  other  communities.  The 
program  is  proving  very  popular.     Last  year,   there  were  500 
applications  and  100  were  funded. 

The  President's  Budget,  however,  eliminates  funding  for  this 
program.     If  the  Committee  were  to  restore  funding,  would  you  agree 
that  this  program  can  be  an  effective  incentive  for  rural 
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communities  to  develop  the  cooperative  networks  necessary  to  reduce 
the  duplication  of  services  and  expand  access  to  care? 

Dr.   Harmon:     We  have  been  very  pleased  with  the  outreach 
program.     Local  public  health  departments  operate  a  quarter  of  the 
grants  and  are  involved  in  over  half  of  them.     Community  and  migrant 
health  centers  also  operate  a  quarter  of  the  grants,  and  are  deeply 
involved  in  many  others.     This  program  brings  together  many  care 
givers  in  the  community  in  which  the  grants  are  made . 

I  also  want  to  stress  that  my  policy  is  for  all  HRSA  service 
grantees  to  work  closely  with  other  local  health  providers, 
especially  local  health  departments. 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
HEALTH  RESOURCES  AND  SERVICES 
PROGRAM  OPERATIONS 

For  carrying  out  titles  III,  VII,  VIII,  X,    [XII,  XIX] ,1/  XXVI,  and  XXVII  of 
the  Public  Health  Service  Act,   section  427(a)  of  the  Federal  Coal  Mine  Health 
and  Safety  Act,   title  V  of  the  Social  Security  Act,  the  Health  Care  Quality 
Improvement  Act  of  1986,  as  amended,  Public  Law  101-527,    [Public  Law  100-579, 
and  the  Native  Hawaiian  Health  Care  Act  of  1988,2/  $2,360,841,000] 
$2 ,440,534 ,000,  of  which  [$450,000]  $418,000  shall  remain  available  until 
expended  for  interest  subsidies  on  loan  guarantees  made  prior  to  fiscal  year 
1981  under  part  B  of  title  VII  of  the  Public  Health  Service  Act:  Provided, 
That  of  the  funds  made  available  under  this  heading,   $125,000,000,  of  which 
$25,000,000  shall  be  for  the  Healthy  Start  program,  shall  not  become  available 
for  obligation  until  September  30,    [1992]   1993:     Provided  further,  That  of  the 
funds  made  available  under  this  heading  for  Community  and  Migrant  Health 
Centers,   $55 ,000 ,000  shall  become  available  on  July  1,   1993,   and  remain 
available  through  September  30,  1994:3/    Provided  further,  That  when  the 
Department  of  Health  and  Human  Services  administers  or  operates  an  employee 
health  program  for  any  Federal  department  or  agency,  payment  for  the  full 
estimated  cost  shall  be  made  by  way  of  reimbursement  or  in  advance  to  this 
appropriation:     Provided  further,  That  in  addition  to  fees  authorized  by 
section  427(b)  of  the  Health  Care  Quality  Improvement  Act  of  1986,  fees  shall 
be  collected  for  the  full  disclosure  of  information  under  the  Act  sufficient 
to  recover  the  full  costs  of  operating  the  Health  Care  Quality  Improvement 
Databank,  and  shall  remain  available  until  expended  to  carry  out  that  Act:±/ 
Provided  further,  That  user  fees  authorized  by  31  U.S.C.  9701  may  be  credited 
to  appropriations  under  this  heading,  notwithstanding  31  U.S.C.  3302: 
Provided  further,  That  of  funds  made  available  under  this  heading,  $1 ,000 ,000 
shall  be  available  until  expended  for  facilities  renovations  at  the  Gillis  W. 
Long  Hansen's  Disease  Center  to  facilitate  transfer  of  the  Center  to  the 
Bureau  of  Prisons .5/     (Department  of  Health  and  Human  Services  Appropriations 
Act,  1992.) 
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Explanation  of  Language  Changes 

Title  XII  and  Title  XIX  are  not  required  as  no  funds  are  requested  for 
Trauma  Care  and  Emergency  Medical  Services  for  Children,  respectively. 

This  language  is  no  longer  needed  as  the  authorization  has  expired. 

Allows  that  $55,000,000  in  grants  for  Community  Health  Centers  be 
available  for  obligation  on  July  1,  1993. 

The  language  provides  for  the  Health  Care  Quality  Improvement  Databank  to 
collect  user  fees,  and  these  fees  shall  remain  available  until  expended. 

Allows  that  $1,000,000  shall  be  available  for  obligation  for  facilities 
renovations  at  the  Hansen's  Disease  Center,  and  to  facilitate  the  Bureau 
of  Prisons  agreement. 


53-634   0—92  13 
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HEALTH  RESOURCES  AND  SERVICES 
Language  Analysis 


Language  Provision 


Explanatio: 


Provided  further,  That  of  the 
funds  made  available  under  this 
heading  for  Community  and 
Migrant  Health  Centers,  $55,000,000 
shall  become  available  on  July  1, 
1993,  and  remain  available 
through  September  30,  1994. 


The  language  provides  that 
$55,000,000  in  grants  for 
Community  Health  Centers  be 
available  for  obligation 
on  July  1,  1993. 


Provided  further,  That  in  addition 
to  fees  authorized  by  section 
427(b)  of  the  Health  Care  Quality 
Improvement  Act  of  1986,  fees 
shall  be  collected  for  the  full 
disclosure  of  information  under 
the  Act  sufficient  to  recover 
the  full  costs  of  operating  the 
Health  Care  Quality  Improvement 
Databank,  and  shall  remain 
available  until  expended  to 
carry  out  that  Act. 


The  language  provides  for  a 
fee  to  be  charged  for  obtaining 
information  and  the  fees 
collected  will  be  used  to 
continue  the  operation  of 
the  databank,  and  that  such 
fees  collected  will  remain 
available  until  expended. 


Of  which  $1,000,000  shall  remain 
available  until  expended  for 
facilities  renovations  at  the 
Hansen's  Disease  Center  to  facilitate 
the  transfer  to  the  Bureau  of 
Prisons . 


These  funds  shall  be  available 
for  obligation  for  facilities 
renovations . 
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HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
Health  Resources  and  Services 
Amounts  Available  for  Obligation 

1991  1992  1993 

Appropriation   $2,139,354,000  $2,360,841,000  $2,440,534,000 

Enacted  supplemental   25,000,000 

Reduction  pursuant  to 

P.L.   102-170   ---  -6,729,000 

Reduction  pursuant  to 

P.L.    101-517,   Sec.   514.  -54,240,000 

Homeless  advanced  funding 

from  1990   11,885,000 

Real  transfer  from: 

Educational  Excellence.    55,000,000   

Comparable  transfer  to 
Center  for  Disease 

Control   -975,000  -975,000 

Comparable  transfer  from 
Office  of  Minority 

Health   1,000,000  1,350,000 

Subtotal,  adjusted 

appropriation   2,122,024,000  2,409,487,000  2,440,534,000 

Unobligated  balance,  start 
of  year   25,425,000  19,221,000  15,794,000 

Unobligated  balance,  end 
of  year   -19,221,000  -15,794,000  -15,294,000 

Recovery  prior  year 
obligations   1,269,000  ... 

Unobligated  balance,   lapsing  -3,947,000 

Total,  obligations  1/   2,125,550,000  2,412,914,000  2,441,034,000 


1/  Excludes  the  following  amounts  for  reimbursable  activities  carried  out  by 
this  account:  1991  --  $100,813,000  and  453  FTEs ;  1992  --  $108,303,000  and 
467  FTEs;   1993  --  $116,603,000  and  467  FTEs. 
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HEALTH  RZSrJRCES  AN!  SERVICES 

5 of  C'-^-££S 

1992  Current  Estimate   $2,409,487,000 

1993  Request   2.440.534.000 

Net  Change   +31 ,  047  , 000 


isti-ate  Ease 


17. 


1.  Annualized  cost  of  1992  pay 

raise  

2.  FY  1993  Pay  Raise  

3 .  Within  grade  increases . 

4.  FTCA/FERS  increase  

5.  FTS  and  Rental  Costs.  . 

6.  Service  and  Supply  Fund 
'■or  king   ".apital  Fund 


115.113, 

115] 113 i 
6,061, 
11.267, 


-2.-65. ::: 


S  id  total 


E     -r : ;r; 


:d  Ass  is  tar.oe  : 


a.  Community  Health  ".er.ters  

b.  Migrant  Health  Centers  

0.   S~aticr_al  Health  Service  lores 

d.  :~HSC  Recruitner.t  Ercgrar: 

e.  Health  Care  for  the  Boneless 

f.  Health  Svcs  for  Residents  of 

Public  Housing  

g.  Ready  to  Learn,  Ages  3  to  12. 

h.  KHSC  Early  Recruitment/ 

Retention  

Subtotal,  BHCDA  


536.561.000 

+84.529.000 

57,662,000 

+5.300.000 

41,456.000 

+936.000 

58,733,000 

+6.320.000 

55.962,000 

+11.900.000 

6,089,000 

+3.000.000 

+6.000,000 

+11.000.000 

+128,985.000 

a.  Exceptional  Financial  Need 

Scholarships  

b.  Disadvantaged  Assistance  

c     y.ir.critv  Hea~.tr.  Education: 

Loan  Repayment- Faculty  Svcs.. 
d.  Nurse  Education  Opportunity. . 


9.748.000  ---  +1.681.000 

30.723.000  ---  +6.808.000 

976.000  ---  +97.000 

3.398,000  ---  +744.000 


Subtotal     E  H  ?  r 
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1992  Current 
Estimate  Base  Change  from  Base 


FTE 

Increases:  (Continued) 

Budget 
Authority 

FTE 

Budget 
Authority 

3. 

Maternal  and  Child  Health: 

a.  MCH  Block  Grant  

b.  Healthy  Start    

o^y , djU , DUO 
64,278,000 

... 

+24 , 000 , 000 
+78,789,000 

Subtotal,  MCHB  

... 

+102,789,000 

4. 

102,589,000 

+98 

+9,825,000 

5. 

Buildings  and  Facilities    

--- 

... 

+1,000,000 

6. 

Family  Planning   47 

149,575,000 

+4,891,000 

7. 

Minority  Males  in  Crisis    

1,350,000 

+3,650,000 

8. 

AIDS  

315,960,000 

... 

+27,000,000 

Total  Program  Increases  

+287,470,000 

+98 

+296,949,000 

Decreases: 

A.  Built-in: 

1. 

115,113,000 

... 

-410,000 

B.  Program: 

1. 

Health  Care  Delivery  and  Assistance: 

a.  Pacific  Basin  Initiative    

b.  Hansen's  Disease  Center   300 

c.  Native  Hawaiian  Health  Care..   

d.  Health  Care  Svcs  in  the  Home.   

758,000 
19,489,000 
3,596,000 
2,897,000 
1,453,000 
3,996,000 

-758,000 
-1,075,000 
-3,596,000 
-2,897,000 
-1,453,000 
-3,996,000 

Subtotal,  BHCDA  

-13,775,000 

10 
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1992  Current 
Estimate  Base 
Budget 
FTE  Authority 


Change  from  Base 
Budget 
FTE  Authority 


2.  Health  Professions: 

a .  Minority/Disadvantaged: 

Loans  for  Disadv.  Students...  ---  14,920,000 
Nurse  Undergrad.  Scholar   ---  2,377,000 

b.  Health  Professions  and  Nursing 

Programs   ---  184,337,000 

c.  National  Practitioners  Data 

Bank   ---  995,000 

Subtotal,  BHPr  

Maternal  and  Child  Health: 

a.  Emergency  Medical  Services  for 

Children   ---  4,874,000 

Health  Resources  Development: 

a.  Health  Teaching  Facilities   ---  450,000 

b.  Trauma  Care   ---  4,894,000 

Subtotal,  BHR.D  

Program  Management   1,484  102,589,000 

-Health  Services  Outreach  Grants...  ---  22,236,000 
Family  Planning   47   

Subtotal,  program  decreases  

Total  decreases  


201 
-27 


228 
228 


14,920,000 
-2,377,000 


-184,337,000 
-995,000 


•202,629,000 


•4,874,000 


-32,000 
■4,894,000 


•4,926,000 


17,052,000 
22,236,000 


■265,492,000 
■265,902,000 


Net  Change 


-130 


+31,047,000 
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Health  Resources  and  Services  Administration 
Budget  Authority  by  Object 


1992 
Current 
Estimate 

1993 
Estimate 

Increase 
or 

Decrease 

Total  number  of  full-time 

1,781 

1,655 

-126 

Total  compensable  workyears : 

Full-time  equivalent  employment... 

1,831 

1,701 

-130 

Full-time  equivalent  of  overtime 
and  holiday  hours  

10 

10 

... 

Average  ES  salary  

$101,568 

$106,342 

+$4,774 

10.3 

10.3 

... 

Average  GS  salary  (excluding 

benefits)  

$43 ,889 

$45 ,951 

+$2 , 062 

Average  Commissioned  grade,  grades 
established  by  Act  of  July  1,  1944 
(42  USC  207)  

5.0 

5.0 

Average  Commissioned  salary,  grades 
established  by  rHb  Act  or  iy44 
(42  USC  207)  

$51,664 

$54,092 

+$2,428 

Average  salary  of  ungraded  positions 

$25,712 

$26,930 

+$1,218 

Personnel  compensation: 

Full-time  permanent  

$80,742,000 

$81,375,000 

+$633,000 

Other  than  full-time  permanent.... 

6,717,000 

7 ,002 ,000 

+285,000 

Other  personnel  compensation  

4,579,000 

4,736,000 

+157 ,000 

Special  personnel  services  pymts . . 

99,000 

109,000 

+10,000 

Total  personnel  compensation. . . 

92,137,000 

93,222,000 

+1,085,000 

Personnel  benefits  

22,976,000 

23,248,000 

+272,000 

Travel  and  transportation  of  persons 

2,970,000 

5,154,000 

+2,184,000 

Transportation  of  things  

1,450,000 

1,449,000 

-1,000 
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Budget  Authority  by  Object 


1992  Increase 
Current  1993  or 

Estimate  Estimate  Decrease 


Rent,   communications  and 
utilities : 

Rental  payments  to  GSA   $5,482,000  $5,887,000  +$405,000 

Communications,  utilities,  and 

miscellaneous  charges   2,686,000  2,599,000  -87,000 

Printing  and  reproduction   732,000  729,000  -3,000 

Other  services                                        .  81,281,000  78,444,000  -2,837,000 

Supplies  and  materials   1,411,000  1,407,000  -4,000 

Equipment..   3,664,000  3,651,000  -13,000 

Investments  and  loans   14,920,000  ---  -14,920,000 

Grants,   subsidies  and 

contributions                                         2,179,778,000     2,224,744,000  +44,966,000 


Total,  budget  authority 


2,409,487,000 


2,440,534,000 


+31,047,000 
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SIGNIFICANT  ITEMS  IN  HOUSE  AND  SENATE 
APPROPRIATIONS  COMMITTEE  REPORTS 

HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
1992  House  Report  (Report  No.   102  -  121) 
1992  Senate  Report  (Report  No.   102  -  104) 
1992  Conference  Report  (Report  No.   102  -  282) 

Targeted  Infant  Mortality  Initiatives  (Healthy  Start) 

1.  ...As  in  1991,   the  Committee  rejects  the  Administration's  proposal  to 
reallocate  funds  within  two  other  programs  to  supplement  funding  provided  for 
the  initiative.     The  committee  directs  that  no  such  reallocation  should  occur. 
(House  Report,  p.  24) 

Action  Taken  or  to  be  Taken 

The  Healthy  Start  Initiative  will  be  undertaken  with  no  reallocation  of 
funds.     The  funding  provided  in  the  appropriation  will  serve  as  the 
source  of  funds  to  carry  out  the  initiative. 

2.  ...The  Committee  directs  the  Department  to  emphasize  that  any  program 
undertaken  to  remedy  the  problem  of  infant  mortality  shall  be  part  of  a 
community-wide,  comprehensive  initiative.   (House  Report,  p.  25) 

Action  Taken  or  to  be  Taken 

The  program  guidance  for  the  Healthy  Start  Initiative  emphasizes  that 
this  program  should  be  part  of  a  community-wide,  comprehensive 
initiative.  The  Healthy  Start  projects  are  to  be  built  on  the  principles 
of  innovation,  community  commitment  and  involvement,   increased  access, 
service  integration,   and  personal  responsibility.   Each  grantee  agency 
must  organize  and  constitute  a  Healthy  Start  Consortium  which  will 
provide  local  participation,  oversight,  and  advice  to  the  grantee.  The 
Consortium  must  include  representation  that  reflects  a  partnership  of 
consumers,  providers  of  services,  and  community  organizations  and 
groups,  both  public  and  private,  with  a  working  interest,   skills,  or 
resources  that  can  be  brought  to  bear  on  the  problems  of  infant 
mortality. 

3.  The  Healthy  Start  Initiative  will  fund  grants  to  10  target  areas,  both 
urban  and  rural.     Funds  will  support  outreach  and  a  variety  of  coordinated 
health  and  social  services.     The  Committee  supports  HRSA's  coordinating  its 
bureaus  in  administering  healthy  start,  and  is  pleased  to  see  that  the  healthy 
start  guidance  requires  applicants  to  collaborate  with  relevant  State  and 
local  agencies  responsible  for  health  care  and  related  services  for  women  and 
children.     The  Committee  believes  that  HRSA,  in  reviewing  applications,  should 
give  priority  to  consortia  that  relay  as  much  as  possible  on  existing  State 
and  local  infrastructure  and  systems  that  currently  provide  services  required 
under  healthy  start.     This  will  ensure  minimum  duplication  of  services  and 
maximum  benefit  from  funding.   (Senate  Report,  p.  39) 

Action  Taken  or  to  be  Taken 

The  15  communities  which  were  selected  to  receive  Healthy  Start  grants 
rely  heavily  on  existing  systems  that  provide  services  to  mothers  and 
children.     Participating  communities  represent  two  rural  areas  (rural 
South  Carolina  and  the  Aberdeen  Area  Indian  reservation  communities)  as 
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well  as  13  inner-city  areas.  Applicant  agencies  include  city,   county  and 
state  health  departments,   as  well  as  non-profit  agencies.     All  are 
heavily  involved  in  the  local  maternal  and  infant  health  infrastructure. 

National  Health  Service  Corps 

1.  The  Committee  reiterates  its  intent  that  funds  provided  be  used  to  support 
multi-year  rather  than  single-year,   commitments.    (House  Report,  p.  26) 

Action  Taken  or  to  be  Taken 

It  will  remain  the  policy  of  the  program  to  fund  NHSC  scholarships  and 
loan  repayments  on  a  multi-year  funding  basis.     This  policy  offers  the 
advantages  of  supporting  a  relatively  constant  number  of  scholarships 
and  loan  repayment  recipients  from  year  to  year  and  eliminating  the  need 
to  rely  on  future  year's  appropriations  to  fund  continuation  awards. 

2.  The  Committee  is  concerned  that  obstetrician/ gynecologists  (OB/GYNs) 
continue  to  be  classified  with  other  primary  care  physicians  in  the 
designation  of  health  manpower  shortage  areas   (HMSA' s) . . . .The  Committee 
believes  that  OB/GYNs  should  be  categorized  separately  from  other  primary  care 
physicians  and  that  separate  criteria  should  be  established  for  designating  an 
OB/GYN  HMSA.    (Senate  Report  p.  41) 

Action  Taken  or  to  be  Taken 

There  may  be  justification  for  developing  separate  criteria  for 
shortages  of  obstetrician/ gynecologists  in  areas  which  are  not  covered 
primary  medical  care  HPSAs ,  or  for  categorizing  OB/GYNs  separately  from 
other  primary  care  physicians  and  having  two  distinct  medical  HPSA 
lists.     These  options  will  be  examined  during  FY  1992  in  the  context  of 
a  broader  look  at  all  the  definitions  of  shortage/underservice/need  now 
in  use  in  primary  care  programs. 

3.  Included  in  this  allocation  is  $2,500,000  for  provider  recruitment  and 
education,   as  authorized  in  section  338G  of  the  Public  Health  Service  Act,  and 
$2,500,000  for  grants  to  State  Offices  of  Rural  Health,  as  authorized  in 
section  338J  of  the  Public  Health  Service  Act.   (Senate  Report  p.  42) 

Action  Taken  or  to  be  Taken 

From  the  amount  provided  in  the  appropriation,   $1.5  million  will  be  made 
available  for  support  of  State  Office  of  Rural  Health  activities 
authorized  under  section  338J. 

National  Health  Service  Corps:  Loans  and  Scholarships 

1.     The  Committee  intends  that  $1,500,000  of  the  amount  provided  to  be  used  to 
support  the  National  Health  Service  Corps  Member  Replacement  Fund  authorized 
in  section  338F  of  the  Public  Health  Service  Act.     This  will  enable  clinics  to 
offset  the  costs  associated  with  the  recruitment  of  replacement  medical 
personnel,   their  salaries,  and  the  salaries  of  medical  professionals  hired  on 
a  temporary  basis.   (House  Report,  p.  26) 

Action  Taken  or  to  be  Taken 

Funding  will  not  be  made  available  for  the  member  replacement  fund.  At 
this  time  the  most  effective  use  of  the  available  funds  is  to  support 
the  maximum  number  of  loan  repayment  and  scholarship  awards  in  order  to 
provide  assignees  for  service  to  house  areas  and  sites  in  need  of 
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practitioners.     In  the  vast  majority  of  circumstances,   the  loss  of  an 
obligor  by  a  site  does  not  result  in  the  loss  of  funding  needed  for  the 
support  of  a  replacement.     Therefore,  the  program  will  emphasize 
maximizing  the  supply  of  practitioners  for  service  rather  than  providing 
financial  relief  for  sites  who  may  have  suffered  the  loss  of  an  obligor. 

Health  Professions 

1.  ...The  Committee  urges  HRSA  to  target  its  grants  to  projects  that  link 
training  and  the  provision  of  comprehensive  primary  care  services  to  the 
medically  underserved.     The  Committee  is  concerned  about  the  serious  and 
growing  shortages  of  primary  care  physicians,  dentists,  and  physician 
assistants  in  many  rural  and  inner-city  areas.     The  Committee  therefore 
expects  that  preference  will  be  given  in  awarding  health  professions  education 
grants  to  programs  and  institutions  which  have  demonstrated  a  strong 
commitment  to  meeting  the  health  care  needs  of  underserved  areas  through 
activities  such  as  recruiting  students  from  these  rural  areas,  providing 
services  to  match  graduating  health  professionals  with  underserved  communities 
seeking  them.    (House  Report,  p.  27) 

Action  Taken  or  to  be  Taken 

Such  a  priority  has  been  established. 

2.  The  Committee  believes  there  needs  to  be  a  shift  in  the  types  of  health 
providers  receiving  Federal  assistance  toward  those  that  provide  preventive 
services  and  primary  care,  and  encourages  the  authorizing  committees  for  / 
health  professions  education  and  graduate  medical  education  to  work  toward 
this  goal.   (Senate  Report,  p.  43) 

Action  Taken  or  to  be  Taken 

The  FY  1992  appropriation  provides  funding  for  preventive  services  and 
primary  care  programs.     Increasing  the  supply  of  primary  practitioners 
and  the  availability  of  adequately  prepared  health  professionals  in  the 
areas  of  disease  prevention  and  health  promotion  are  two  areas  that  the 
HRSA  will  focus  on  in  FY  1992. 

Minority  Centers  of  Excellence 

1.  ...Because  the  Department  has  identified  access  to  health  care  for 
underserved  citizens  as  a  national  priority,   the  Committee  expects  the 
Department  to  be  as  sensitive  as  possible  to  the  critical  role  of  Meharry  and 
other  minority  health  institutions  when  considering  proposals  for  funding  of 
existing  and  new  grant  programs.     The  Committee  expects  the  Department  to  give 
strong  consideration  to  proposals  that  build  on  the  unique  strengths  of 
Meharry  and  its  historic  role  in  successfully  serving  underserved  populations. 
(House  Report,  p.  28) 

2.  This  program  was  established  to  fund  four  institutions  that  have  trained  a 
significant  proportion  of  the  Nation's  minority  health  professionals...  The 
Committee  fully  concurs  with  the  House  Committee  about  the  importance  of 
support  for  Meharry  Medical  College.   (Senate  Report,  p.  44) 

Action  Taken  or  to  be  Taken 

In  FY  1992,   four  Historically  Black  Colleges  and  Universities  (Meharry 
Medical  School,  Meharry  Dental  School,  Tuskegee  University  School  of 
Veterinary  Medicine  and  Xavier  College  of  Pharmacy)  will  receive 
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$12,092,527  in  Centers  of  Excellence  support  (the  two  Meharry  Schools 
will  receive  $7,009,903).     Additionally,   it  is  anticipated  that  the  two 
Meharry  Schools  will  also  apply  for  supplemental  support  for  its 
existing  Center  of  Excellence  grants. 

3.     The  Conferees  have  provided  sufficient  funds  to  meet  statutory 
requirements  for  the  minority  centers  of  excellence  program.     The  Conferees 
expect  that  HRSA  will  allocate  some  of  the  additional  funds  to  increase  the 
number  of  Hispanic  and  Native  American  centers  of  excellence  beyond  the 
$2,500,000  base,  as  well  as  all  other  categories  of  centers.  (Conference 
Report  p.  19) 

Action  Taken  or  to  be  Taken 

In  FY  1992,  a  funding  priority  will  be  given  to  applications  which 
request  support  for  Hispanic,  Native  American  or  other  Centers  of 
Excellence.     Additionally,  a  funding  preference  has  been  proposed 
to  achieve  an  equitable  distribution  of  resources  geographically 
and  by  type  of  Center  of  Excellence. 

Allied  Health  Grants  and  Contracts 

1.  The  Committee  is  concerned  about  the  growing  shortage  of  allied  health 
personnel  in  both  rural  and  urban  areas.       The  serious  and  extensive  shortages 
of  medical  laboratory  personnel,  especially  medical  technologists  and 
cytotechnologists ,  could  become  even  more  severe  with  the  implementation  of 
new  Federal  laboratory  regulations  anticipated  later  this  year.     The  Committee 
believes  allied  health  projects  grants  are  an  effective  means  to  increase  the 
numbers  of  allied  health  professionals  in  the  shortest  supply  through 
appropriate  education  and  training.     Therefore,  the  Committee  urges  HRSA  to 
give  greater  consideration  to  those  projects  from  schools  training  allied 
health  professions  experiencing  severe  shortages.   (House  Report,  p.  33) 

2.  The  Committee  recommends  that  grants  awarded  for  allied  health  training 
target  those  professions  experiencing  the  greatest  shortages  nationwide. 
(Senate  Report,  p.  48) 

Action  Taken  or  to  be  Taken 

The  HRSA  will  give  greater  consideration  to  those  programs  in  future 
cycles  that  plan  to  expand  enrollment  of  allied  health  professionals 
which  are  documented  in  the  shortest  supply.     Support  for  the  shortage 
may  come  from  studies  completed  by  the  Federal  Government,  House  and 
Senate  Committee  on  Appropriations  Reports,  private  organizations, 
professional  organizations  or  others  that  collect  health  workforce  data. 

National  Practitioner  Data  Bank 

1.  ...The  Committee  is  still  waiting  to  receive  the  report  requested  last 
year  concerning  the  long-range  costs  of  the  data  bank,  and  reiterates  that  it 
expects  an  analysis  based  on  current  law  requirements  which  includes  the  costs 
of  enhancements  necessary  to  increase  the  system's  effectiveness,  as  well  as 
those  necessary  to  meet  additional  statutory  requirements.   (House  Report,  p. 
34-35) 

2.  The  Committee  concurs  with  the  House  Committee  that  the  Department  should 
issue  a  study  of  whether  small  malpractice  payments  should  be  excluded  from 
the  reporting  requirements  of  the  national  practitioner  data  bank.     Such  a 
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study  was  mandated  to  be  issued  by  November  14,   1988,   yet  has  not  been 
received  by  the  Congress.     The  Committee  urges  the  Department  to  release  the 
study  within  6  months  of  the  date  of  enactment  of  this  act.     (Senate  Report  p. 

49) 

Action  Taken  or  to  be  Taken 

The  Department  submitted  the  report  on  the  costs  of  the  data  bank  to  the 
Committees  on  August  5,  1991.     The  Department  submitted  an  interim 
report  on  small  malpractice  payments  to  the  Committees  on  November  22, 
1991.     The  target  date  for  the  final  report  is  June  30,   1992.  The 
various  efforts  mentioned  in  the  interim  report  are  on  schedule. 

Loan  Repayment  for  Shortage  Area  Service 

1.     The  bill  includes  $1,455,000  for  loan  repayment ...  This  line  item  funds  two 
programs:   (1)  as  authorized  by  section  836  of  the  Public  Health  Service  Act, 
the  authority  for  the  Secretary  to  repay  loans  under  the  Nursing  Student  Loan 
Fund  program  in  exchange  for  service  in  underserved  areas;  and  (2)  as 
authorized  by  section  847  of  the  Public  Health  Service  Act,  and  authority  of 
the  Secretary  to  make  loans  to  nursing  students,   to  be  prepaid  by  health 
facilities  in  underserved  areas  in  exchange  for  service  upon  graduation.  The 
Committee  expects  both  components  to  be  funded  with  the  appropriation 
provided.    (House  Report,  p.  36-37) 

Action  Taken  or  to  be  Taken 

Due  to  the  expiration  of  authorizing  legislation  under  the  sunset 
provision  of  section  847  and  the  lack  of  applications  for  funding  under 
the  provisions  of  this  section,  all  funds  available  for  nursing  loan 
repayments  will  be  used  to  support  awards  made  under  section  836  of  the 
PHS  Act. 

Maternal  and  Child  Health  (MCH)  Block  Grant 

1 .  ...   The  Committee  does  not  intend  that  any  of  the  1992  SPRANS  funding  be 
used  to  supplement  the  targeted  infant  mortality  initiative,  as  proposed  by 
the  Administration.   (House  Report,  p.  37) 

Action  Taken  or  to  be  Taken 

No  FY  1992  SPRANS  funds  will  be  transferred  to  the  Healthy  Start 
Initiative. 

2.  ...the  Committee  encourages  development  of  State  and  community  programs  to 
identify  barriers  to  care  for  women  and  children,   including  factors  relating 
to  the  quality  and  appropriateness  of  care  for  babies  born  too  small,  too 
early,   or  with  birth  defects.     The  Committee  believes  that  it  is  essential  to 
be  able  to  evaluate  regional  differences  in  access  to,  and  quality  of,  care, 
especially  for  rural,  minority,   low- income  and  other  historically  underserved 
populations.     The  Committee  believes  that  coordinated  regional  efforts  can 
provide  education,  preventive  care,  and  advanced  medical  training  and 
technology  to  save  the  lives  of  critically  ill  newborns.     The  Committee 
encourages  the  Secretary  to  support  innovative  networks  that  are  addressing 
infant  mortality  on  a  regional  basis,   such  as  the  neonatal  network  of  Virginia 
and  North  Carolina,  established  by  the  Children's  Hospital  of  the  King's 
Daughters  of  Norfolk,  VA.    (Senate  Report,  p.  52) 
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Action  Taken  or  to  be  Taken 

The  MCHB  will  support  innovative  networks  that  are  addressing  infant 
mortality  on  a  regional  basis  to  identify  barriers  to  care  for  women  and 
children.     The  MCHB  will  continue  to  increase  the  utilization  of 
services  to  rural,  minority,  low- income  and  other  underserved 
populations . 

3.  The  Committee  notes  the  accomplishments  of  the  Department  in  establishing 
regional  public  health/genetics  and  birth  defects  services  networks.  The 
Committee  believes  there  is  a  need  to  increase  support  for  these  regional 
networks,  and  related  genetics  and  birth  defects  services  supported  with 
SPRANS  funds,  and  has  provided  an  additional  $4,000,000  to  expand  the  efforts 
under  this  program.   (Senate  Report,  p.  52) 

Action  Taken  or  to  be  Taken 

The  MCHB  will  expand  its  efforts  on  the  Regional  Genetic  Services 
Networks.     The  Bureau  will  enhance  its  communication  and  coordination 
efforts  and  information  dissemination  among  states  as  well  as  increase 
access  to  and  improve  the  quality,  accessibility,  and  efficiency  of 
genetic  services  within  the  regions.     The  Council  of  Regional  Networks 
promotes,  on  a  national  level,   the  improvement  of  genetic  services  and 
enhances  effective  communication  and  coordination  among  regional  genetic 
services  networks. 

4.  The  Committee  encourages  the  Secretary  to  expand  research  and  training 
directed  at  maternal  and  child  health  and  children  with  special  health  care 
needs  (including  early  intervention  training  and  services  development),  for 
genetic  disease  and  birth  defects  testing,  counseling,  and  information 
development  and  dissemination  programs.   (Senate  Report,  p.  52) 

Action  Taken  or  to  be  Taken 

Training  activities  within  selected  Schools  of  Public  Health  will  be 
expanded  to  include  a  focus  on  services  and  systems  development  for 
children  with  special  health  care  needs  and  their  families  for  the 
improvement  of  genetic  services. 

Organ  Transplantation 

1.  ...the  Committee  expects  HRSA  to  take  into  consideration  a  comprehensive 
approach  which  addresses  the  needs  of  organ  donation  in  three  areas :  organ 
procurement  organizations,  hospitals  and  health  care  professionals,  and  the 
public.     Special  emphasis  should  be  placed  on  initiatives  which  bring 
hospitals,  health  care  professionals  and  organ  procurement  organizations 
together  into  coordinated  teams  to  assure  that  all  potential  donors  are 
identified  and  that  a  consent  process  meeting  the  needs  of  bereaved  families 
occurs  in  every  case.     The  Committee  also  expects  HRSA  to  explore  and  use 
innovative  ways  to  expand  these  funds  through  various  matching  programs. 
(House  Report,  p.  38) 

2.  ...since  the  minority  communities  historically  donate  organs  at  a  lower 
rate  than  whites,  the  Committee  directs  HRSA  to  develop  initiatives  which  will 
facilitate  increased  donation  within  the  minority  communities.   (House  Report, 
p.  38) 
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Action  Taken  or  to  be  Taken 

The  Notice  of  Availability  of  Funds  which  will  be  published  in  the 
Federal  Register  in  mid-  June,   1992  will  take  into  consideration  the 
Committee's  recommendations. 

Pediatric  Health  Care  Demonstrations 

1.     In  the  fiscal  year  1991  bill,  the  Committee  provided  an  increase  in 
appropriations  for  pediatric  demonstrations  and  directed  that  the  additional 
funding  be  used  to  improve  and  expand  the  network  of  comprehensive  care 
services  with  increased  support  to  the  hemophilia  treatment  center  network  to 
assist  children  with  hemophilia  infected  with,  or  at  risk  of,  HIV/AIDS.  With 
this  in  mind,  the  Committee  expects  the  Bureau  of  Maternal  and  Child  Health  to 
provide  program  support  in  fiscal  year  1991  directed  at  expanding  current 
pediatric  and  family  AIDS  services  to  the  currently  unserved  or  underserved 
hemophilia  population.    (House  Report,  p.  40) 

Action  Taken  or  to  be  Taken 

Pediatric  AIDS  funds  will  be  used  to  expand  current  pediatric  and  family 
AIDS  services  to  the  currently  unserved  or  underserved  hemophilia 
population. 

Community  Health  Centers 

1.  The  Committee  is  aware  of  widespread  need  for  and  interest  in  funding  new 
starts  in  urban  and  rural  communities.     The  Committee  is  especially  interested 
in  providing  grants  to  expand  access  to  health  care  in  States  and  regions  that 
currently  do  not  receive  grants,   such  as  Sioux  City,   IA.    (Senate  Report,  p. 

39) 

Action  Taken  or  to  be  Taken 

The  program  plans  to  support  a  variety  of  new  activities  including:  new 
starts  and  expansions  into  service  areas  through  the  establishment  of 
new  service  delivery  sites;  enhanced  salary  and  fringe  benefits  to  aid 
in  retention  and  recruitment  of  medical  providers;  capital  improvement 
projects;   service  education  linkages  and;  culturally  sensitive  services 
such  as  translation  services. 

2.  The  conferees  are  concerned  that  the  Community  Health  Centers  program  has 
not  given  sufficient  priority  to  the  health  care  needs  of  Asian  Americans  and 
Pacific  Islanders,  many  of  whom  are  recent  arrivals  to  the  United  States  who 
lack  access  to  health  care  due  to  cultural  and  language  differences. 
Accordingly,   the  Department  is  strongly  urged  to  make  this  population  a 
priority.     (Conference  Report,  p.  18) 

Action  Taken  or  to  be  Taken 

The  Community  Health  Centers  program  has  sponsored  a  major  study  of  the 
needs  for  and  availability  of  primary  and  preventive  services  to 
culturally  diverse  populations  throughout  the  nation  (including  Asian 
Americans  and  Pacific  Islanders) .     This  study  is  being  conducted  in  a 
coordinated  fashion  by  the  National  Association  of  City  Health 
Officials;   the  National  Association  of  County  Health  Officials;  and  the 
National  Association  of  Asian  and  Pacific  Islander  Community  Health 
Organizations.     Based  on  the  results  of  this  study  the  HRSA  will  issue  a 
major  guidance  to  all  Health  Centers  on  the  best  practices  of  delivery 
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care  to  these  culturally  diverse  populations.     In  addition,  existing  and 
new  organizations  will  be  encouraged  to  apply  for  funding  the  new 
start/expansion  initiative  to  serve  underserved  populations  which  are  of 
Asian  and  Pacific  Islander  extraction. 

Migrant  Health 

1.  The  Committee  is  concerned  over  health  care  access  barriers  experienced  by 
migrant  and  seasonal  farmworkers  and  their  families.     A  principal  barrier  to 
access  is  isolation  and  the  lack  of  transportation.     The  use  of  mobile  clinics 
can  take  health  care  services  directly  to  farm  labor  camps  or  other  locations 
convenient  to  farmworkers.     The  Committee  is  aware  of  a  successful  mobile 
health  clinic  in  the  Pacific  Northwest  and  believes  the  delivery  of  health 
care  in  mobile  medical  clinics  offers  promise  as  a  means  of  overcoming  the 
access  barrier.   (Senate  Report,  p.  40) 

Action  Taken  or  to  be  Taken 

The  program  is  planning  a  major  new  start/expansion  initiative  which 
will  target  areas  in  high  need  of  migrant  outreach.     This  needs 
determination/targeting  activity  will  be  accomplished  through  a  State 
based  planning  process  which  has  been  underway  for  several  years. 

2.  In  addition  the  conferees  have  provided  not  less  than  $1,500,000  for  new 
outreach  initiatives  to  migrant  farmworkers  and  their  families. 

Action  Taken  or  to  be  Taken 

The  program  is  planning  a  major  new  start/expansion  initiative  which 
will  target  areas  in  high  need  of  migrant  outreach.     This  needs 
determination/targeting  activity  will  be  accomplished  through  a  State 
based  planning  process  which  has  been  underway  for  several  years. 

Health  Care  for  the  Homeless 

1.     The  Committee  has  provided  sufficient  funds  to  maintain  current  levels  of 
services  at  the  110  project  grantees.     In  addition,  funds  have  been  made 
available  for  expansion  of  the  number  of  homeless  health  care  projects.  The 
Committee  intends  that  $3,000,000  shall  be  made  available  to  provide  outreach 
and  primary  health  services  for  homeless  children,  as  authorized  in  section 
340(s)  of  the  Public  Health  Service  Act.     The  Committee  understands  that 
several  exemplary  proposals  were  approved  but  not  funded  in  fiscal  year  1991. 
The  Committee  expects  that  in  selecting  new  projects  in  fiscal  year  1992,  the 
Department  will  make  awards  based  on  the  most  meritorious  proposals  as 
determined  by  peer  review.     (Senate  Report,  p.  40) 

Action  Taken  or  to  be  Taken 

The  program  is  currently  announcing  the  availability  of  funds  for  a 
homeless  children's  program  which  will  result  in  the  award  of  several 
million  dollars  for  this  purpose.     Regarding  new  starts  under  both  the 
health  care  for  the  homeless  and  the  children's  health  care  programs, 
awards  made  during  FY  1992  will  be  based  on  clearly  articulated 
evaluation  criteria  and  pre -announced  selections  preferences.  Final 
award  determinations  will  be  made  based  on  these  criteria  and 
preferences.     Reviewers  used  in  the  objective  review  process  will  be 
individuals  who  are  knowledgeable  regarding  the  health  care  and  other 
unique  needs  of  the  homeless. 
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2.     Within  the  total  for  health  care  for  the  homeless,   funds  have  been 
provided  to  support  outreach  and  primary  health  services  for  homeless 
children,  as  authorized  in  section  340(s)  of  the  Public  Health  Service  Act. 
(Conference  Report,  p.  19) 

Action  Taken  or  to  be  Taken 

The  program  is  currently  announcing  the  availability  of  funds  for  a 
homeless  children's  program  which  will  result  in  the  award  of  several 
million  dollars  for  this  purpose. 

Family  Planning 

1.     The  Committee  directs  that  no  funds  may  be  used  to  reorganize  Public 
Health  Service  regional  offices  prior  to  the  approval  of  a  reprogramming 
request.     In  addition,   the  Committee  directs  continued  use  of  the 
current  formula  for  distributing  all  family  planning  funds.  (Senate 
Report ,  p .  41) 

Action  Taken  or  to  be  Taken 

The  Administration  has  proposed  that  the  current  family  planning  program 
be  changed  to  a  State  program.     If  this  proposal  is  enacted,  all  funds 
will  be  provided  directly  to  the  States  and  territories  to  support 
family  planning  services  within  their  areas. 

State  Alzheimer's  Pilot  Grants 

1.     The  Committee  recommends  $5,000,000  for  initial  funding  for  the 
State  Alzheimer's  Disease  Demonstration  Program  authorized  by  the  Home 
Health  Care  and  Alzheimer's  Disease  Amendments  of  1990  (  Public  Law  101- 
557).... It  is  the  Committee's  intent  that  these  funds  support  no  fewer 
than  10  State  pilot  projects  for  planning,  establishing,  and  operating 
supportive  service  programs  for  Alzheimer's  patients  and  their  families. 
The  Committee  expects  that  whenever  possible  States  will  work  closely 
with  local  family  support  organizations  in  the  design  and  implementation 
of  these  programs.   (Senate  Report,  p.  42/43) 

Action  Taken  or  to  be  Taken 

The  program  will  implement  the  State  Alzheimer's  Pilot  Program  working 
closely  with  relevant  agencies  and  groups,   such  as  local  family  support 
organizations.     The  program  will  seek  to  maximize  the  number  of  State 
grantees  based  upon  funds  available  and  the  objective  review  of 
applications  submitted. 

Preventive  Medicine  Residencies 

1.     The  Committee  is  disappointed  that  schools  of  public  health  were  not 
included  among  grantees  or  grant  reviewers  in  fiscal  year  1991.     The  Committee 
expects  this  oversight  to  be  corrected  in  fiscal  year  1992.    (Senate  Report,  p. 

45) 

Action  Taken  or  to  be  Taken 

The  technical  reviewers  included  public  health  practitioners  and 
academicians  from  schools  of  public  health  and    medicine  practitioners 
in  schools  of  medicine.     In  FY  1992,  of  an  expected  13  awards,   3  will  be 
to  accredited  schools  of  public  health. 
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Nursing  Special  Projects 

1.  The  Committee  recognizes  the  importance  of  providing  nursing  training  and 
education  programs,  especially  in  geriatric  care  specialties,   in  rural 
communities.     The  Committee  encourages  HRSA  to  support  these  efforts  in  rural 
southwestern  Vermont.   (Senate  Report,  p.  50) 

2.  The  Committee  supports  continuing  nurse  training  in  the  pediatric -EMS 
arena,  and  urges  the  Division  of  Nursing  to  continue  to  work  with  HRSA 
pediatric-EMS  personnel.     Noting  the  report  by  the  Office  of  Technology 
Assessment  on  the  health  care  needs  of  our  Nation's  adolescents,  the  Committee 
supports  training  projects  in  adolescent  health.     (Senate  Report,  p.  50) 

Action  Taken  or  to  be  Taken 

In  FY  1991,  two  Nursing  Special  Project  grants  were  funded  in  the 
pediatric-EMS  arena.     The  Maternal  and  Child  Health  Bureau  and  the 
Bureau  of  Health  Professions  co-funded  two  new  Emergency  Medical 
Services  for  Children  (EMSC)  Implementation  Grant  projects  which  will, 
among  other  activities,  enhance  the  expertise  of  nurses  in  the  provision 
of  pediatric -emergency  medical  care.     This  cooperative  activity  will 
foster  efforts  to  increase  the  knowledge  and  skills  of  nurses  employed 
in  EMS  settings,  in  order  to  improve  the  care  provided  by  nurses  in 
positively  addressing  the  outcomes  of  pediatric  emergency  care.  This 
activity  will  continue  during  FY  1992. 

Pregnancy  Hazards  Information 

1.  The  States  need  to  provide  more  effective  systems  to  make  information 
available  to  physicians,  nurses,  and  other  health  care  providers,  and  the 
public  about  the  types  of  risks  associated  with  avoidable  hazards  during 
pregnancy  which  can  lead  to  birth  defects  and  other  adverse  outcomes, 
including  alcohol,  dangerous  drugs  and  exposures  in  the  home  and  workplace. 
The  Committee  is  pleased  with  past  efforts  by  the  Bureau  of  Maternal  and  Child 
Health  to  develop  information  resources  regarding  environmental  hazards  during 
pregnancy ...  and  seeks  to  ensure  that  these  efforts  continue  and  expand. 
(Senate  Report,  p.  52) 

2.  The  Committee  intends  that  at  least  $1,000,000  be  used  to  fund  essential 
national  data  bases  to  provide  reliable  health  information  regarding  the 
effects  of  exposures  to  hazardous  environmental  agents  during  pregnancy.  The 
Committee  notes  the  outstanding  programs  in  the  State  of  Washington  and  in  the 
District  of  Columbia  which  could  be  expanded  with  the  assistance  of  the 
Centers  for  Disease  Control,  the  Agency  for  Toxic  Substances  and  Disease 
Registries,  the  Environmental  Protection  Agency,  the  National  Library  of 
Medicine,  and  other  appropriate  Federal  resources.   (Senate  Report,  p.  52-53) 

Action  Taken  or  to  be  Taken 

MCHB  supported  the  development  of  the  Teratogen  Information  System 
(TERIS),  an  automated  reference  resource  of  current  authoritative 
information  on  the  effects  of  drugs  and  other  environmental  agents  on 
the  developing  human  embryo  and  fetus.     The  purpose  of  the  project  was 
to  make  this  information  available  to  physicians  and  other  health 
professionals.     MCHB  intends  to  seek  demonstration  grants  to  develop 
teratogen  information  "hotlines"  to  have  this  important  data  more 
readily  available. 
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Adolescent  Health 

1.     The  Committee  urges  the  Department  to  establish  a  special  blue  ribbon 
advisory  committee  to  oversee  the  office,  and  to  ensure  that  projects  funded 
combine  education  and  health  programs;   for  example,  nursing  school - 
administered  clinics  on  school  grounds.    (Senate  Report,  p.  53) 

Action  Taken  or  to  be  Taken 

The  MCHB  will  provide  leadership  to  improve  the  health  status  of 
adolescents  in  the  U.S.   through  activities  to  ensure  that  policies  and 
programs  developed  at  the  State  and  local  level  will  facilitate  access 
to  coordinated  community-based  care  through  expanded  community -based 
programs  of  prevention/primary  care;   integrate  the  multiple  program 
services  to  meet  the  multiple  causes  and  needs  of  high  risk  youth; 
increase  the  number  of  primary  care  providers  with  knowledge  skill  and 
ability  to  work  with  adolescents  including  the  demonstration  of  early 
intervention  with  families  and  youth  to  prevent  the  onset  of  destructive 
behaviors  among  youth;   and  contribute  to  the  improvement  of  mechanisms 
to  monitor  at  Federal,   State  and  local  levels. 

A  position  paper  concerning  adolescents  with  special  health  care  needs 
and  their  transition  into  adulthood  is  scheduled  for  completion  during 
FY  1992. 

Maternal  and  Child  Health  Handbook 

1.     The  Omnibus  Budget  Reconciliation  Act  of  1989  authorized  creation  and 
distribution  of  a  maternal  and  child  health  (MCH)  handbook.     The  Committee 
provided  funding  in  fiscal  years  1990-91  to  develop  and  distribute  the 
handbook,   in  order  to  improve  women's  and  children's  health.     Yet  after  2  • 
years,   the  handbook  is  not  available.     The  Committee  is  concerned  about  this 
pace,   and  urges  the  Secretary  to  move  ahead  as  expeditiously  as  possible  with 
this  important  project.   (Senate  Report,  p.. 53) 

Action  Taken  or  to  be  Taken 

The  MCHB  convened  a  Work  Group  to  begin  the  process  of  developing  the 
Handbook  in  February  of  1990.     A  representative  from  the  National 
Commission  to  Prevent  Infant  Mortality  was  included  in  the  Work  Group. 
It  was  determined  that  existing  examples  of  handbooks  and  related 
patient  education  materials  did  not  meet  the  requirements  of  a  handbook, 
and  a  writer  was  engaged  to  draft  the  handbook.     Reactions  to  a 
provisional  draft  were  sought  through  22  focus  groups  involving  women 
and  health  care  providers.     As  a  result  of  the  focus  groups,  the  title 
of  the  handbook  will  be  "Health  Diary."     A  final  draft  is  currently 
being  reviewed  by  the  relevant  professional  associations.     Once  comments 
from  this  review  have  been  assimilated,  the  draft  will  be  reviewed  for 
clearance  by  the  Department.     Upon  clearance  from  the  Department,  the 
handbook  will  be  disseminated. 

'American  Indian  Children! 

1.     The  Committee  continues  to  support  early  intervention  for  American  Indian 
children  on  the  Navajo  Indian  reservation  through  home-  and  center-based  care. 
The  University  of  Utah  has  been  funded  to  coordinate  activities  between  the 
Navajo  Nation  and  the  States  of  Utah,  Arizona,   and  New  Mexico  to  develop 
culturally  competent  and  developmentally  appropriate  early  intervention 
services  for  handicapped  children.     The  Committee  strongly  urges  continued 
support  for  this  project,  and  urges  that  efforts  be  targeted  toward  reducing 
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infant  mortality,  which  has  increased  by  50  percent  on  the  Navajo  Reservation 
in  the  last  year.   (Senate  Report,  p.  53) 

Action  Taken  or  to  be  Taken 

The  MCHB  continues  to  fund  the  University  of  Utah  project  supporting 
early  intervention  activities  for  American  Indian  children  on  the  Navajo 
Indian  Reservation  and  is  pursuing  the  expansion  of  such  activities 
through  collaborative  federal  efforts,  particularly  with  the  Department 
of  Interior. 

Pediatric  Health  Care  Demonstrations 

1.     The  Committee  is  concerned  that  many  pediatric  AIDS  demonstration  projects 
are  not  yet  providing  comprehensive  family-centered  care  to  children,  women, 
adolescents,  and  families  with  HIV  disease.     The  Committee  commends  the  Circle 
of  Care  project  in  Philadelphia,  PA,  which  provides  such  comprehensive  care 
and  believes  that  is  a  model  which  should  be  replicated.   (Senate  Report,  p. 
55) 

Action  Taken  or  to  be  Taken 

Pediatric  AIDS  demonstration  projects  have  developed  alternative  models 
in  their  respective  communities  to  organize  and  coordinate  a 
comprehensive  set  of  services  required  to  render  family-centered  care  to 
HIV  affected  children,  youth,  women,  and  families.     These  demonstration 
projects  will  be  continued  in  FY  1992. 

Comprehensive  Care  Programs 

1.     The  Committee  notes  that  rural  doctors  are  ill-equipped  to  care  for  the 
growing  number  of  AIDS  and  HIV-infected  patients  in  their  communities,  and 
often  refer  these  patients  to  clinics  in  metropolitan  areas  great  distances 
away.     The  Committee  notes  the  success  of  telecommunications  projects  to 
improve  rural  access  to  education  and  training  programs  in  rural  areas,  and 
encourages  that  SPNS  funds  be  used  to  support  statewide  telecommunications 
demonstration  projects  that  improve  the  provision  of  HIV  health  care  in  rural 
areas.   (Senate  Report,  p.  56) 

Action  Taken  or  to  be  Taken 

There  were  no  applications  for  statewide  telecommunications 
demonstration  projects  to  improve  and  assist  in  the  care  of  rural 
HIV\AIDS  patients  for  fiscal  year  1991.     Due  to  limitations  of  the  SPNS 
appropriation  for  fiscal  year  1992,   there  will  be  no  open  competition 
for  new  grants.     Instead,  the  program  will  maintain  its  commitment  to 
the  existing  grants  by  funding  their  second  year  of  demonstration  with 
fiscal  year  1992  funds.     In  a  related  activity,  the  Office  of  Rural 
Health  Policy  will  be  funding  a  telecommunications  project  in  West 
Virginia  in  fiscal  year  1992  which  will  be  covering  a  wide  variety  of 
health  professions  and  training  activities. 

AIDS-Rvan  White  C.A.R.E.  Act.  Title  II 

1.     The  Committee  intends  that  $7,000,000  under  the  Special  Projects  set-aside 
be  used  to  continue  the  program  of  reimbursement  to  dental  schools  and 
postdoctoral  dental  education  programs  for  the  costs  incurred  in  providing 
oral  health  services  to  AIDS  patients.     (House  Report  p.  40) 
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2.  The  Committee  intends  that  SPNS  funds  be  made  available  to  continue  and 
expand  the  program  begun  last  year.     (Senate  Report  p.  56) 

3.  Within  the  total  provided  for  Title  II  of  the  Ryan  White  Act,   10  percent 
should  be  retained  by  the  Secretary  for  special  projects  of  national 
significance.     The  conferees  direct  that  $5,000,000  of  the  set-aside  be  used 
to  continue  the  HIV/AIDS  dental  reimbursement  program  for  dental  schools  and 
post-doctoral  dental  education  programs  for  the  costs  incurred  in  providing 
oral  health  services  to  HIV-positive  patients.     (Conference  Report  p.  20) 

Action  Taken  or  to  be  Taken 

The  HRSA  will  continue  the  HIV/AIDS  dental  reimbursement  program 
for  dental  schools  and  post-doctoral  education  programs  in 
FY  1992. 

Health  Education  Assistance  Loan  Program 

1.     The  Committee  expects  that  any  unmet  requests  for  HEAL  loans  in  1991 
carried  over  into  1992  would  have  the  first  claim  on  the  $260,000,000 
available  in  1992.     While  the  Committee  would  consider  a  higher  loan 
limitation  if  a  loan  ceiling  were  reauthorized,   the  Committee  reiterates  the 
concerns  expressed  in  last  year's  report  regarding  the  Federal  liability  for 
the  continuing  high  level  of  defaults  in  the  HEAL  program.     (House  Report  p. 
42) 

Action  Taken  or  to  be  Taken 

The  FY  1992  insurance  allocation  has  been  made  and  unmet  requests 
from  FY  1991  are  satisfied. 

Nurse  Practitioners  and  Nurse  Midwives 

1.     The  Committee  is  concerned  that  the  distribution  of  funds  under  this 
program  should  reflect  national  shortages  and  relative  need  for  each  of  the 
nursing  specialties  funded.     The  Committee  requests  that  the  Department 
prepare  a  report  on  the  distribution  of  funds  among  nursing  specialties 
relative  to  shortages  of  these  professionals.     (Senate  Report  p.  50) 

Action  Taken  or  to  be  Taken 

A  report  has  been  prepared  and  is  in  the  review  and  clearance 
process. 

Special  Projects-University  Affiliated  Programs 

1.     The  conferees  intend  that  a  portion  of  the  amount  available  for  the 
Maternal  and  Child  Health  Block  Grant  set-aside  for  special  projects  of 
regional  and  national  significance  be  expended  for  the  continued  expansion  of 
the  university  affiliated  program  network. 

Action  Taken  or  to  be  Taken 

The  MCHB  plans  to  award  two  new  University  Affiliated  Programs  in 
FY  1992. 

Special  Proi ects -Additional  Set-aside 

1.     With  respect  to  the  funds  set-aside  for  special  projects  of  regional  and 
national  significance  from  amounts  provided  for  the  Maternal  and  Child  Health 
Block  Grant  over  $600,000,000,   the  conferees  urge  the  Secretary  to  give  the 
highest  priority  to  support  home  visiting  and  one-stop  shopping. 
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Action  Taken  or  to  be  Taken 

The  MCHB  will  give  priority  to  funding  projects  which  develop  integrated 
service  delivery  systems  featuring  one-stop  shopping  and  employing  the 
recently-developed  model  application  form  for  maternal  and  child 
assistance  and  maternal  and  infant  home  visiting  programs. 

Cooley's  Treatment  Centers 

1.     Within  the  amount  available  for  the  Maternal  and  Child  Health  Block  Grant 
set-aside  for  special  projects  of  regional  and  national  significance,  the 
conferees  have  included  funds  to  support  the  ongoing  Cooley's  Anemia 
demonstration  and  treatment  centers  at  the  current  level  of  funding. 

Action  Taken  or  to  be  Taken 

In  FY  1991  the  MCHB  supported  four  grants  to  develop  and  implement 
comprehensive  care  and  medical  management  for  individuals  and  families 
affected  by  Cooley's  Anemia/Thalassemia.     The  MCHB  intends  to  continue 
support  for  Cooley's  Anemia/Thalassemia  demonstration  projects  at  least 
at  the  current  level  of  funding. 

Hemophilia  Treatment  Centers 

1.     Within  the  amount  available  for  the  Maternal  and  Child  Health  Block  Grant 
set-aside  for  special  projects  of  regional  and  national  significance,  the 
conferees  encourage  the  Secretary  to  increase  support  for  the  hemophilia 
treatment  centers  and  are  agreed  that  funding  for  the  centers  shall,   at  a 
minimum,  be  maintained  at  the  current  level. 

Action  Taken  or  to  be  Taken 

The  MCHB  intends  to  continue  providing  comprehensive  hemophilia 
diagnostic  and  treatment  services  to  individuals  with  hemophilia  and 
their  families  at  least  at  the  current  level  of  funding. 
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Health  Resources  and  Services  Administration 
Table  of  Estimates  and  Appropriations 

Budget 

Estimate  House  Senate 

to  Congress  Allowance  Allowance  Appropriation  1/ 

1984  279,944,000  2/     1,252,783,000  1,363,399,000  1,380,151,000 

1985  245,419,000  2/  3/  1,455,289,000  1,505,222,000 
Supplemental      4,920,000  4,500,000 

1986  1,157,393,000  564,853,000  4/       1,408,979,000  4/  1,497,934,000 

Sequester        -49,713,000 

Supplemental      2,000,000  2,000,000 

1987  1,162,670,000  1,267,068,000  1,499,753,000  1,470,763,000 
Proposed 

Rescission  -161,210,000       

Supplemental    104,625,000  48,750,000  64,750,000 

1988  1,106,977,000  1,365,476,000  1,665,513,000  1,556,265,000 

1989  1,225,257,000  769,554,000  4/  1,642,685,000  4/  1,632,584,000 
Supplemental      800,000  800,000 

1990  1,351,643,000  1,553,465,000  1,820,245,000  1,770,386,000 

Sequester        -23,262,000 

Supplemental      2,300,000  2,300,000 

1991  1,556,822,000  1,626,393,000  2,474,940,000  2,139,382,000 
Reduction        -54,240,000 

1992  2,018,500,000  5/     2,137,533,000  5/6/  2,389,822,000  5/     2,360,841,000  5/ 

Reduction        -6,729,000 

Appropriation 

Transfer  —      55,000,000  II 

1993  2,440,534,000 

1/    Reflects  enacted  supplemental  and  reappropriations. 

2/  Excludes  funds  for  those  block  grants  which  were  proposed  for  transfer  to  OASH. 
3/    The  House  did  not  consider  funding  for  Health  Resources  and  Services  because  a 

large  portion  of  funds  requested  were  not  authorized. 
4/    The  House  and  Senate  deferred  action  on  funding  consideration  for  some  programs 

within  the  Health  Resources  and  Services  account  because  of  lack  of 

authorization. 

5/    Does  not  include  $1.5  million  for  HEAL  program  management  requested  in  HEAL 
account . 

6/    The  House  deferred  funding  for  the  Family  Planning  Program  because  of  lack  of 
authorization. 

2/    Available  July  1,   1992  from  the  Department  of  Education,  Educational  Excellence. 
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GENERAL  STATEMENT 


The  Health  Resources  and  Services  Administration  (HRSA)  supports  grants  and 
direct  services  designed  to  provide  health  services  for  special  populations 
and  designated  beneficiaries;   improve  infant  mortality  rates;   improve  the 
education,   supply  and  distribution  of  health  professionals;   and  provide 
technical  assistance  regarding  the  utilization  of  health  resources  and 
facilities.     HRSA  thus  fills  gaps  in  health  services  financing  for  special 
groups  and  provides  incentives  to  assure  sufficient  health  care  opportunities 
for  targeted  populations  such  as  mothers,   infants  and  HIV-infected 
individuals . 

In  pursuing  these  goals,  HRSA  works  closely  with  the  States,  recognizing  that, 
while  States  have  a  fundamental  responsibility  for  providing  primary  health 
care,   the  Federal  government  can  provide  leadership  and  assistance.     Over  half 
of  the  States  have  signed  agreements  to  work  with  the  Federal  government  to 
determine  how  best  to  distribute  federal  resources  to  their  medically 
underserved  populations. 

The  President's  budget  requests  a  total  of  $2,440,534,000  for  HRSA  activities 
during  FY  1993.     This  level  of  funding  will  enable  HRSA  to  continue  to  focus 
resources  on  the  high-priority  initiatives  listed  below. 

o  Healthy  Start  program  --  The  HRSA  is  proposing  to  provide  full 

funding  to  the  Healthy  Start  grantees  to  continue  the  goal  of 
reducing  infant  mortality  rates  by  50  percent  over  the  five-year 
project  period.     These  projects  will  target  funds  for  a  broad- 
based  initiative  to  increase  accessibility  to  health  care  for 
mothers  and  infants;  support  special  comprehensive  efforts  in 
targeted  areas  of  high  infant  mortality;  and  undertake  a  public 
education  campaign  in  areas  of  high  infant  mortality. 

o  Secretary's  Five -Point  Plan  for  Minority  Health  -  HRSA  will  play  a 

primary  role  implementing  the  Secretary's  five-point  plan  to 
expand  access  to  health  care  to  underserved  populations  especially 
minorities.     The  programs  included  in  this  initiative  are: 
Community  and  Migrant  Health  Centers,  National  Health  Service 
Corps,  Community-based  Scholarships,  Ready  to  Learn,  National 
Health  Service  Corps  Early  Recruitment,  Health  Care  for  the 
Homeless,  and  Health  Services  for  Residents  of  Public  Housing. 

In  FY  1993,   this  initiative  will  expand  access  to  comprehensive 
primary  care  services  for  minorities  by  increasing  the  capacity  of 
community-based  programs  currently  supported.     Several  new 
initiatives  targeted  to  young  minority  individuals  are  proposed. 
The  Ready  to  Learn  program  will  support  outreach  activities 
providing  case -managed,  primary  care  and  health  education  programs 
linked  to  the  public  school  system.     The  NHSC  Early  Recruitment 
program  is  designed  to  increase  the  recruitment  and  retention  of 
health  care  providers  in  underserved  areas. 
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Maternal  and  Child  Health  --  Ongoing  efforts  through  formula  and 
project  grants  to  help  State  and  community -based  organizations 
enhance  access  to  pre-natal  and  post-natal  care,  particularly  in 
areas  with  above-average  infant  mortality  rates  or  minority  health 
disparities . 

AIDS  --  The  HRSA  has  taken  the  lead  in  demonstrating  innovative 
approaches  for  working  with  those  affected  by  AIDS.     The  budget 
request  will  increase  funding  for  programs  authorized  by  the  Ryan 
White  Comprehensive  AIDS  Resources  Emergency  Act  of  1990.  In 
addition,  HRSA  programs  will  continue  support  for  pediatric  health 
care  services,  and  to  educate  health  providers  about  the  many  AIDS 
issues  that  confront  them. 

Homeless  Health  Grants  -  -  In  FY  1987,   the  HRSA  began  awarding 
grants  to  community  organizations  and  localities  to  help  them  meet 
the  health  needs  of  their  homeless  populations.     The  FY  1993 
request  will  expand  this  program  providing  services  to  515,000 
homeless  persons. 

Rural  Health  --  In  order  to  ensure  that  rural  health  issues 
continue  to  be  closely  examined,  HRSA  created  an  Office  of  Rural 
Health  Policy  and  is  continuing  this  program  in  FY  1993. 

Gillis  W.  Long  National  Hansen's  Disease  Center  --  Funds  are 
requested  to  continue  comprehensive  and  specialized  health  care  to 
Hansen's  Disease  patients,  conduct  medical  education,  training, 
research,  and  to  facilitate  the  transfer  of  the  Hansen's  Disease 
Center  from  HRSA  to  the  Bureau  of  Prisons. 

Vaccine  Injury  Compensation  Program  --  The  HRSA  has  continued  its 
delegated  responsibility  for  providing  medical  review  of  petitions 
for  compensation  under  the  National  Childhood  Vaccine  Injury  Act 
of  1986,  and  for  paying  claims  from  the  Vaccine  Injury 
Compensation  Program  Trust  Fund. 

Quality  of  Care  -  -  In  FY  1990,  the  National  Practitioner  Data  Bank 
became  operational  for  the  receipt,  storage  and  dissemination  of 
information  on  paid  medical  malpractice  judgements  and 
settlements,  sanctions  taken  by  Boards  of  Medical  Examiners, 
losses  of  membership  in  professional  societies,  and  certain 
professional  review  actions  taken  by  health  care  entities.  The 
FY  1993  budget  proposes  to  collect  the  full  cost  of  operating  the 
Databank  through  user  fees . 

The  request  also  includes  $35  million  for  the  Weed  and  Seed 
program,  a  multi- agency  initiative  built  on  the  premise  that 
Federal,  State,  and  local  governments  and  community  groups  must 
work  together  to  improve  access  to  health  care  for  neighborhoods 
embattled  by  drugs  and  crime. 
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Program  Accomplishments 

Bureau  of  Health  Care  Delivery  and  Assistance 

The  programs  of  the  Bureau  of  Health  Care  Delivery  and  Assistance  help  provide 
for  the  delivery  of  primary  and  preventive  health  care  services  to  underserved 
populations  and  disadvantaged  minorities  including  high-risk  pregnant  women 
and  infants,   the  medically  uninsured,  migrant  and  seasonal  farmworkers, 
victims  of  Hansen's  disease,  homeless  individuals,   substance  abusers,  HIV 
infected  persons,  and  the  elderly;  and  for  health  promotion  and  occupational 
health  services  to  Federal  employees. 

Community  Health  Centers 

The  Community  Health  Centers  programs  support  the  establishment  and  operation 
of  health  care  systems  that  provide  access  to  and  availability  of  primary 
health  care  services  to  people  living  in  medically  unserved  or  underserved 
areas  around  the  nation.     Access  to  health  care  services  will  be  given  to  an 
estimated  population  of  5,675,000  through  1,483  delivery  sites  in  FY  1992. 
These  centers  will  provide  case-managed,    'one-stop  shopping'  primary  care 
services,   alcohol  and  substance  abuse  services,   and  other  health  services  to 
achieve  improved  health  outcomes  for  high-risk  pregnant  women  and  infants, 
underserved  minority  individuals,  medically  indigent  and  low  income 
individuals  of  all  ages,  homeless  persons,   and  persons  with  HIV  infection. 

Black  Lung 

The  Black  Lung  Clinics  program  funds  project  grants  or  contracts  to  public  and 
private  entities  for  the  operation  of  clinics  which  treat  respiratory  and 
pulmonary  impairments  in  active  and  retired  coal  miners.     In  FY  1992  the 
program  will  provide  access  to  health  care  services  to  47,350  victims  of  black 
lung  disease  at  38  delivery  sites. 

Migrant  Health  Centers 

The  Migrant  Health  Centers  program  provides  primary  health  services  to  migrant 
and  seasonal  farmworkers  and  their  families  through  grants  to  non-profit 
health  care  delivery  entities.     In  FY  1992  the  program  will  serve  530,000 
migrant  and  seasonal  farmworkers  at  422  health  care  delivery  sites. 

Health  Care  for  the  Homeless  Program 

The  Health  Care  for  the  Homeless  Program,   through  project  grants  to  local 
public  and  private  non-profit  health  care  delivery  entities,  provides  for  the 
delivery  of  primary  health  care  services,  alcohol  and  substance  abuse 
services,  and  mental  health  services  to  homeless  populations  around  the  United 
States.     In  FY  1992  an  estimated  425,000  homeless  persons  will  be  served  by 
115  grantees. 
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National  Health  Service  Corps 

The  NHSC  program  places  professional  health  personnel  in  primary  health  care 
systems  that  serve  underserved  communities  and  populations  of  greatest  need  in 
urban  and  rural  Health  Professional  Shortage  Areas  (HPSAs)  around  the  nation 
which  cannot  otherwise  recruit  and  retain  health  care  providers.  The 
placement  of  NHSC  personnel  in  these  areas  improves  access  to  primary  health 
care  services  for  the  underserved  by  removing  geographic,   financial,  language, 
and  cultural  barriers. 

National  Health  Service  Corps  Recruitment  Programs 

The  NHSC  Recruitment  Program  recruits  health  care  practitioners  through 
several  mechanisms  and  makes  them  available  for  service  in  HPSAs  throughout 
the  country.     The  goal  is  to  place  practitioners  as  quickly  as  possible  in 
HPSAs  of  greatest  need  by  either  the  service  commitment  methods  of  the  NHSC 
Scholarship  program,  or  the  NHSC  Loan  Repayment  programs  (Federal  and  State). 
Preference  is  given  to  minority  and  financially  disadvantaged  health 
professions  students  and  practitioners  who  will  then  serve  in  disadvantaged 
areas.     During  FY  1992  it  is  estimated  that  approximately  650  Federal 
scholarships  and  loan  repayment  awards  and  25  State  grants  for  support  of  loan 
repayments  will  be  supported. 

Hansen's  Disease  Program 

In  FY  1992  the  Hansen's  Disease  Program  will  provide  health  care  and 
rehabilitative  services  to  victim's  of  Hansen's  disease  throughout  the  Nation. 
The  Gillis  W.  Long  Hansen's  Disease  Center  will  experience  about  55  new 
admissions,   110  readmissions ,  and  3,000  outpatient  visits  during  the  year, 
while  the  regional  contract  patient  care  activity  will  provide  care  for  about 
4,100  participants. 

AIDS  -  Title  III  -  Early  Intervention  Services 

This  program  makes  grants  to  non-profit,  private  organizations  which  provide 
ambulatory,  case-managed  health  care  services  for  persons  with  AIDS/HIV 
infection  through  community-based  health  care  facilities.     Through  outpatient 
services,  home  health  care,   or  hospice  care,   these  organizations  help  relieve 
the  burden  on  inpatient  and  long-term  care  public  facilities  for  this 
population.     In  FY  1992  the  program  will  provide  comprehensive  primary  health 
care  services  to  approximately  200,000  individuals  at  risk  of  HIV  disease. 


Bureau  of  Health  Professions 

The  programs  of  the  Bureau  of  Health  Professions  continue  to  support  efforts 
to  assure  equity  in  access  of  health  service  and  health  careers  for  the 
minority/disadvantaged  by  increasing  the  number  of  minority  and  disadvantaged 
students  who  become  health  or  allied  health  professionals.     In  FY  1992,  the 
Bureau  will  also  focus  on:     health  care  quality  assurance  issues;  increasing 
the  supply  of  primary  care  practitioners;   supporting  programs  that  improve 
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geographic  distribution  of  health  professionals;  ensuring  the  availability  of 
adequately  prepared  health  professionals  in  the  areas  of  disease  prevention 
and  health  promotion,   care  of  the  elderly,   infant  mortality,   substance  abuse 
and  HIV/AIDS;   and  administration  of  the  National  Vaccine  Injury  Compensation 
Program.     The  Bureau  will  also  support  programs  which  offer  education  in 
public  health  and  health  administration. 

Minor ity/Disadvantaged  Representation 

In  FT  1992: 

o      an  estimated  four  health  professions  schools  will  receive  support 
under  the  Certain  Historically  Black  Centers  of  Excellence  program. 
These  schools  have  graduated  45  percent  of  the  Nation's  practicing 
black  physicians  and  dentists,   85  percent  of  all  black  veterinarians 
and  30  percent  of  all  black  pharmacists. 

o      it  is  estimated  that  seven  Hispanic  Centers  of  Excellence  will  be 

established  benefitting  175  individuals,   five  Native  American  Centers 
of  Excellence  will  be  established  benefitting  40  individuals  and  31 
Other  Priority  Centers  of  Excellence  will  be  established  benefitting 
864  individuals.     The  estimates  for  Other  Priority  Centers  of 
Excellence  program  includes  funding  for  14  Hispanic  and  3  Native 
American  Centers  of  Excellence  and  will  support  350  Hispanic  and  24 
Native  American  students.     The  centers  may  be  established  by  a  school 
of  medicine,  dentistry,   or  pharmacy.     The  ethnic  representation  of 
Centers  of  Excellence  participants  approximates  52  percent  African 
Americans;   26  percent  Hispanics;   8  percent  American  Indians;   3  percent 
Asian  Americans;   and  11  percent  disadvantaged  whites. 

o      an  estimated  8,562  students  in  various  phases  of  their  career  planning 
and  preparation  will  benefit  from  Health  Careers  Opportunities  (HCOP) 
structured  academic  programs.     It  is  further  estimated  that  19,595 
students  will  benefit  from  unstructured  (predominantly  recruitment, 
tutorials  and  health  career  counseling)  activities.     Overall,  the 
ethnic  representation  of  HCOP  participants  approximates  60  percent 
African  Americans,  24  percent  Hispanics,  6  percent  Native  Americans, 
4  percent  Asian  Americans  and/or  Pacific  Islanders  and  6  percent 
disadvantaged  whites. 

o     the  Financial  Assistance  for  Disadvantaged  Health  Professions  Students 
program  will  provide  support  to  an  estimated  2,462  students  of 
exceptional  financial  need  who  are  enrolled  in  schools  of  medicine, 
osteopathic  medicine  and  dentistry. 

o      an  estimated  3,249  health  professions  students  will  benefit  from  the 
Exceptional  Financial  Need  Scholarships  program. 

o  an  estimated  5,105  students  of  medicine,  osteopathic  medicine,  and 
dentistry  and  2,100  nursing  students  will  receive  support  from  the 
Scholarships  for  Disadvantaged  Students  program. 
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o      an  estimated  28  contracts  will  be  provided  under  the  Loan  Repayment 
for  Faculty  Service  program.     This  program  provides  for  repayment  of 
principal  and  interest  of  any  educational  loans  at  a  rate  of  up  to 
$20,000  per  year  for  eligible  individuals  from  disadvantaged 
backgrounds  who  are  health  professions  students  or  graduates. 

o     an  estimated  425  individuals  will  benefit  from  the  Nurse  Education 
Opportunities  for  Individuals  from  Disadvantaged  Backgrounds  program. 

National  Practitioner  Data  Bank 

The  National  Practitioner  Data  Bank  opened  September  1,  1990.     During  FY  1991, 
approximately  800,000  inquiries  were  received  and  processed  as  well  as 
approximately  20,000  reports  of  malpractice  payments  and  adverse  licensing  and 
clinical  privileging  actions.     Insurance  companies,  state  licensure  boards  and 
authorities,  and  other  health  care  entities  and  professional  societies  are 
required  to  report  information  to  the  data  bank  within  30  days  of  each  payment 
or  action.     In  FY  1992,  900,000  requests  for  information  and  25,000  reports 
are  expected. 

Health  Education  Assistance  Loan  Program 

The  Health  Education  Assistance  Loan  (HEAL)  program  has  guaranteed 
approximately  $2.7  billion  in  loans  to  nearly  150,000  individual  borrowers 
through  FY  1991. 

Vaccine  Injury  Compensation  Program 

The  Bureau  of  Health  Professions  is  charged  with  the  internal  and  external 
medical  review  of  claims  by  outside  consultants,   including  expert  testimony  to 
the  court  when  warranted,  professional  and  administrative  support  to  the 
Advisory  Commission  on  Childhood  Vaccines,  meeting  specific  administrative 
requirements  of  the  Act,  maintaining  necessary  records  and  reporting,  as 
required,  to  Congress.     As  of  December  27,  1991,  4,095  petitions  for 
pre-October  1,  1988  injuries  and  194  petitions  for  post-October  1,  1988 
injuries  have  been  filed  with  the  U.S.  Claims  Court  and  $187.1  million  has 
been  awarded  in  279  Court  decisions. 

AIDS  Education  and  Training  Centers 

During  FY  1991,  cooperative  agreements  were  entered  into  to  support  the 
development  of  17  AIDS  Regional  Education  and  Training  Centers  (ETCs)  designed 
to  provide  training  in  the  care  of  people  with  AIDS  and  other  HIV  related 
conditions  to  a  broad  spectrum  of  primary  health  care  providers.     This  is 
being  accomplished  through  collaboration  with  public  health  resources  and 
community  health  centers.     In  FY  1991,   the  focus  of  the  ETCs  program  was 
shifted  to  concentrate  its  resources  in  those  areas  experiencing  the  highest 
incidence  of  HIV/AIDS.     Beginning  in  FY  1991  and  continuing  in  FY  1992, 
special  emphasis  is  placed  on  providing  clinical  training. 
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Other 

The  Health  Professions  and  Nursing  Student  Loan  provisions  of  the  Public 
Health  Service  Act  authorize  redistribution  of  returned  loan  funds  to 
participating  health  professions  and  nursing  schools  to  make  awards  to 
eligible  students  who  meet  specified  criteria  for  need  of  financial 
assistance.     In  FY  1992,  approximately  $72.5  million  will  be  awarded  by  health 
professions  schools  to  support  over  22,000  students.  Approximately 
$22  million  will  be  awarded  by  nursing  schools  to  support  about  13,000 
students . 


Bureau  of  Health  Resources  Development 

The  programs  of  the  Bureau  of  Health  Resources  Development  includes  the  HIV 
Emergency  Relief  Grants  program  (Title  I)  and  the  HIV  Care  Grants  program 
(Title  II)  of  the  Ryan  White  C.A.R.E.  Act  of  1990;  public  education  and 
promotion  as  well  as  monitoring  of  organ  transplantation  activities;  and 
monitoring  aspects  of  the  federal  investment  in  health  care  facilities. 

Health  Facilities 

Activities  to  recover  grant  funds  awarded  under  Titles  VI,  VII,  VIII  and  XVI 
when  a  facility  no  longer  meets  the  original  grant  criteria  continue  in 
FY  1992  (approximately  $3.8  million  was  recovered  in  FY  1991  following  over  74 
recovery  reviews).     Alternatively,  when  facilities  funded  under  Title  VI/XVI 
are  sold  to  an  ineligible  entity,   the  new  owner  may  establish  an  irrevocable 
trust  fund  to  provide  uncompensated  care.     Several  such  trusts  are  anticipated 
in  FY  1992.     One  trust  totalling  $2.9  million  was  established  in  1991. 

The  financial  and  operational  condition  of  approximately  253  direct  and 
guaranteed  Hill -Burton  loan  recipients  with  more  than  $615  million  in 
outstanding  principal  was  closely  monitored.     The  early  identification  of 
problems  permits  the  provision  of  technical  assistance  to  facilities  to  help 
them  properly  amortize  their  loans  and  reduce  potential  for  default. 

Staff  continued  to  monitor  the  obligation  to  provide  an  estimated  $371.4 
million  in  uncompensated  care  to  persons  unable  to  pay  by  2,458  health 
facilities  which  received  Federal  Hill-Burton  grant  and  loan  funds.     Under  new 
rules,  governing  compliance,  at  least  957  facilities  will  be  audited  for 
compliance  in  FY  1992.     Facilities  that  had  a  compliance  deficit  in  their 
previous  fiscal  year  must  submit  a  report  for  analysis.     Approximately  500 
such  reports  are  expected  during  FY  1992. 

Monitoring  of  more  than  360  grants  made  for  the  construction  of  health 
professions  and  nurse  training  facilities  under  Titles  VII  and  VIII  continues 
in  FY  1992. 

Organ  Transplantation 


Through  contracts,  support  continued  for  the  Organ  Procurement  and  Transplant 
Network  and  the  Scientific  Registry  of  Transplant  Recipients.     Funding  will 


426 


48 

also  be  available  in  FY  1992  to  organ  procurement  organizations  and  other 
nonprofit  entities  to  help  improve  the  efficiency  with  which  organs  are 
procured  for  transplantation,  to  help  educate  health  professionals  about  the 
process  for  requesting  organ  donation,  and  to  enhance  public  awareness, 
especially  minority  populations,  about  organ  donation. 

FY  1992  funding  will  also  be  used  for  activities  designed  to  increase  organ 
donation  among  minority  populations.     Specific  undertakings  in  this  area 
include  demonstration  programs  to  increase  minority  organ  donation, 
information  programs  for  students  and  alumni  of  Historically  Black  Colleges 
and  Universities  and  education  programs  to  recruit  and  train  minorities  for 
positions  as  transplant  and  procurement  coordinators. 

Special  attention  was  given  to  the  shortage  of  organ  donors  through  a  workshop 
on  organ  donation  sponsored  by  the  Surgeon  General  with  the  staff  support  of 
the  Division  of  Organ  Transplantation. 

Increased  attention  to  patients  was  emphasized  in  the  Transplant  Amendments  of 
1990  which  established  requirements  for  providing  to  patients  and  their 
families  information  on  the  cost  of  transplantation  and  survival  statistics  by 
transplant  center.  A  transplant  center-specific  report  on  organ  and  recipient 
survival  is  underway  in  order  to  make  that  information  available  to  the  public 
and  to  the  Congress. 

Through  the  Scientific  Registry  of  Transplant  Recipients,  efforts  have  been 
completed  in  developing  a  comprehensive  database  on  each  of  the  major  solid 
organ  groups.     The  data  will  be  available  to  researchers  worldwide  and  will 
serve  as  the  cornerstone  for  epidemiological  research  and  policy  decisions 
regarding  distribution  of  organs  in  the  transplantation  system.     The  1990 
Annual  Report  on  the  Organ  Procurement  and  Transplantation  Network  is  also 
nearing  completion  and  will  be  available  for  publication  by  summer  1992. 

HIV/AIDS  PROGRAMS 

RYAN  WHITE  C.A.R.E.   ACT  of  1990  -   (Title  XXVI  of  the  PHS  Act) 

The  Division  of  HIV  Services  in  the  Bureau  of  Health  Resources  Development  has 
responsibility  for  administering  Titles  I  and  II  (excluding  Special  Projects 
of  National  Significance)  of  this  Act,  which  provide  formula  and  supplemental 
funds  to  high  prevalence  metropolitan  areas  and  the  states/territories  for  HIV 
services.     The  purpose  of  this  Act  is  to:     (1)  provide  emergency  assistance  to 
localities  that  are  disproportionately  affected  by  the  HIV  epidemic,  and  (2) 
assist  states/territories  and  other  public  or  private  nonprofit  entities  to 
provide  for  the  development,  organization,  coordination  and  operation  of  more 
effective  and  cost-efficient  systems  for  the  delivery  of  essential  health  and 
support  services  to  individuals  and  families  with  HIV  disease. 

1.  HIV  Emergency  Relief  (Title  XXVI,  Part  A) 

In  FY  1991,  $86  million  was  awarded  to  16  eligible  metropolitan  areas 
(EMAs).  All  16  EMAs  established  representative  HIV  Health  Services 
Planning  Councils  which:     (1)  established  program  priorities  for  the 
allocation  of  funds,   (2)  developed  a  comprehensive  plan  for  the 
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organization  and  delivery  of  HIV  health  services,  and  (3)  assessed  the 
efficiency  of  the  administrative  mechanism  in  rapidly  allocating  funds.  A 
technical  assistance  meeting  was  held  in  July  1991  to  assist  all  16  HIV 
Health  Services  Planning  Councils  in  defining  their  ongoing  roles  and 
responsibilities  under  Title  I. 

Program  priorities  identified  by  local  Planning  Councils  were  implemented 
in  the  16  EMAs ,   including  a  broad  range  of  ambulatory  and  community-based 
health  and  social  support  services.     For  example,  programs  were  developed 
to  provide  primary  medical  care  in  all  EMAs  to  serve  HIV-infected  women 
and  their  children  in  Boston,  expand  and  make  accessible  primary  care 
services  to  injection  drug  users  in  Miami,  New  York,  Newark  and  San 
Francisco,  provide  community-based  case  management  and  support  services 
such  as  transportation,  buddy  support  and  counseling  in  all  the  cities, 
and  make  treatments   (pharmaceutical)  available  to  more  people  in  4  EMAs. 
An  analysis  of  FY  1991  contracts  indicates  that  74  percent  of  Title  I 
funds  were  used  in  4  major  program  areas:     primary  care,  support  services 
(respite  care,   transportation,  client  advocacy,  meals,  peer  support, 
volunteer  buddy  services),  case  management,  and  AIDS  drugs. 

In  FY  1992,   funds  will  be  awarded  to  18  cities.     This  provides  support  for 
2  newly-eligible  cities  (Baltimore,  Oakland),  and  for  expanded  services  to 
address  increasing  caseloads  in  the  16  other  cities.     HRSA  convened  a 
meeting  on  December  11-12,   1991,   to  provide  pre-application  technical 
assistance  and  application  and  program  guidance  materials  for  Title  I. 
Applications  for  formula  grants  are  due  January  10,   1992;   they  will  have  a 
February  1,   1992  award  date.     Supplemental  grant  applications  are  due 
February  12,   1992  with  an  April  4,   1992  award  date. 

2.  HIV  Care  Grants   (Title  XXVI,   Part  A) 

In  FY  1991,   $77.4  million  was  awarded  to  54  states  and  territories  under 
Title  II.     States/territories  utilized  these  grants  for  one  or  more  of  the 
following  service  components: 

A.  Forty-one  states  provided  funds  for  HIV  care  consortia  to  plan 
and  deliver  comprehensive  outpatient  health  and  support  services. 
Twenty  high  incidence  states  were  required  to  utilize  50  percent  of 
their  grant  for  this  purpose;  an  additional  21  states  voluntarily 
chose  to  allocate  funds  for  consortia. 

B.  Fifty- four  of  the  states  and  territories  allocated  funds  for  the 
provision  of  AIDS/HIV  treatments,  with    variability  in  the  number  and 
type  of  drugs  covered.     Four  states  covered  all  FDA- approved 
treatments,   10  states  covered  AZT  only,  and  40  provided  a  combination 
of  therapies. 

C.  Twenty- five  of  the  states  and  territories  allocated  funds  for 
home  and  community-based  care. 

D.  Sixteen  states  allocated  funds  for  continuing  health  insurance 
coverage . 
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Additionally,  all  states  and  territories  met  the  planning  requirements  for 
the  delivery  of  services  under  Title  II.     Ten  states  and  Puerto  Rico  have 
one  or  more  of  the  Title  I  cities  within  their  area  of  jurisdiction  and 
have  actively  collaborated  with  Title  I  HIV  Health  Services  Planning 
Councils  in  planning  HIV  services. 

A  meeting  was  held  on  December  11-12,   1991  to  provide  pre-application 
technical  assistance  and  application  and  program  guidance  materials  for 
Title  II.     Working  group  sessions  were  held  to  address  implementation 
issues  related  to  the  development  of  care  consortia,  home  health  care, 
insurance  continuation  programs,   drug  reimbursement,  and  coordination  of 
Title  I  and  II. 

CATEGORICAL  PROGRAMS 

In  FY  1991,  as  specified  by  law,   the  Division  of  HIV  Services  integrated 
existing  categorical  programs  -  AIDS  Service  Demonstration  Projects,  HIV 
Services  Planning  Program,  AIDS  Drug  Reimbursement,  Home  and  Community  Based 
HIV  Care,   and  Sub-acute  Care  Demonstration  Projects  -  into  Titles  I  and  II. 
The  Drug  Reimbursement  and  Home  Care  programs  are  specifically  included  in 
Title  II  authority  and  states/territories  may  choose  to  allocate  funds  to 
these  programs. 

Many  of  the  22  grants  under  the  HIV  Health  Services  Planning  Program  were  used 
to  conduct  a  needs  assessment  that  was  utilized  in  FY  1991  planning  by  the 
respective  cities  and  states  in  identifying  priorities  for  Title  I  and  II 
funding.     The  three  sub -acute  care  demonstration  projects  continued  into 
FY  1991.  The  24  AIDS  Service  Demonstration  Projects  continued  into  FY  1991  and 
were  specifically  given  priority  for  funding  under  the  Program  Guidance  for 
Titles  I  and  II. 

Section  2618  allowed  up  to  10  percent  of  funds  appropriated  for  Title  II,  or 
$8.7  million  in  FY  1991,  to  be  used  for  Special  Projects  of  a  National 
Significance  (SPNS).     From  this  amount,   20  States  received  $1.8  million,  in 
addition  to  their  Title  II  formula  award,   to  fund  any  reduction  that  may  have 
occurred  in  a  State's  funding  under  the  Title  II  formula  and  the  total  amount 
of  HRSA  HIV  Services  funding  for  the  programs  cited  above  in  the  previous 
year.     Of  the  remainder  of  funds  under  the  SPNS  program,  $4.6  million  went  to 
22  entities  nationwide  to  fund  innovative  models  for  the  care  and  treatment  of 
individuals  with  HIV  disease,   and  $2.9  million  was  used  to  reimburse  dental 
schools  for  the  un-reimbursed  cost  of  treatment  of  patients  with  HIV  disease. 

TECHNICAL  ASSISTANCE 

Beginning  in  FY  1991  and  continuing  into  FY  1992,   the  Division  has  initiated 
technical  assistance  efforts  to  facilitate  implementation  of  the  Ryan  White 
C.A.R.E.  Act  at  the  state  and  local  level.     This  has  included  a  meeting  of  all 
16  city  planning  councils,  needs  assessment  workshops  conducted  at  the 
city/state  pre-application  meetings  in  December  1991,  ongoing  site  visits,  and 
development  of  a  technical  assistance  and  monitoring  protocol  for  Division 
project  officers  to  use  in  their  interaction  with  grantees.  Regional 
workshops,  training  sessions  and  meetings  to  address  key  implementation  issues 
will  be  held  in  FY  1992.     A  technical  assistance  plan  for  each  State  and  EMA 
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will  be  developed  by  the  project  officer  in  consultation  with  the  project 
director . 

A  key  component  of  technical  assistance  for  FT  1992  will  be  to  assist  Title  I 
and  II  grantees  with  phase -in  of  the  Uniform  Reporting  System  which  will 
assist  providers,   consortia  planning  councils  and  grantees  in  implementation 
of  the  Ryan  White  CARE  Act  by  helping  them  assure  that  intended  services  are 
being  provided  to  intended  clients  most  in  need  of  services  as  prioritized  by 
planning  councils  and  consortia  and  mandated  by  the  legislation.     Starting  in 
FY  1991  and  continuing  into  FY  1992,  the  Division  has  sponsored  a  series  of 
workshops  around  specific  data  reporting  issues,  prepared  a  position  statement 
and  procedure  for  protecting  the  confidentiality  of  client  data,  identified 
existing  data  collection  systems  that  may  be  adaptable  to  Ryan  White 
requirements,  and  prepared  and  disseminated  a  comprehensive  review  of  proposed 
data  elements.     The  proposed  model  reporting  system  would  include  an  annual 
administrative  report  of  all  providers  and  client  service  data  from  health 
insurance  and  AIDS  treatments  programs,   as  well  as  home  and  community-based 
services,  and  clinical  care  providers.     The  Division  is  currently  working  to 
bring  to  the  public  domain  at  least  two  operational  software  systems  which 
include  computer  scanning  of  hard  copy  forms  as  well  as  assistance  software  to 
help  providers  with  existing  automated  data  systems  adapt  their  systems  to 
provide  data  in  the  format  requested. 


Maternal  and  Child  Health  Bureau 

The  Maternal  and  Child  Health  Bureau  was  established  by  the  Secretary  in 
FY  1990  to  strengthen  the  Federal  effort  toward  meeting  the  special  health 
care  and  related  needs  of  mothers,   infants,   children,   and  adolescents  in  our 
society,   and  especially  toward  reducing  this  country's  unacceptably  high 
infant  mortality  rate. 

Maternal  and  Child  Health  Block  Grant 

The  Omnibus  Budget  and  Reconciliation  Act  of  1989  amended  Title  V  of  the 
Social  Security  Act  to  improve  planning  and  accountability  in  the  program  and 
to  complement  Medicaid  reforms  for  pregnant  women  and  children.     The  law 
requires  States  to  submit  an  application  to  receive  their  Block  grant 
allocation.     In  the  application  the  States  are  required  to  provide  a  statewide 
needs  assessment  (based  on  the  Year  2000  health  objectives);  a  plan  for 
meeting  the  identified  needs;   assurance  that  the  FY  1989  level  of  state  effort 
will  be  maintained;  and  assurance  that  30  percent  of  funds  will  be  for 
preventive  and  primary  care  services  and  30  percent  for  children  with  special 
health  needs  services.       Beginning  in  FY  1991,   States  are  required  to  report  a 
variety  of  information  and  data  by  which  to  measure  progress  toward  program 
goals  and  year  2000  objectives.     The  MCHB  is  working  with  States  to  assist 
them  in  meeting  these  data  requirements.     The  MCHB  has  provided  technical 
assistance  to  all  block  grant  recipients,  and  reviewed  and  approved 
applications,   ensuring  all  conditions  and  mandates  for  receiving  block  grant 
funds  were  met.     In  FY  1992  $547,081,250  will  be  awarded  to  the  50  States, 
Puerto  Rico,   the  District  of  Columbia,   the  Virgin  Islands,  and  the  insular 
areas  of  the  western  Pacific. 
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Special  Projects  of  Regional  and  National  Significance  (SPRANS) 

Of  the  amounts  appropriated  for  the  MCH  Block  Grant,   15  percent  is  set-aside 
for  discretionary  projects  in  the  categories  of  research,  training, 
hemophilia,   genetics,  and  maternal  and  child  health  improvement  projects. 
These  projects  demonstrate  and  test  a  variety  of  approaches  intended  to 
improve  the  health  of  and  service  delivery  to  mothers,   infants,  adolescents, 
and  children  with  special  health  needs.     Together,   these  programs  focus  on  the 
problems  of  infant  mortality  reduction  and  low  birthweight,   improved  services 
to  high  risk  groups,  promotion  of  early  and  continuous  prenatal  care, 
reduction  in  neonatal  mortality,     reducing  high  risk  behaviors  in  pregnant 
women,   and  the  development  of  family  centered,   community  based,  coordinated 
and  culturally-  competent  care  systems  of  services  for  all  children,  including 
those  with  special  needs. 

Research  projects  are  designed  to  improve  the  delivery  of  services  to  mothers, 
infants,   children,   adolescents  and  children  with  special  health  needs.  In 
FY  1991,   38  research  grants  were  funded.     Through  cooperation  with  the  Office 
of  the  Surgeon  General,   the  MCHB  directed  and  established  a  symposium  to 
explore  the  scientific  basis  for  healthy  children  and  their  ability  to  learn. 
The  MCHB  has  funded  grants  which  evaluate  and  analyze  the  long-term  outcomes 
of  very  low  birthweight  infants  and  track  their  development  through  school 
age. 

Professional  education  and  training  continues  to  be  a  priority.     The  MCHB 
funded  128  training  grants  in  FY  1991  of  which  11  were  new  projects  in 
Behavioral  Pediatrics  and  2  were  new  University  Affiliated  Programs.  In 
addition,  MCHB  funds  a  program  for  the  education  of  primary  care  physicians  in 
Obstetrics  and  Gynecology,   Pediatrics,  and  Family  Practice  in  the  nation's  4 
historically  black  medical  schools. 

The  MCHB  funded  62  genetic  grants  for  the  testing,   counseling,   and  referral  of 
individuals  at  risk  for  having  or  transmitting  genetic  disorders.     MCHB  has 
funded  Sickle  Cell  Disease  screening  programs  for  newborns  and  young  adults 
and  Cooleys  Amenia  demonstration  and  treatment  centers.     Projects  are 
organized  to  provide  mutual  support  and  develop  positive  attitudes  and 
effective  strategies  for  coping  with  the  chronic  illness. 

In  the  area  of  childhood  lead  poisoning,   the  MCHB  funded  a  prevention  training 
and  resource  center  for  State  and  local  maternal  and  child  health  staff  and 
other  health  providers.     Another  project  was  funded  to  improve  the  detection 
and  treatment  of  lead  poisoned  children  by  providing  a  free  monthly 
proficiency  testing  program  to  any  interested  laboratory. 

The  MCHB  funded  25  grants  which  form  an  intraregional  network  of  Hemophilia 
Treatment  Centers  (HTCs)  to  serve  all  identified  individuals  with  congenital 
clotting  problems  by  providing  medical,   dental,  psychosocial, 
orthopedic/physical  therapy,  and  case  management  services.     In  keeping  with 
the  expressed  intent  of  Congress,   the  MCHB  again  entered  into  an  interagency 
agreement  whereby  CDC  provides  $8.5  million  to  provide  counseling,  testing, 
education,   training,   evaluation,   outreach  and  psychosocial  support  activities 
for  the  National  Hemophilia  Human  Immunodeficiency  Virus  Infection  Prevention 
Project  through  supplementing  HTC  grants.     The  MCHB  has  entered  into  a 
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cooperative  agreement  with  the  National  Hemophilia  Foundation  for  AIDS  risk 
reduction  and  comprehensive  care,  which  develop  skills  of  providers  in 
conducting  prevention  education  and  providing  psychosocial  support  to  those 
living  with  HIV. 

The  MCHB  funded  237  Maternal  and  Child  Health  Improvement  projects  in  FY  1991. 
These  projects  demonstrate  how  States  and  local  agencies  and  organizations  can 
improve  the  health  status  of  mothers  and  children.  Examples  of  MCHIP  projects 
include : 

o    The  MCHB  funded  five  one -stop  shopping  projects  in  FY  1991  and  will 

continue  and  expand  it  efforts  in  FY  1992.     MCHB  has  conducted  a  study  to 
identify  and  assess  the  current  State  and  local  efforts  to  plan  and/or 
implement  one-stop  shopping  models  for  perinatal  services.     The  assessment 
study  was  completed,  published  and  disseminated  nationally  to 
provideguidance  to  States  and  local  agencies,  as  well  as  potential  SPRANS 
grantees,   to  assist  in  the  development  of  one-stop  shopping  models. 

o    The  MCHB  focus  on  children  with  special  health  care  needs  is  achieved  by 
assisting  states  in  the  development  of  family-centered,  community-based, 
coordinated  care,   and  culturally  competent  services  as  mandated  by  the 
authorizing  legislation.     Projects  funded  have  increased  awareness  on 
targeted  issues  such  as  providing  services  to  blind  and  disabled  children 
under  the  Supplemental  Security  Income  program  and  the  public/private 
sectors  collaborative  efforts  for  more  cost-efficient  and  comprehensive 
care . 

o    The  MCHB  has  worked  with  the  Centers  for  Disease  Control  to  place  perinatal 
epidemiologists  in  State  Maternal  and  Child  Health  programs.  Four 
assignees  are  currently  in  place,  and  additional  assignees  are  expected  in 
1992.     In  addition,  MCHB  has  a  five-year  initiative  underway  to  enhance  the 
analytic  skills  of  MCH  professionals  in  schools  of  public  health  thereby, 
continuing  education  that  will  teach  and  reinforce  the  philosophy  of 
maternal  and  child  health  programs  and  their  disciplinary  functions. 

o    Through  a  collaborative  initiative  with  the  Robert  Wood  Johnson  Foundation, 
MCHB  has  jointly  supported  new  efforts  to  improve  maternal,   prenatal,  and 
neonatal  care  in  areas  where  significant  infant  mortality  and  low 
birthweight  problems  exist. 

o    The  MCHB  has  expanded  the  Healthy  Tomorrows  Partnership  for  Children 
Program- -Community-Based  Systems  Development  Projects  to  include  7  new 
projects  for  a  total  of  27. 

o    In  FY  1991,   the  MCHB  established  a  data  team  which  directed  various  data 
development  projects  including  instrument  development;  interagency 
agreement  with  NCHS ;  State  data  conference  with  CDC  and  AMCHP ;  and  small 
area  analysis  activities  with  HRSA.     The  MCHB  Data  Resources  Development 
Center  with  the  Public  Health  Foundation  was  established. 

o    Public  education  and  information  dissemination  are  essential  for  increased 
awareness.     The  MCHB  developed  and  coordinated  the  Maternal  and  Child 
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Health  Handbook;   Child  Health  Day  Program;  Healthy  Children  2000;  MCHB 
Inventory  of  Projects;   and  Child  Health  USA  1991. 

o    Through  a  cooperative  initiative  with  the  Alcohol  Drug  Abuse  and  Mental 
Health  Administration,  MCHB  has  jointly  sponsored  projects  offering 
comprehensive  services  for  substance -abusing  pregnant  women  and  their 
infants . 

o    The  MCHB  developed  a  cooperative  agreement  with  the  American  College  of 
Obstetricians  and  Gynecologists  to  promote  a  national  fetal  and  infant 
mortality  review  program.     This  program  will  revise  the  infant  mortality 
review  manual,   fund  IMR  projects  and  provide  technical  assistance  to 
interested  communities. 

o    In  collaboration  with  the  Administration  for  Children  and  Families,  the 
Health  Care  Financing  Administration,   the  Food  and  Nutrition  Service 
Department  of  Agriculture,   and  the  Bureau  of  Health  Care  Delivery 
Assistance,   the  MCHB  developed  a  Model  Application  Form  for  Maternal  and 
Child  Health  Assistance  Programs.     This  form,  mandated  by  Section  6506(a) 
of  Omnibus  Budget  Reconciliation  Act  of  1989,  was  printed  in  the  Federal 
Register  on  December  9,   1991,  and  may  be  used  to  apply  simultaneously  for 
assistance  by  a  pregnant  woman  or  child  under  six  from  the  following 
maternal  and  child  health  assistance  programs:     Medicaid;  Health  care  for 
the  Homeless;  MCH  Services  Block  Grant;  Community  and  Migrant  Health 
Centers  Programs;   the  Head  Start  program;  and  the  WIC  program.     The  State 
has  the  option  of  using  this  form. 

o    The  MCHB  has  worked  with  the  Head  Start  program  to  evaluate  national 
programs  to  promote,   improve,   and  maintain  the  physical,  psychological, 
dental,   and  nutritional  health  status  of  children  upon  entry  into  the  first 
grade . 

Community  Integrated  Service  System  (CISS) 

Of  the  amounts  appropriated  for  the  MCH  Block  Grant,   12.75  percent  of  the 
amount  over  $600  million  is  set-aside  for  additional  discretionary  projects  in 
the  categories  of  maternal  and  infant  home  visiting;   case  management  services 
in  the  home;  projects  to  increase  obstetricians  and  pediatricians  systems;  MCH 
centers  operated  by  not-for-profit  hospitals;  projects  to  service  rural 
populations;   and  outpatients  and  community-based  services  program  (including 
day  care  services)  for  children  with  special  health  care  needs.     It  is 
expected  that  36  projects  will  be  funded  in  FY  1992.     Priority  will  be  given 
to  integrated  service  delivery  systems  featuring  one-stop  shopping  and 
projects  for  maternal  and  infant  home  visiting  programs 

Emergency  Medical  Services  for  Children 

The  EMS  for  Children  program  augments  the  Preventive  Health  Block  Grant  and 
the  new  Trauma  Care  Systems  Planning  and  Development  Act  of  1990  to  stimulate 
further  development  of  expansion  of  ongoing  efforts  in  States  to  reduce  the 
problems  of  life  threatening  pediatric  trauma  and  critical  illness.  Through 
FY  1991,   this  program  has  funded  34  demonstration  projects  with  State 
governments  and  accredited  schools  of  medicine.     This  program  has  successfully 
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improved  how  State  EMS  systems  respond  to  the  special  emergency  health  needs 
of  children. 

Pediatric  AIDS  Program 

The  Pediatric  AIDS  Service  Demonstration  program,  now  starting  its  fourth  year 
of  operation,  has  established  itself  as  the  Department's  principal  effort  to 
develop  national  models  of  family-centered,  community-based  coordinated  care 
for  children,  youth,  women,  and  families  affected  by  HIV  and  AIDS.     At  the  end 
of  the  first  three  years,  23  demonstration  projects  located  in  14  states,  the 
District  of  Columbia  and  Puerto  Rico,  reported  serving  over  12,100  individual 
clients.     These  clients  include  children,  youth,  women,  men  and  other  family 
members  affected  with  HIV  and  AIDS. 

HIV  infection  in  women  and  children  is  just  emerging  in  many  parts  of  the 
country,  and  minority  women  and  children  represent  the  most  rapidly  growing  at 
risk  population  group.     Given  these  trends,   it  is  critical  to  further  support 
the  Pediatric  AIDs  Demonstration  Program's  effort  to  develop  the  national 
resource  capacity  required  to  provide  comprehensive  services  to  address  the 
needs  of  families  affected  by  an  epidemic  of  this  magnitude. 

The  significant  accomplishments  of  the  Pediatric  AIDS  Demonstration  Program 
are  summarized  below: 

I.       IMPROVED  ACCESS  OF  TRADITIONALLY  DISADVANTAGED  AND  UNDERSERVED  HIV 

AFFECTED  CHILDREN,  YOUTH,  WOMEN,  AND  FAMILIES  TO  COMPREHENSIVE  MEDICAL 
AND  SOCIAL  SERVICES. 

The  Pediatric  AIDS  Demonstration  Program  was  initiated  with  13  Pediatric  AIDS 
Demonstration  projects  funded  with  FY  1988  appropriations.     Currently  there 
are  44  funded  projects  in  17  states,   the  District  of  Columbia,  and  Puerto 
Rico. 

Three  categories  of  projects  have  been  funded:     Pediatric  AIDS  Demonstration 
Projects  (29)  which  provide  or  coordinate  comprehensive,   family-centered  HIV 
health  and  social  services;  Comprehensive  Care  Consortia  projects  (2)  which 
provide  or  coordinate  comprehensive  services  through  public/private 
partnerships;  and  National  issue  projects  (13)  which  provide  information, 
education  and  training,  and  technical  assistance  to  support  national  program 
development . 

Between  1988  and  1990,   the  Pediatric  AIDS  Projects  have  dramatically  increased 
the  unduplicated  number  of  individual  clients  served  and  the  average  numbers 
served  by  each  project.     In  addition,  projects  have  increasingly  served  women 
and  other  family  members. 

Between  1988  and  1990,   the  proportion  of  clients  served  who  were  women 
increased  significantly.     In  addition,   the  number  of  family  units  served  more 
than  doubled  each  year  between  1988  and  1990,   indicating  the  program's 
commitment  to  maintenance  of  the  family  unit  in  the  face  of  a  devastating 
family  disease. 
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II.  IMPROVED  THE  RESOURCE  CAPACITY  OF  A  NETWORK  OF  MEDICAL  AND  SOCIAL 
SERVICES  PROFESSIONAL,   BOTH  LOCALLY  AND  NATIONALLY,   TO  ADDRESS  THE 
SPECIAL  NEEDS  OF  CHILDREN,   YOUTH,   WOMEN,   AND  FAMILIES  AFFECTED  BY  HIV. 

The  Pediatric  AIDS  Program  has  improved  the  capacity  of  health  and  social 
service  professionals,  community-based  organizations,   and  families  to  address 
the  demands  of  the  growing  epidemic.     In  each  project,    individual  grantees 
have  made  efforts  to  strengthen  provider  capacity  within  their  communities  and 
States  through  education,   training,  and  peer  support.     The  National  issue 
grants  have  been  funded  to  address  specialized  provider  issues  such  as: 
ethical  and  legal  concerns,  psychosocial  care  needs,   substance  abuse 
treatment,   and  reimbursement  strategies.     National  issues  projects  have  also 
been  funded  to  educate  and  support  families,   extended  family  caregivers  and 
foster  families.       The  following  highlight  some  of  the  accomplishment  in 
improving  the  capacity  of  providers  and  families: 

o      A  Pediatric  HIV  Core  Curriculum  has  been  developed  and  the  National 
Pediatric  HIV  Resource  Center  conducts  quarterly  five  day 
multidisciplinary  training  programs  for  health  administrators  and 
providers..    To  date,   166  providers  from  16  states  have  participated  in 
the  training  program.     Other  train- the-trainer  programs  for  nurses, 
psychosocial  providers  are  also  being  offered. 

o      The  Pediatric  HIV  Resource  Center  in  collaboration  with  the  PHS , 
convened  a  work  group  of  experts  in  pediatric  AIDS  that  developed 
recommendations  for  recently  published  "Guidelines  for  prophylaxis 
against  PCP  for  children  infected  with  HIV." 

o      The  Association  for  the  Care  of  Children's  Health  has  organized  a 

national  support  network  of  families  of  HIV  infected  children  and  youth 
and  has  provided  education  and  support  to  implement  family- centered 
care  in  programs  nationally. 

o      The  program  organized  and  sponsored  the  Sixth  Annual  Pediatric  AIDS 

Conference  which  provided  state-of-the-art  information,  skill  building, 
and  support  to  over  1,100  professionals  and  families  nationally. 

III.  DEVELOPMENT  OF  ALTERNATIVE  MODELS  TO  ORGANIZE  AND  COORDINATE  SERVICE 
DELIVERY  INFRASTRUCTURES  TO  ENSURE  THAT  COMPREHENSIVE  FAMILY- CENTERED 
CARE  SERVICES  ARE  PROVIDED  WITHIN  COMMUNITY- BASED  SYSTEMS  OF  CARE. 

The  Pediatric  AIDS  Demonstration  projects  have  developed  alternative  models  in 
their  respective  communities  and/or  States  to  organize  and  coordinate  a 
comprehensive  set  of  services  required  by  HIV  affected  children,  youth,  women, 
and  families.     The  program  has  initiated  data  and  evaluation  efforts  to 
describe  the  effectiveness  of  the  demonstration  projects.     Case  studies  of  6 
of  the  13.  original  Pediatric  projects  were  published  in  September,  1991. 
Systematic  data  collection  and  evaluation  efforts  are  underway.       Some  of  the 
specific  accomplishments  of  the  project  include: 

o      All  of  the  projects  offer  a  broad  range  of  prevention,  medical, 

developmental  and  educational,  psychosocial,  social  services  and  family 
support  services  to  children  with  HIV,   and  an  increasing  number  of 
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projects  have  taken  responsibility  for  the  delivery  of  health  and 
social  services  to  women  and  other  members  of  the  family  as  well. 

o      Through  linkages  with  state,  county,  and  city  health  and  social  service 
agencies,   the  demonstration  projects  have  increased  capacity, 
financing,  and  coordination  for  many  needed  services. 

o      The  demonstration  projects  have  stimulated  the  development  of  new 

modalities  of  care,   including  developmental  interventions  and  temporary 
group  foster  homes  for  children  with  HIV,  acupuncture  drug  treatment 
for  pregnant  women,  and  high  technology  home  care. 

o     Many  of  the  projects  have  begun  to  offer  'one-stop  shopping'  by 

coordinating  the  various  clinic  visits  for  children  with  HIV  and  by 
coordinating  their  visits  with  those  for  other  family  members. 

o      HIV  prevention  and  education  were  integral  parts  of  all  the 

demonstration  projects.     These  services  were  being  offered  to  all 
adolescents  and  adults  served  directly  by  the  projects,  with  additional 
outreach  being  provided  to  both  lay  and  provider  communities.  Several 
of  the  projects  have  integrated  HIV  education  with  OB/GYN  and  prenatal 
care . 

o      Children  in  the  majority  of  projects  studied  were  able  to  participate 
in  clinical  trials  that  gave  them  access  to  state-of-the-art 
treatments . 

o      Support  groups  have  been  made  available  to  family  members  of  children 
served  by  all  of  the  projects. 

o      Client  input  has  resulted  in  such  program  improvements  as  extended 
clinic  hours,   improved  waiting  area,  and  more  specialized  services. 

Healthy  Start  Initiative 

The  Healthy  Start  Initiative  provides  funds  to  15  communities  with 
exceptionally  high  rates  of  infant  mortality,  as  well  as  community /migrant 
health  center  sites  in  other  communities  with  high  infant  mortality  rates,  in 
order  to  develop  new  and  innovative  approaches  to  demonstrate  how  the  Nation 
can  improve  the  health  of  mothers  and  infants  and  reduce  the  infant  mortality 
rate.     Health  and  social  services  providers  work  collaboratively  to  develop 
new  means  of  delivering  services  to  meet  the  needs  of  pregnant  women  and 
infants.     The  programs  are  build  on  the  principles  of  innovation,  community 
commitment  and  involvement,   increased  access,  service  integration  and  personal 
responsibility.     In  FY  1992,  the  15  communities  are  completing  needs 
assessments  and  Comprehensive  Healthy  Start  Plans,  as  well  as  increasing  the 
range  of  prenatal  services  and  education  to  the  target  population. 
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Management  Savings 

HRSA's  continued  commitment  toward  quality  of  service  and  increased 
productivity  in  FY's  1992  and  1993  will  result  in  management  improvements. 
Management  improvement  activities  in  audit  management,  automation  technology, 
internal  control  functions,  and  program  activities  will  verify  efficient 
management  procedures  and  produce  effective  management  and  administration  of 
program  activities. 

During  FY  1991,  HRSA  instituted  a  2-year  audit  management  investment  income 
recovery  initiative  for  colleges  and  universities  that  made  loans  to  health 
professions  and  nursing  students.  Actual  FY  1991  recoveries  totaled  $6 
million,  with  an  additional  $6  million  projected  for  FY  1992. 

FY  1992  internal  control  reviews  are  expected  to  include  the  areas  of  real 
property,  budget  planning  and  formulation,  cash,   four  aspects  of  personnel 
administration,   quarters  acquisition  and  management,   and  scientific  integrity. 
Although  specific  functions  are  as  yet  unassigned,  candidates  for  internal 
control  review  in  FY  1993  are  automated  information  systems  security 
(application  systems  security),   sensitive  material  (hotline  items, 
investigative  material,  medical  records),   fines  and  charges  for  services,  and 
two  aspects  of  personnel  administration. 

Under  HRSA's  automated  workers'   compensation  review  system,   $83,000  of 
misbilled  cases  were  reassigned  to  the  appropriate  agency  during  FY  1991,  with 
monitoring  continuing  through  1992  and  1993.   Four  personnel  specialists  in 
HRSA's  Division  of  Personnel  were  trained  in  operating  the  misbilling 
detection  system  and  will  continue  tracking  misbilled  cases. 

HRSA  continued  to  implement  Total  Quality  Management  (TQM)   in  FY  1992. 
Awareness  training  has  been  provided  to  virtually  all  employees  of  the  Agency. 
Completion  of  awareness  training  for  all  staff  is  expected  in  FY  1992.   In  one 
bureau,  all  members  of  quality  councils  have  attended  problem- solving  and 
group  dynamics  training.   Problem- solving  training  is  also  being  provided  to 
employees  of  the  Office  of  the  Administrator.  Additionally,   a  small  number  of 
employees  have  completed  extended  TQM  training  at  the  Office  of  Personnel 
Management's  Executive  Seminar  Center,   and  one  senior  manager  has  attended  the 
Juran  Institute.  Three  HRSA  employees  have  attended  facilitator  training 
conducted  by  the  Assistant  Secretary  for  Personnel  Administration.   It  is 
anticipated  that  problem-solving  training  will  be  offered  throughout  the 
Agency  in  FY  1993. 

One  Agency  component  has  adopted  a  quality  award  designed  to  identify  and 
recognize  employees  for  work  which  contributes  to  quality  improvement  efforts. 
Within  another  bureau,   a  long  standing  "Make  a  Difference  Award"  is  used  in 
similar  fashion.  Other  awards  are  being  developed  to  recognize  quality 
contributions . 

Several  process  improvement  efforts  are  underway.   For  example,   a  team  is 
reviewing  the  Federal  Register  notice  process  which  announces  the  availability 
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of  funds  for  discretionary  grants  with  the  objective  of  improving  the 
processing  and  scheduling  of  the  grants.  A  second  team  is  being  formed  to 
conduct  a  comprehensive  review  of  grants  management  operations.   In  another 
component,  a  grants  process  improvement  team  is  currently  operating,  and  an 
inter-bureau  team  has  been  established  to  develop  service/education  linkages 
between  programs.  A  third  bureau  cross -functional  team  is  looking  at  the 
correspondence  process.  Other  teams  will  be  formed  throughout  the  Agency  in  FY 
1992  and  1993  as  employees  complete  training  in  group  dynamics  and  problem- 
solving  tools  and  techniques. 

Organizational  surveys  to  establish  baseline  data  for  quality  improvement  also 
are  being  conducted  in  some  Agency  components.  Future  surveys  are  expected  to 
identify  potential  areas  for  improvement.  In  one  bureau,  survey  results  were 
used  to  design  two  quality  improvement  task  forces  to  deal  with  barriers  to 
effective  communication  and  to  quality  improvement  implementation.  One  Agency 
component  is  undertaking  a  self -assessment  designed  to  provide  information 
essential  for  strategic  planning.  Another  has  inventoried  all  staff  to 
determine  their  current  level  of  training  and  familiarity  with  computers  and 
software  packages,  as  a  benchmark  for  planning  and  improving  staff 
capabilities.  As  TQM  activities  have  continued,  the  Agency  will  realize 
efficiencies  in  work  performed,  better  customer  service,  and  management 
savings  that  accrue  from  improved  performance. 
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Authorizing  Legislation  -  Titles  III  and  XXVII  of  the  Public  Health  Service 
Act,  Section  427(a)  of  the  Federal  Coal  Mine  Health  and  Safety  Act  of  1977, 
Public  Law  101-527,  and  Public  Law  79-658  (5  USC  7910). 


T7V  1001 

Appropriation 

FY  1993 
Estimate 

Increase  or 
Decrease 

Community  health  centers 

$536,561,000  1/ 

$621,090 

,000 

+$84,529,000 

Migrant  health 

57,662,000 

62,962 

,000 

+5,300,000 

Black  lung  clinics 

4,000,000 

4,000 

,000 

... 

Pacific  basin  initiatives 

758,000 

-758,000 

National  health  service  corps 

41,456,000 

43 , 588 

,000 

+2,132,000 

NHSC  Recruitment 

58 , 733 , 000 

65,053 

,000 

+6 , 320 , 000 

Hansen's  disease  center 

19,489,000 

18,963 

,000 

-526,000 

Payment  to  Hawaii 

3,000,000 

3,000 

,000 

Health  care  for  the  homeless 

55,962,000 

67,862 

,000 

+11.900,000 

Native  Hawaiian  health  care 

3,596,000 

-3,596,000 

Health  care  services  in  the  home 

2,897,000 

-2,897,000 

Nursing  loan  repayment 

1,453,000 

-1,453,000 

Health  Services  for  Residents 
of  Public  Housing 

6,089,000 

9,089 

000 

+3 ,000,000 

Grants  to  Communities     -  Health 
Prof.  Scholarships 

487,000 

487 , 

000 

Ready  to  Learn 

6,000! 

,000 

+6,000,000 

NHSC  Early  Recruitment/Retention 

11,000, 

000 

+11,000,000 

State  Alzheimer's  Pilot  Grants 

3,996,000 

-3,996,000 

Federal  Employee  Occupational 
Health 

(49,000,000) 

(54,000, 

000) 

(+5,000,000; 

Total,   Budget  Authority 

796  , 135> ,  <j0G 

913,094,000 

+iiu, ?55,000 

\J  Includes  $9,922,000  from  the  Healthy  Start  Program 
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Community  Health  Centers: 

Authorizing  legislation  --  Sections  301  and  330  of  the  Public  Health  Service 
Act. 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase 
or 

Decrease 


Budget  Authority      $478,191,000        $536,561,000  1/  $621,090,000  (+84,529,000) 


Comprehens  ive 
Perinatal  Care 
Program 


($32,582,000)  ($42,470,000) 
1993  Authorization:     Such  sums  as  necessary. 
1/  Includes  $9,922,000  from  the  Healthy  Start  Program 


($42,470,000) 


(---) 


Purpose  and  method  of  operation 

The  Community  Health  Center  (CHC)  program  supports  the  establishment  and 
operation  of  systems  that  provide  access  to  and  availability  of  family 
oriented  preventive  and  primary  health  care  services  to  people  living  in  rural 
and  urban  medically  underserved  areas.     The  populations  living  in  areas  that 
are  served  by  CHC's  are  disadvantaged  and  underserved  by  traditional  medical 
services.     These  people  may  be  minorities,  women  of  child  bearing  age, 
infants,  persons  with  HIV  infection,  substance  abusers,  or  homeless 
individuals  or  families.     They  are  at  risk  and  vulnerable  for  health  and 
related  conditions  because  of  very  limited  access  to  quality  primary  health 
care.     CHC's  improve  access  by  supporting  organized  health  care  systems, 
facilities,  and  health  care  providers  located  in  areas  where  there  are 
significant  populations  of  underserved  individuals. 

CHC's  respond  to  local  health  care  problems  and  needs  of  special  populations. 
Their  services  are  coordinated  with  those  of  State  and  local  health 
departments,  non-profit  organizations,  academic  institutions,  and  other  local 
organizations.     They  provide  family  oriented  case -managed  health  care  services 
that  locate  and  coordinate,  primary  care  and  necessary  specialized  services 
for  their  patients.     To  assure  that  a  full  range  of  primary  care  and  related 
services  are  available  to  the  patient,  the  case  manager  serves  as  a 
coordinator  to  link  the  health  center  services  with  other  services  such  as 
WIC,  welfare,  Medicaid  eligibility,  substance  abuse  and  social  services.  The 
case  manager,  who  may  be  a  primary  provider,  nurse,  or  social  worker,  also 
assesses  achievement  of  desired  outcomes  and  initiates  appropriate  follow-up 
as  needed.     CHC  health  professional  staff  provide  basic  primary  care  services 
with  a  culturally  sensitive,   family  oriented  focus,  as  well  as  essential 
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ancillary  services  such  as  laboratory,  x-ray,  and  pharmacy  services.  In 
addition,  CHC's  arrange  transportation  and  offer  convenient  hours  for  the 
delivery  of  health  care. 

CHC  programs  include  perinatal  health  care  services  to  help  reduce  the  rate  of 
infant  mortality  by  improving  the  pregnancy  outcomes  and  health  status  of 
underserved,  minority,  and  disadvantaged  women  of  child  bearing  age  and 
infants  in  the  communities  served  by  the  centers.     The  case  management 
approach  to  primary  health  care  delivery  is  very  important  to  comprehensive 
perinatal  care  programs  in  CHC's.     Successful  aspects  of  the  program  include 
first  trimester  enrollment,  postpartum  care,  and  well  child  care  for  CHC 
users.     Other  related  services  provide  transportation  and  child  care, 
assistance  in  enrollment  in  Medicaid,  patient  health  education,  parent  and 
child  birth  education  classes,  and  assistance  in  taking  advantage  of  available 
community  resources.     Special  prevention  and  treatment  services  are  targeted 
to  pregnant  women  who  are  substance  abusers  and  who  are  at  risk  for  HIV 
infections,   and  to  infected  infants.     These  and  other  program  goals  help  to 
ensure  that  infant  mortality  rates  and  high  rates  of  low  birth  weight  will  be 
reduced  among  CHC  users. 

CHC's  must  demonstrate  the  need  for  services  in  their  communities  based  on 
demographic  and  economic  factors,   resources  in  the  area,  and  health  status. 
CHC  resources  must  be  targeted  to  the  neediest  populations  within  the  defined 
community.     The  CHC  program  has  maintained  its  mission  to  provide  community 
oriented  primary  health  care  services  to  all,   regardless  of  ability  to  pay, 
while  at  the  same  time  attempting  to  maximize  other  sources  of  revenue. 

In  recent  years  Medicaid  coverage  has  been  or  will  be  expanded  for  pregnant 
women,   infants,  and  children.     Coverage  relates  to  Federal  measures  of  poverty 
and  varies  among  age  groups.     In  addition,   the  Federally  Qualified  Health 
Centers  legislation  will  provide  cost  based  reimbursement  to  all  CHC  grantees 
as  well  as  other  programs  meeting  the  same  requirements.     Implementation  of 
these  expanded  coverages  depends  on  State  participation  and  funding.  Other 
covered  services  vary  considerably  from  State  to  State. 

CHC's  will  continue  in  their  efforts  to  retain  providers,  especially  those  in 
high  infant  mortality  areas,  by  working  to  improve  compensation  of  physicians 
and  other  primary  care  health  professionals.     Center  physicians  will  receive 
improved  compensation  and  leadership  roles,  and  will  be  increasingly  involved 
in  center  management.     CHC's  will  continue  to  recruit  health  professionals  in 
coordination  with  the  National  Health  Service  Corps  scholarship,  loan 
repayment,   and  volunteer  recruitment  programs.     These  recruitment  activities 
will  help  to  maintain  and  increase  capacity  of  primary  care  physicians, 
especially  obstetricians/gynecologists  in  underserved  areas,   during  this 
period  of  critical  shortages.     Affiliations  with  medical  residency  programs 
will  be  developed  to  attract  and  retain  health  professionals  of  the  highest 
caliber  and  commitment. 


441 


63 


Health  Care  Delivery  and  Assistance 


CHC's  will  continue  to  implement  activities  to  achieve  Healthy  People  2000 
objectives  for  their  users.     For  each  CHC  user  category  (perinatal,  pediatric, 
adolescent,  adult,   or  geriatric)  outcome  measures  will  be  established  for  each 
stage  of  the  life  cycle.     Implementation  of  a  BHCDA  plan  to  enhance  and  expand 
immunizations  activities  at  the  health  center  level  will  be  given  high 
priority.     Continuing  education  and  training  programs  will  be  required  for 
health  professionals  at  each  center.     CHC's  will  continue  to  integrate, 
collaborate,  and  network  programs  with  State  and  local  health  departments  and 
look  for  opportunities  for  public  and  private  partnerships.     Over  their  26 
year  history,  CHC's  have  become  an  integral  part  of  the  health  care  system 
while  successfully  responding  to  the  clinical  and  programmatic  challenges 
posed  by  medically  indigent  populations  with  special  needs. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $396,260,000 

1989  $434,540,000 

1990  '  $456,914,000 

1991  $478,191,000 

1992  $536,561,000  1/ 


1/  Includes  $9,922,000  from  the  Healthy  Start  Program. 
Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $621,090,000  is  an  increase  of  $84,529,000  over  the 
FY  1992  appropriation  and  an  increase  of  $142,899,000  over  the  FY  1991 
comparable  appropriation.     This  increase  is  a  component  of  the  Secretary's 
minority  health  initiative  and  is  also  part  of  an  effort  to  provide  access  to 
primary  health  care  to  individuals  experiencing  poverty  and  who  lack  public  or 
private  health  insurance. 

The  request  includes  $35.7  million  for  cost  of  living  increases  and  to  provide 
center  physicians  a  10  percent  increase  in  compensation.     This  increase  in 
compensation  levels  is  required  to  retain  and  recruit  physicians  for  service 
in  CHC's  and,   to  the  extent  possible,  move  toward  parity  in  compensation 
levels  with  competing  provider  entities.     This  increase  is  intended  to 
decrease  the  rate  of  turnover  for  center  physicians  from  40  percent  to  25 
percent  by  1994.     Salary  parity  will  increase  to  82  percent  of  private 
salaries,  an  increase  of  8  percent  over  1992.     Increases  in  salary  are 
necessary  if  community  and  migrant  health  centers  are  to  continue  to  recruit 
and  retain  physicians  who  are  required  for  continued  operations.     The  increase 
in  the  rate  of  retention  for  center  physicians  will  result  in  greater 
continuity  and  quality  of  health  care  services  to  the  populations  served  by 
these  centers. 

An  increase  of  $41.2  million  will  support  the  expansion  of  the  CHC  program  to 
improve  health  care  access  for  targeted  populations  which  include  a 
significant  proportion  of  minorities.     In  selecting  new  and  expanded  centers, 
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priority  will  be  given  to  those  applicants  located  in  areas  with  high  rates  of 
poverty  and  low  rates  of  public  or  private  health  insurance.     The  increase 
will  fund  an  additional  110  to  130  new  sites  serving  an  additional  400,000 
individuals.     In  order  to  provide  access  and  availability  of  primary  health 
care  services  to  the  target  populations  and  areas,  minorities  with  significant 
access  problems  will  be  targeted  for  CHC  services.     While  these  programs 
service  many  inner  city  and  rural  underserved  areas,  many  parts  of  the  country 
still  lack  access  to  adequate  health  care  services.     Although  expanded 
Medicaid  eligibility  has  made  more  low  income  individuals  eligible  for  care, 
insurance  alone  cannot  assure  access.     Moreover,  many  of  the  disadvantaged 
minority  populations  experience  financial,   social,  cultural  or  geographic 
barriers  to  utilization  of  services  even  when  they  are  available.  Additional 
CHC ' s  targeted  to  those  areas  and  minority  populations  not  previously  served 
can  help  improve  the  health  of  these  underserved  populations.     The  new 
grantees  will  establish  and  integrate  organized  systems  of  primary  care  that 
are  continuous,   coordinated,   comprehensive,   community- controlled ,  accessible, 
and  located  in  areas  of  greatest  need.     These  "community-based"  programs  would 
work  to  empower  the  communities  they  are  intended  to  serve.     The  programs 
would  work  to  engender  operational  ability  within  minority  groups,  allowing 
them  to  make  choices  regarding  the  programs  being  implemented.  Preference 
will  be  given  to  delivery  systems  that  are  culturally  sensitive  in  that  they 
are  responsive  to  the  linguistic  and  cultural  diversity  of  the  populations 
served.     Delivery  systems  would  be  easily  accessible  and  operate  at  hours  and 
in  locations  that  facilitate  use  by  the  underserved;   integrate  with  other 
providers  of  care  to  disadvantaged  populations  in  the  community;   and  would 
promote  health  and  disease  prevention  activities.     In  addition,  successful 
implementation  of  the  program  depends  on  partnerships  between  the  public  and 
private  sectors,   including  linkages  with  professional  groups  and  foundations 
with  a  minority  emphasis.     Culturally  sensitive  technical  assistance  and 
consultation  would  be  provided  to  communities  with  the  greatest  need  in 
coordination  with  local  health  officials  and  officers  who  will  participate  in 
the  planning  and  development  of  systems  of  care. 

An  increase  of  $5  million  will  provide  enhanced  health  care  services  for 
underserved  minority  females  as  part  of  the  Secretary's  minority  health 
initiative  and  in  recognition  of  the  greater  health  status  risk  for  minority 
women.     The  health  status  of  minority  women  is  influenced  by  many  negative 
factors  faced  by  minority  groups  including  less  education,   poorer  housing,  and 
higher  unemployment,  poverty,  poor  nutrition,   low  motivation  and  self  esteem, 
and  adverse  or  hostile  environmental  conditions.     This  new  minority  women's 
health  activity  within  CHC ' s  will  be  directed  toward  all  women  who  use  the 
centers  to  eliminate  "missed  opportunities"  for  screening  and  as  an  expanded 
access  outreach  to  those  women  who  are  not  current  users.     This  activity  will 
support  facilities  and  personnel  to  screen  for  diseases  for  which  there  is  a 
higher  prevalence  in  minority  women  including  diabetes,  hypertension, 
cardiovascular  disease,  and  cancer  (breast,  cervical,   lung,   colon,  and 
uterine/endometrial) .     Through  case  management,   the  program  will  stress  early 
preventive  care,  enhancing  preventive  education,  and  improving  access. 
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The  request  includes  an  increase  of  $2.5  million  for  a  border  health 
initiative  which  will  fund  five  to  seven  new  sites  along  the  United 
States/Mexico  border  region.     This  initiative  will  extend  primary  health  care 
services  to  approximately  25,000  additional  individuals  of  whom  90  percent 
will  be  minority.     The  grantees  would  work  closely  with  other  Federal,  State, 
local  agencies,  health  professional  student  organizations,   State  primary  care 
associations,  local  hospitals,  and  local  schools.     The  border  healthinitiative 
program  would  improve  the  capacity  of  centers  and  local  health  care  systems  to 
efficiently  plan  and  manage  health  promotion/disease  prevention  activities 
directed  at  the  rapidly  growing  population  along  the  border  area.     There  has 
been  a  shortage  of  health  providers  and  a  lack  of  coordination  among  Federal, 
State,   local,  and  private  sector  programs  to  effectively  deal  with  individuals 
living  in  poverty  in  this  area  with  inadequate  housing,  sanitation,  and  water 
supply.     There  are  high  rates  of  medical  problems  caused  by  inadequate 
sanitation  and  environmental  hazards,   in  addition  to  infectious  diseases  and 
health  problems  related  to  maternal  and  child  health,   substance  abuse  and 
HIV/AIDS . 
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Program  Outputs 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 


Community  Health  Centers      $478,191,000  $536,561,000  1/  $621,090,000 

Number  of  CHC  Sites                            1,411  1,483  1,608 

Persons  Served                             5,400,000  5,675,000  6,100,000 

Case  Management  Services  160,000  220,000  220,000 
Number  of  Grantees  Receiving 

Perinatal  Funding                                 300  375  375 


SOURCES  OF  FUNDING  FOR 
COMMUNITY  AND  MIGRANT  HEALTH  CENTERS  (C/MHC) 
(Dollars  in  Millions) 


FY  1991 
Actual 


FY  1992 
Current 
Estimate 


FY  1993 
Estimate 


Community  Health  Centers 
Migrant  Health  Centers 
Healthy  Start 


$478 
52 


$537  y 
58 


$621 
63 

 20 


Subtotal 

Health  Care  for  the  Homeless 
Health  Care  Services  in 

Public  Housing  Areas 
Ryan  White  Title  III 
Ready  to  Learn 
Medicare 
Medicaid 
Other  3rd  Party 
Patient  Fees 
State/Local/Other 


530 

21 

2 
20 

82 
310 
125 
115 
222 


595 

25 

4 
23 

102 
355 
134 
118 
234 


704 

30 

6 
23 
6 

128 
.406 
155 
125 
262 


Total,   C/MHC  Funding 


1,427 


1,590 


1,845 


1/  Includes  $9,922,000  from  the  Healthy  Start  Program. 
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Migrant  Health  Centers: 

Authorizing  legislation  --  Section  329  of  the  Public  Health  Service  Act. 


Increase 

FY  1991                 FY  1992  FY  1993  or 

Actual      Appropriation   Estimate  Decrease 


Budget  Authority        $51,723,000         $57,662,000  $62,962,000  +$5,300,000 

Comprehensive 
Perinatal  Care 

Program  ($2,265,000)        ($2,263,000)  ($2,263,000)  (---) 

1993  Authorization:     Such  sums  as  necessary. 


Purpose  and  method  of  operation 

The  Migrant  Health  Center  (MHC)  program  provides  primary  health  services  to 
migrant  and  seasonal  farmworkers  and  their  families.     These  services  are 
provided  in  primary  care  centers  and  through  contracts  in  those  areas  too 
sparsely  populated  to  warrant  the  establishment  of  a  free  standing  clinic 
site. 

A  migrant  or  seasonal  farmworker  is  an  individual  whose  principal  employment 
within  the  last  24  months  is  in  agriculture.     Access  to  health  care  for  this 
group  is  difficult  to  achieve  because  of  the  transient  nature  of  their 
existence  which  is  dependent  on  work  availability.     Other  barriers  to  health 
care  are  language  and  cultural  differences  and  economic  status.     In  addition, 
most  States  consider  migrants  to  be  temporary  residents,   thus  making  them 
ineligible  for  Medicaid.     In  FY  1991  approximately  500,000  migrant  and 
seasonal  farmworkers  were  served  through  414  sites  located  in  rural  areas  in 
40  States  and  Puerto  Rico.     Of  these  sites,  just  over  300  are  also  funded  from 
the  Community  Health  Center  program. 

Migrant  health  centers,  either  through  their  employed  staff  or  through 
contracts  with  other  public  or  private  entities,  provide  health  care  delivery 
services  including  services  of  physicians,  physicians'  assistants  and  nurse 
clinicians.     Diagnostic  laboratory  and  radiology  services,  preventive  health 
services,  infant  mortality  activities,  transportation,  preventive  dental 
services,  and  pharmaceutical  services  are  also  provided.     To  assure  that  a 
full  range  of  primary  care  and  related  services  are  available  for  the  tran- 
sient patient,  case  management  approaches  coordinate  and  link  the  health 
center  with  other  local  organizations.     In  addition  to  acute  care,  case 
management  promotes  healthy  life  styles  and  preventive  health  care  measures. 

The  MHC  program  is  continuing  to  conduct  environmental  health  assessment 
activities  including  detection  and  alleviation  of  unhealthful  conditions 
associated  with  water  supply,  sewage  treatment,  solid  waste  disposal,  rodent 
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and  parasitic  infestation,  and  field  sanitation.     The  program  also  conducts 
accident  prevention  programs,  programs  to  eliminate  excessive  pesticide 
exposure,  and  programs  to  improve  housing. 

Recently,  Migrant  Health  Centers  have  been  recipients  of  funding  for  projects 
that  address  the  problem  of  AIDS.     Specifically,   14  migrant  health  centers 
from  10  States  have  participated  with  the  Centers  for  Disease  Control  in 
conducting  a  joint  study  to  determine  the  extent  of  HIV  seroprevalence  among 
migrant  and  seasonal  farmworkers  attending  clinics  and  to  develop  recommenda- 
tions for  further  testing  and  intervention. 

The  Migrant  Health  Center  program  emphasizes  the  coordination  of  Federal, 
State,  and  local  resources  to  service  migrant  and  seasonal  farmworkers  and 
their  families  through  the  use  of  existing  health  care  facilities.  The 
program  will  continue  to  encourage  grantees  to  increase  the  non- Federal  share 
of  funds  to  support  operations.     This  source  of  non- Federal  funding  has 
increased  in  recent  years  and  is  expected  to  continue  due  largely  to  the 
coverage  paid  by  third  parties  since  Medicaid  coverage  has  expanded  to  include 
infant  mortality  prevention  and  maternal  and  child  health  services. 

In  FY  1992  resources  will  be  available  for  efforts  to  improve  the  access  to 
centers  by  migrant  populations  through  expanded  outreach  activities  for 
migrant  workers  and  their  families. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $44,423,000 

1989  $46,468,000 

1990  $49,343,000 

1991  $51,723,000 

1992  $57,662,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $62,962,000  is  an  increase  of  $5,300,000  over  the 

FY  1992  appropriation  and  an  increase  of  $11,239,000  over  the  FY  1991  level. 

The  request  includes  $3.8  million  to  provide  cost  of  living  increases  and  to 
provide  center  physicians  a  10  percent  increase  in  compensation.  This 
increase  in  compensation  levels  is  required  to  retain  and  recruit  physicians 
for  service  in  MHC's  and,   to  the  extent  possible,  establish  parity  in  compen- 
sation levels  with  competing  provider  entities.     This  increase  is  intended  to 
decrease  the  rate  of  turnover  for  center  physicians  from  40  percent  to  25 
percent  by  1994.     Salary  parity  will  increase  to  82  percent  of  private 
salaries,   an  increase  of  8  percent  over  1992.     Increases  in  salary  are 
necessary  if  community  and  migrant  health  centers  are  to  continue  to  recruit 
and  retain  physicians  that  are  required  for  continued  operations.  The 
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increase  in  the  rate  of  retention  for  center  physicians  will  result  in  greater 
continuity  and  quality  of  health  care  services  to  the  populations  served  by 
these  centers. 

The  request  includes  an  increase  of  $1.5  million  for  a  border  health  initia- 
tive which  will  fund  three  to  seven  new  sites  along  the  United  States/Mexico 
border  region.     This  initiative  will  extend  primary  health  care  services  to 
approximately  15,000  additional  individuals  of  whom  90  percent  will  be 
minority.     The  grantees  would  work  closely  with  other  Federal,  State,  and 
local  agencies,  health  professional  student  organizations,  State  primary  care 
associations,   local  hospitals,  and  local  schools.     The  border  health  initia- 
tive program  would  improve  the  capacity  of  centers  and  local  health  care 
systems  to  efficiently  plan  and  manage  health  promotion/disease  prevention 
activities  directed  at  the  rapidly  growing  population  along  the  border  area. 
There  has  been  a  shortage  of  health  providers  and  a  lack  of  coordination  among 
Federal,   State,   local,  and  private  sector  programs  to  effectively  deal  with 
individuals  living  in  poverty  in  this  area  with  inadequate  housing,  sanita- 
tion, and  water  supply.     There  are  high  rates  of  medical  problems  caused  by 
inadequate  sanitation  and  environmental  hazards,   in  addition  to  infectious 
diseases  and  health  problems  related  to  maternal  and  child  health,  substance 
abuse  and  HIV/AIDS. 


Program  Outputs 

FY  1991  FY  1992  FY  1993 
 Actual  Appropriation  Estimate 

Budget  Authority                   $51,723,000  $57,662,000  $62,962,000 

Number  of  Sites  1/                             414  422  427 

Persons  Served                             500,000  530,000  545,000 

1/  Of  the  total  sites,  slightly  over  300  sites  are  also  community  health 
center  sites. 


53-634  O— 92  15 
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Black  Lung  Clinics: 

Authorizing  legislation  --  Federal  Mine,  Health,  and  Safety  Act  of  1977, 
Section  427(a) . 

Increase 

FY  1991  FY  1992  FY  1993  or 
 Actual      Appropriation               Estimate  Decrease 

Budget  Authority        $3,708,000  $4,000,000  $4,000,000 

1993  Authorization:  $10,000,000 


Purpose  and  method  of  operation 

This  program,  through  project  grants  or  contracts,  assists  public  and  private 
entities  to  establish  and  operate  clinics  which  provide  for  the  diagnosis, 
treatment  and  rehabilitation  of  active  and  retired  coal  miners  with  respirato- 
ry and  pulmonary  impairments.     The  major  function  of  these  clinics  is  to 
provide  services  to  minimize  the  effect  of  respiratory  and  pulmonary  impair- 
ments in  coal  miners,  and  to  reduce  the  incidence  of  expensive  inpatient 
treatment  of  these  conditions. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $3,255,000 

1989  $3,216,000 

1990  $3,651,000 

1991  $3,708,000 

1992  $4,000,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $4,000,000  is  equal  to  the  FY  1992  appropriation  and  an 
increase  of  $292,000  over  the  FY  1991  appropriation.  The  request  will  support 
15  grant  awards  to  continue  providing  access  to  health  care  services  to  47,350 
victims  of  black  lung  disease. 

Program  Outputs 

1991  1992  1993 

Actual    Appropriation  Estimate 


Budget  Authority  $3,708,000        $4,000,000  $4,000,000 

Number  of  Centers  15  15  15 

Persons  Served  47,335  47,350  47,350 
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Pacific  Basin  Initiatives: 

Authorizing  legislation  --  P.L.   101-527,  Section  10. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual        Appropriation  Estimate  Decrease 

Budget  Authority         $830,000  $758,000  ---  -$758,000 

1993  Authorization:  $10,000,000 


Purpose  and  method  of  operation 

Funding  for  this  initiative,  as  described  in  the  U.S.  Public  Health  Service's 
"Report  on  Health  Services  in  the  United  States  Pacific  Island  Jurisdictions," 
was  used  to  provide  for  projects  to  build  capacity  and  improve  health 
services  and  systems,  particularly  preventive  health  services,   and  to  provide 
technical  assistance  to  carry  out  such  projects  in  the  Commonwealth  of  the 
Northern  Mariana  Islands,  American  Samoa,  Guam,   the  Federated  States  of 
Micronesia,   the  Republic  of  the  Marshall  Islands,  and  the  Republic  of.Palau. 
Current  priorities  are  focused  on  mental  health,   substance  abuse, 
epidemiological  issues,  maternal  and  child  health,   and  environmental  health 
concerns . 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $1,149,000 

1989  $741,000 

1990  $336,000 

1991  $830,000 

1992  $758,000 


Rationale  for  the  Budget  Request 

No  funds  are  requested  for  this  program  in  FY  1993.     Funding  provided  during 
FY  1988-92  supported  60  projects  which  were  successful  and  have  had  the 
maximum  positive  impact  on  the  deficiencies  noted  in  the  Pacific  Initiative 
Report . 

Program  Outputs 

FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Budget  Authority  ($000)  $830  $758 

Number  of  projects  18  18   
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National  Health  Service  Corps: 

Authorizing  legislation  --  Sections  331-338,  338C,  and  338F  of  the  Public 
Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 
 Actual        Appropriation                 Estimate  Decrease 

Budget  Authority        $42,256,000  $41,456,000  $43,588,000  +$2,132,000 

1993  Authorization:     Such  sums  as  necessary. 


Purpose  and  method  of  operation 


The  National  Health  Service  Corps  (NHSC)  program  assists  the  development  of 
stable,  high  quality  systems  of  primary  health  care  in  Health  Professional 
Shortage  Areas  (HPSA)  by  supporting  the  recruitment,  placement,  and  service  of 
physicians  and  other  health  professionals  in  these  areas. 

NHSC  assignees  serve  their  obligations  at  HPSA  sites  which  request  to  be  and 
are  included  on  the  "Placement  Opportunity  List"  of  sites  to  which  NHSC 
obligors  and  volunteers  match.     The  sites  selected  for  inclusion  on  the  list 
are  those  determined  to  be  of  the  highest  priority  through  an  evaluation  of 
several  factors  including  shortage  of  providers,   infant  mortality  rate,  rate 
of  low  birthweight  births,   incidence  of  poverty,  and  access  to  primary  health 
services  taking  into  account  the  distance  to  such  services. 

The  HPSA  sites  that  are  selected  are  well  defined  geographic  service  areas 
that  have  shortages  of  health  professionals  relative  to  the  needs  of  the 
general  populations,  with  health  services  in  adjacent  areas  being  unavailable 
or  inaccessible.     HPSA's  can  also  be  defined  as  specific  population  groups 
that  are  experiencing  either  economic,  language,  cultural  or  other  barriers 
which  prevent  them  from  having  access  to  health  services  available  to  the  rest 
of  the  community.     The  HPSA  criteria  are  also  applicable  to  certain  types  of 
facilities,  such  as  Federal  or  State  prisons  or  State  mental  hospitals.  The 
designation  of  HPSA's  requires  the  use  of  established  criteria  and  an  ongoing 
Federal  review  process  which  involves  the  participation  of  State  governments, 
local  communities,  medical  societies,  and  others. 

Matching  to  a  site  by  a  volunteer  or  obligor  generally  leads  to  service  in 
community  and  migrant  health  centers,  health  care  to  the  homeless  programs, 
federally  qualified  health  centers,  health  departments  offering  a  full  range 
of  primary  care  services,  and  free-standing  private  practices  that  can  be 
demonstrated  to  be  financially  viable  and  tied  into  a  health  care  system. 
Services  are  provided  to  underserved  populations  including  migrant  and 
seasonal  farm  workers,  underserved  rural  populations,  persons  with  AIDS,  the 
homeless,  populations  at  risk  from  high  infant  mortality  rates,  and  popula- 
tions suffering  from  substance  abuse. 
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Because  it  is  difficult  to  attract  comprehensively  trained  physicians  to  most 
of  the  sites  staffed  with  NHSC  health  professionals,   the  retention  of  NHSC 
providers  after  their  obligations  have  been  completed  is  a  very  important  part 
of  the  NHSC  program.     As  part  of  this  effort,   the  NHSC  supports  the  develop- 
ment of  many  continuing  clinical  education  programs  for  providers  including 
skill  and  knowledge  building  in  systems  of  care  for  underserved  populations, 
training  in  the  latest  methods  of  treating  AIDS  patients,   training  in  the 
diagnosis  and  treatment  of  I.V.  drug  abusers  and  in  the  care  of  homeless 
patients.     Also  supported  are  continuing  education  activities  that  are 
required  to  maintain  licensure,   that  provide  assistance  in  evaluating  clinical 
outcomes,  and  educational  activities  relating  to  administrative  leadership. 
These  services  are  offered  to  the  entire  cadre  of  NHSC  field  staff  in  order  to 
support  their  practices  and  provide  added  incentives  to  remain  in  the  NHSC. 
In  addition,   this  program  also  supports  activities  that  are  designed  to 
prepare  students  for  practice  in  underserved  areas. 

A  volunteer  recruitment  effort  supported  under  this  activity  complements  the 
NHSC  scholarship  and  loan  repayment  program.     This  volunteer  recruitment 
program  is  designed  to  recruit  health  professionals  for  service  in  underserved 
areas.     Individuals  recruited  may  be  individuals  who  have  never  served  in  the 
NHSC  or  former  obligors  who  have  completed  their  obligation. 

This  program  also  provides  technical  assistance  to  States  and  federally 
supported  entities  to  improve  their  expertise  in  the  recruitment  and  retention 
of  practitioners.     Funds  are  also  used  to  support  cooperative  agreements  with 
States  which  allow  the  NHSC  to  utilize  the  expertise  of  State  recruitment  and 
practice  management  staff  to  support  NHSC  practitioners.     Participating  States 
have  been  responsible  for  assisting  major  portions  of  the  NHSC  placement 
policy  and,  more  importantly,   identifying  and  developing  the  most  needy  and 
viable  sites  for  the  placement  of  NHSC  assignees.     As  a  benefit  of  continued 
State  participation  in  the  development,  validation  and  management  of  sites, 
the  NHSC  has  realized  significant  improvements  in  the  targeting  of  assignees 
to  the  most  hard  to  fill  areas,   in  the  quality  of  matches  between  individual 
assignees  and  communities,   in  the  development  of  ties  between  communities  and 
providers  which  increase  the  probability  of  long-term  retention,  and  in  the 
overall  monitoring  of  field  activities. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $35,593,000 

1989  $39,866,000 

1990  $39,337,000  1/ 

1991  $42,256,000 

1992  $41,456,000 


1/  Reflects  a  reprogramming  of  $2,500,000  to  the  NHSC  recruitment  activity. 
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Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $43,588,000  is  an  increase  of  $2,132,000  over  the 
FY  1992  level  and  an  increase  of  $1,332,000  over  the  FY  1991  level.     Over  the 
next  few  years  there  will  be  modest  growth  in  the  NHSC  field  strength  consis- 
tent with  the  expansion  of  the  Federal  and  State  loan  repayment  programs  which 
produce  obligors  for  service  at  the  time  of  award.     Beginning  in  1997,  there 
will  be  a  dramatic  growth  in  the  field  strength  as  the  scholarship  recipients 
of  recent  years  complete  training  and  begin  service.     It  is  assumed  that  there 
will  be  a  7  year  period  from  the  time  of  award  to  the  point  that  service 
begins  for  physicians.     Alternative  providers  are  available  in  two  to  three 
years . 

The  total  of  federally  salaried  and  obligated  assignees  is  estimated  to  be 
approximately  900  by  the  end  of  FY  1993.     New  assignees  will  be  mostly  loan 
repayment  obligors.     Additional  providers  are  supplied  through  volunteer 
recruitment  efforts  and  the  State  loan  repayment  program. 


453 


75 


Health  Care  Delivery  and  Assistance 


National  Health  Service  Corps: 
Program  Outputs 


1991  1992  1993 


Combined  Field  Strengths 

Federally  Salaried  154  161  193 

Private  Practice  Option  (PPO)  25  10  4 

Private  placement  salaried  (PPS)  140  90  85 

Private  placement  assignments  (PPA)  527  549  587 

Subtotal,  obligated  and  federal  846  810  869 

Volunteers  in  Service  in  HPSA  300  300  300 

State  Loan  Repayment  Assignees  250  300  500 

Total,  Including  Vol.  and  State       


Loan  Repayment  1,396                  1,410  1,669 

Distribution  of  Assignment  of 
Scholarship  and  Loan  Repayment 
Obligors: 

Federally  Salaried  52                        24  55 

PPO  4 

PPS  40                        26  31 

PPA  163                     221  242 

Subtotal  259                     271  328 


Budget  Data 

Budget  Authority  -  Total  $42,256,000        $41,456,000  $43,588,000 

Assignee  Data 

Federal  Physician  Assignments: 

In  rural  areas  52  46  47 

In  urban  areas  34  30  31 

Total  86  76  78 

PPO/PPA/PPS  Physician  Assignments: 

In  rural  areas  377  339  320 

In  urban  areas  252  226  213 

Total  629  565  533 

Number  of  people  served 

by  Federal  physicians  128,500  113,500  116,750 

by  PPO/PPA/PPS  physicians  944 . 000  847.500  799.250 

Total  people  served  1,072,500  961,000  916,000 
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National  Health  Service  Corps  Recruitment: 


Authorizing  Legislation  --  Section  338  of  the  PHS  Act. 


Increase 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Decrease 


or 


Budget  Authority 


$48,795,000 


$58,733,000 


$65,053,000 


+$6,320,000 


1993  Authorization:     Such  Sums  as  Necessary  for  scholarships  and  federal  loan 
repayment  programs,  and  $10,000,000  for  the  State  loan 
repayment  program  (3381) . 


Purpose  and  method  of  operation 

The  basic  purpose  of  this  program  is  to  recruit  primary  health  care  practitio- 
ners and  make  them  available  for  service  in  Health  Professional  Shortage  Areas 
(HPSA)  throughout  the  country.     In  exchange  for  service  commitments,  the 
program  awards  scholarships  to  health  professions  students,  enters  into  loan 
repayment  agreements  with  health  professionals  ready  to  begin  service,  and 
makes  grant  awards  to  States  for  the  purpose  of  supporting  State  loan  repay- 
ment agreements.     Preference  is  given  to  disadvantaged  health  professions 
students  and  practitioners  to  assure  culturally  sensitive  providers  in 
underserved  areas.     Under  current  legislation,   30  percent  of  the  program's 
funds  must  be  used  for  new  scholarships  and  10  percent  must  be  used  for 
scholarships  for  first  year  nurse  practitioner,  nurse  midwife,  or  physician 
assistant  students. 

NHSC  scholarships  are  made  to  students  of  allopathic  and  osteopathic  medicine, 
dentistry,   and  other  health  professions  needed  by  the  NHSC.     These  awards 
currently  include  the  payment  of  a  monthly  stipend,  school  tuition,  and  fees. 
In  return  for  each  year  of  award,   recipients  agree  to  serve  1  year  providing 
clinical  health  care  services  in  federally  designated  HPSA's  of  the  United 
States.     The  minimum  service  obligation  is  2  years  and  may  be  performed  by  a 
scholarship  recipient  as  a  commissioned  officer  of  the  Public  Health  Service, 
Federal  civil  service  employee  of  the  Department  of  Health  and  Human  Services, 
or  as  a  member  of  the  NHSC  who  works  at  a  site  which  agrees  to  provide  a 
salary  at  least  equivalent  to  that  of  a  Federal  civil  service  employee. 

NHSC  loan  repayment  awards  are  made  to  health  professionals  in  physician 
specialties  of  family  practice,   internal  medicine,  pediatrics,  obstet- 
rics/gynecology ,  and  osteopathic  general  practice.     Awards  are  also  made  to 
nurses  in  the  graduate  specialties  of  family  and  pediatric  nurse  practitioner 
and  primary  ambulatory  care  nurse  practitioner,  as  well  certified  nurse 
midwives  and  physician  assistants.     The  implementation  of  this  activity  has 
provided  mechanisms  for  attracting  health  professionals  to  targeted  under- 
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served  areas  when  their  training  is  completed  or  nearly  completed. 
Making  awards  closer  in  time  to  the  point  of  service  contributes  to  an 
improved  mutual  understanding  of  program  requirements  and  the  participants' 
expectations.     The  Federal  program  provides  for  100  percent  repayment,  up  to  a 
maximum  of  $35,000  per  year  of  service  plus  up  to  39  percent  of  the  award 
amount  as  a  tax  allowance.     Minimum  length  of  service  for  loan  repayment 
obligors  under  the  program  is  two  years. 

The  recruitment  program  also  supports  grants  to  States  for  the  purpose  of 
funding  State  administered  loan  repayment  agreements  with  primary  care 
providers  who  agree  to  serve  in  one  of  the  State's  primary  care  HPSA's. 
Providers  participating  in  the  State  loan  repayment  program  will  be  utilized 
to  supplement  the  scholarship  program  and  the  Federal  loan  repayment  program 
to  provide  physicians  needed  to  meet  the  needs  of  the  States.     This  program 
also  permits  the  States  to  retain  non-federally  associated  physicians  in  their 
current  practices.     As  under  the  federal  program,   the  minimum  length  of 
service  is  two  years. 

During  FY  1992,  an  estimated  $1.5  million  will  be  used  to  partially  support 
the  State  Offices  of  Rural  Health  grant  program,  a  program  administered  by  the 
Office  of  Rural  Health  Policy  (ORHP) .     Currently,  there  are  38  state  offices 
of  rural  health;  ORHP  anticipates  supporting  a  total  of  44  offices  in  FY  1992. 
ORHP  will  provide  approximately  $800,000  to  support  the  offices  for  an 
estimated  total  funding  level  of  $2.3  million  in  FY  1992. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $4,117,000 

1989  $7,906,000 

1990  $11,382,000 

1991  $48,795,000 

1992  $58,733,000 
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Rationale  for  the  Budget  Request 

The  request  of  FY  1993  request  of  $65,053,000  is  an  increase  of  $6,320,000 
over  the  1992  level  and  $16,258,000  over  the  FY  1991  level.     This  request  will 
increase  the  supply  of  obligated  health  practitioners  for  service  in  HPSA's  of 
which  there  are  currently  in  excess  of  2,000  and  which  would  require  over 
4,400  primary  care  physicians  to  resolve.     In  FY  1993,  it  is  anticipated  that 
approximately  465  multi-year  scholarship  awards,  including  non- physicians ,  and 
about  185  multi-year  loan  repayment  contracts  will  be  supported.  Approximate- 
ly $5,500,000  will  be  available  for  grants  to  States  for  the  support  of  State 
loan  repayment  agreements . 

In  FY  1993,  the  funding  arrangement  begun  in  FY  1992  with  ORHP  for  support  of 
State  offices  of  rural  health  will  continue. 

The  final  funding  distribution  among  scholarships,  Federal,  and  State  loan 
repayments  will  be  determined  during  the  operating  year  based  on  an  assessment 
of  the  program  needs  and  opportunities. 


Program  Outputs 


Scholarships 

Federal  Loan  Repayment 
Agreements 

Grants  to  States  for 
Loan  Repayment 
Agreements 


FY  1991 
439 

160 
20 


FY  1992 
460 

185 
25 


FY  1993 
465 

185 
25 
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Hansen's  Disease  Center: 

Authorizing  Legislation  --     Titles  III,  Section  320  and  XXVII  of  the  Public 

Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

 Actual   Appropriation   Estimate   Decrease 

FTE  BA  FTE  BA  FTE  BA  PTE  BA 

299      $19,792,000      300  $19,489,000    300  $18,963,000     ---  -$526,000 

1993  Authorization:  Indefinite 


Purpose  and  method  of  operation 

This  activity  supports  the  Hansen's  Disease  (HD)  program  which  consists  of  the 
Gillis  W.  Long  Hansen's  Disease  Center  (GWLHDC)  at  Carville,  Louisiana,  in 
Baton  Rouge,  and  the  Regional  Ambulatory  Care  program  for  HD  patients.  The 
GWLHDC  offers  comprehensive  and  specialized  health  care  to  HD  patients 
utilizing  the  most  effective  combination  of  direct  and  contract  care  and  is  a 
World  Health  Organization  (WHO)  Center  of  Excellence  for  HD  research. 
Contract  Patient  Care  provides     secondary  and  tertiary  care  in  support  of 
direct  care  at  the  Center,   regionalized  care  of  patients  on  an  outpatient 
basis,   and  coordinates  with  local  health  agencies  to  assure  appropriate  care 
for  HD  patients.     Contract  reimbursements  are  normally  at  the  Medicare 
allowable  rate. 


The  HD  population  in  the  U.S.  approximates  6,000.     Each  year  about  55  new 
admissions  and  110  readmissions  occur  at  Carville.     Since  1988,  as  a  general 
policy,  no  long  term  custodial  care  admissions  have  been  authorized.  In 
addition  to  providing  specialized  therapy  to  HD  patients,   the  Center  serves  as 
an  international  clearinghouse  for  HD  and  other  mycobacterial  information  and 
HD  research.     The  staff  conducts  major  international  training  efforts  through 
seminars  at  Carville  and  teaching  engagements  abroad  under  the  auspices  of  the 
WHO  and  the  Pan  American  Health  Organization.     Rehabilitation  techniques 
developed  for  the  care  of  the  insensitive  limbs  of  HD  patients  have  been  shown 
to  be  effective  in  preventing  amputation  of  the  "diabetic  foot."  This 
technology  is  now  being  transferred  to  other  sectors  and  programs,  including 
Community  and  Migrant  Health  Centers. 

Research  accomplishments  include  the  identification  of  a  potential  anti- 
leprosy  vaccine  which  is  now  being  tried  in  subjects,   the  manufacture  and 
distribution  of  thalidomide  for  the  outpatient  management  of  reactive  episodes 
and  the  manufacture  and  distribution  of  lepromin  skin  tests  under  contract 
with  WHO  (approximately  945,000  doses  to  date).     Research  into  the  prevention 
and  treatment  of  the  insensitive  foot  and  hand  also  continues  with  services 
provided  for  not  only  HD  patients  but  for  other  patients  with  similar  limb 
disorders,  such  as  diabetes. 
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Hansen's  Disease  Program: 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $18,179,000 

1989  $18,276,000 

1990  $18,158,000 

1991  $19,792,000 

1992  $19,489,000 


Rational  for  the  Budget  Request 

The  FY  1993  request  of  $18,963,000  is  a  decrease  of  $526,000  from  the  FY  1992 
appropriation  and  a  decrease  of  $829,000  from  the  FY  1991  level.     In  FY  1991 
the  Center  began  the  first  year  of  the  Bureau  of  Prison's  (BOP)  utilization  of 
excess  capacity  at  the  Carville  facility  to  house  minimum  security  and  aged 
prisoners  under  a  reimbursable  agreement.     During  FY  1992,   the  move  of  the 
research  activities  from  Carville  to  Baton  Rouge  was  completed.     In  1992, 
approximately  200-225  medically  needy,   low  security  prisoners  will  be  residing 
at  Carville.     As  renovations  of  currently  available  space  are  completed  for 
use  by  Hansen's  Disease  patients,   further  space  will  be  made  available  to  BOP 
for  housing  of  additional  low  security  inmates  at  Carville.     In  1993, 
approximately  400  inmates  are  expected  to  be  housed  at  the  facility.     It  is 
our  intention  to  transfer  the  facility  to  BOP  over  time,  while  retaining  our 
commitment  to  the  Hansen's  disease  patients  housed  at  Carville.     HRSA  will  be 
reimbursed  for  the  services  provided  in  connection  with  the  care  of  these 
prisoners.     In  FY  1993  the  Hansen's  Disease  program  will  maintain  the  current 
full  time  equivalent  employment  level  at  about  300  as  required  to  maintain  and 
operate  the  Carville  facility  for  the  current  170  long-term  resident  HD 
patients,   and  to  provide  reimbursable  services  to  the  BOP 

Program  Outputs 

FY  1991  FY  1992 
Actual  Appropriation 

Carville 

Average  Daily  Patient  Load            172  170 

Patient  Days                              62,860  62,220 

Outpatient  Visits                        3,800  3,000 


FY  1993 
Estimate 


162 
59,130 
3,000 


Contract  Patient  Care: 
Number  of  Participants 


4,100 


4,  100 


4,500 
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Program  by  Sub-Activity 


Sub -Activity : 

Clinical 

Rehabilitation 

Research 

Training  and  Education 
Facilities  Maint.  and  Repair 
Regional  Hansen's  Disease  Program 
Administration 

Total,  Obligations 

Sources  of  Funding: 

Direct  Appropriations 
Bureau  of  Prisons  Reimbursement 
Other  Reimbursement 
Total  Funding 


FY  1991  FY  1992  FY  1993 

$6,203  $6,525  $6,600 

1,594  1,684  1,705 

3,185  3,167  3,245 

517  594  594 

4,108  4,198  4,198 

2,562  2,624  2,686 

2.418  2.519  2.550 

20,587  21,311  21,578 


$19,792  $19,489  $18,963 

409  1,500  2,250 

386  322  365 

20,587  21,311  21,578 
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Payment  to  Hawaii: 

Authorizing  legislation  --  Section  320  of  the  Public  Health  Service  Act. 


Increase 

FY  1991  FY  1992  FY  1993  or 

 Actual        Appropriation  Estimate  Decrease 

Budget  Authority         $3,383,000  $3,000,000  $3,000,000 


1993  Authorization:  Indefinite 


Purpose  and  method  of  operation 

Payments  are  made  to  the  State  of  Hawaii  for  the  care  and  treatment  in  its 
facilities  of  persons  with  Hansen's  disease,   at  a  per  diem  rate  not  greater 
than  the  comparable  per  diem  operating  cost  per  patient  at  the  Gillis  W.  Long 
National  Hansen's  Disease  Center,  Carville,  Louisiana.     In  FY  1992,  the 
Hansen's  Disease  program  in  Hawaii  will  support  about  3,000  outpatient  visits 
with  an  average  daily  inpatient  load  of  approximately  85  persons  with  Hansen's 
disease . 

Expenses  above  the  level  of  the  Federal  funds  appropriated  for  the  support  of 
medical  care  are  borne  by  the  State  of  Hawaii. 


Funding  levels  for  the  past  five  years  were  as  follows: 


1988  $3,159,000 

1989  $3,260,000 

1990  $3,217,000 

1991  $3,383,000 

1992   $3,000,000 


Rationale  for  the  Budget  Request: 


The  request  of  $3,000,000,  will  fund  approximately  48  percent  of  the  antici- 
pated total  cost  of  $6,226,693  to  the  State  of  Hawaii. 
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Payment  to  Hawaii: 


Program  Outputs 


1991 

1992 

1993 

Estimate 

Appropriation 

Estimate 

Average  daily  patient  census 

86 

85 

85 

Patient  days 

31,116 

31,250 

31,250 

Inpatient  per  diem  cost 

$165.78 

$172.41 

$182.41 

Outpatient  visits 

3,090 

3,000 

3,000 

Per  visit  cost 

$159.46 

$165.84 

$175.46 

Total  program  cost 

$5,650,988 

$5,885,333 

$6,226,693 

Appropriation  requested 

$3,383,000 

$3,000,000 

$3,000,000 

Percent  of  estimated  cost 
supported  by  request 


60% 


51% 


48% 
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Health  Care  for  the  Homeless: 

Authorizing  legislation  --  Section  340  of  the  Public  Health  Service  Act. 


Increase 
FY  1993  or 
Estimate  Decrease 
$67,862,000  +$11,900,000 

1993  Authorization:     Such  sums  as  necessary. 


FY  1991  FY  1992 

 Actual  Appropriation 

Budget  Authority        $50,921,000  $55,962,000 


Purpose  and  Method  of  Operation 

The  Health  Care  for  the  Homeless  (HCH)  program,   through  project  grants  to 
local  public  and  private  nonprofit  entities,  provides  for  the  delivery  of 
health  care  services  to  homeless  populations  of  the  United  States.  Approxi- 
mately one-half  of  the  HCH  projects  are  administered  by  federally  funded 
community  and  migrant  health  centers.     The  other  half  are  administered  by 
nonprofit  coalitions,   inner  city  hospitals,  and  local  public  health  depart- 
ments.    About  82  percent  of  the  projects  were  awarded  in  inner  city  areas,  and 
the  remaining  18  percent  were  awarded  in  rural  areas  in  FY  1990. 

The  HCH  projects  have  served  a  diversified  groups  of  homeless  persons  over  the 
past  several  years  including  unattached  males  and  females,   runaway  and 
homeless  youth,   families  with  children,   the  elderly,  and  disadvantaged 
minorities.     These  disenfranchised  individuals  suffer  a  variety  of  health 
problems  including  serious  medical  and  dental  problems,  substance  abuse, 
mental  illness,  personal  safety,  and  extreme  poverty.     Most  of  the  homeless 
persons  served  by  HCH  projects  have  no  source  of  income  or  health  insurance. 
They  live  on  streets  and  in  shelters. 

Health  Care  for  the  Homeless  projects  provide  required  health  and  substance 
abuse  services  at  locations  which  are  accessible  to  homeless  individuals. 
Working  with  their  dedicated  staffs  in  emergency  shelter  systems,  soup 
kitchens,  congregate  meal  programs,  and  street  outreach  workers,  the  projects 
are  able  to  make  critical  health  care  available  to  a  large  segment  of  sick  and 
untreated  homeless  persons.     Additionally,  the  projects  provide  access  to 
emergency  health  services,   refer  homeless  persons  for  necessary  hospital 
services,  refer  homeless  persons  for  needed  mental  health  services  unless 
provided  on  site,  provide  outreach  services,  and  aid  homeless  individuals  in 
establishing  eligibility  for  assistance  and  obtaining  services  under  entitle- 
ment programs . 

Data  collected  from  HCH  projects  in  calendar  year  1990  indicated  that: 

HCH  services  were  provided  to  393,099  homeless  individuals,  an 
increase  of  11.7  percent  over  the  previous  year. 
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There  were  1,459,841  total  encounters  of  which  44  percent  were  primary 
care,   7  percent  were  mental  health,  16  percent  were  substance  abuse, 
23  percent  were  case  management,   3  percent  were  dental,  and  7  percent 
were  other. 

About  57.5  percent  of  the  HCH  clients  were  minorities;  about  38.6 
percent  were  black,  14.6  percent  were  Hispanic,  4.3  percent  were 
Asian,  Native  American  and  others,  and  6.2  percent  were  unknown. 

Twenty-seven  percent  were  persons  living  as  a  family  unit  and  homeless/ 
runaway  youths . 

Fifteen  percent  were  children  ages  14  and  under,  and  5.2  percent  were 
children  ages  15  to  19. 

The  HCH  projects  served  7,961  pregnant  homeless  females  of  which  20.4 
percent  (1,621)  were  ages  19  and  under. 

About  52.6  percent  were  unattached  adults. 

About  62.5  percent  were  males. 

About  60.2  percent  were  ages  20  to  44. 

Approximately  13.6  percent  of  those  served  received  or  were  eligible 
to  receive  Medicaid,  1.4  percent  had  Medicare  coverage,  6  percent  were 
receiving  Aid  to  Families  with  Dependent  Children,   1.2  percent  had 
private  insurance,   1  percent  had  VA  benefits,   3  percent  had  supplemental 
security  income,   10  percent  were  receiving  unemployment  benefits,  1.4 
percent  were  receiving  WIC  benefits,  and  47.2  percent  reported  no  income 
or  resources. 

About  44.2  percent  lived  in  emergency  shelters,   11  percent  were  living 
on  the  street,  8.9  percent  were  living  in  transitional  housing,  8 
percent  were  living  with  families  or  friends  in  a  non-permanent 
arrangement,  7.7  percent  were  unknown,  and  4.7  percent  were  other. 

An  estimated  13.5  percent  were  reported  to  be  at  risk  for  HIV 
infection  and  8.3  percent  tested  HIV  seropositive. 

During  FY  1992  additional  resources  will  be  made  available  specifically  for 
outreach  and  service  to  homeless  children. 
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Funding  levels  for  the  past  five  years  were  as  follows 


1988  $14,361,000 

1989  $14,820,000 

1990  $35,967,000 

1991  Advance  Funding  $11,885,000 

1991  $39,036,000 

1992.,  $55,962,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $67,862,000  is  an  increase  of  $11,900,000  over  the  FY 
1992  appropriation  and  $16,941,000  over  the  FY  1991  level.     The  increase  will 
support  services  to  an  additional  90,000  homeless  individuals  and  fund  an 
additional  20  centers,   including  expansion  of  the  program  to  provide  health 
services  to  homeless  children. 


Program  Outputs 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 


Number  of  Projects 
Persons  served 


110 

400,000 


115 

425,000 


135 
515,000 
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Native  Hawaiian  Health  Care: 

Authorizing  Legislation  --     PL  100-527,  Section  10  and  Section  338K  of  the 

Public  Health  Service  Act 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase 
or 

Decrease 


Budget  Authority 
1993  Authorization: 


$3,416,000  $3,596,000 

PL  100-527,  Section  10  --  $10,000,000 


-$3,596,000 


Purpose  and  method  of  operation 

The  purpose  of  this  activity  is  to  improve  the  health  status  of  Native 
Hawaiians  by  making  primary  care  services  and  health  promotion  and  disease 
prevention  services  available  to  them  through  the  support  of  primary  health 
care  centers.     This  activity  also  supports  a  health  professions  scholarship 
program  for  Native  Hawaiians  and  administrative  costs  of  Papa  Ola  Lokkahi. 

In  FY  1992  funds  included  $2,347,000  million  for  the  developing  native 
Hawaiian  health  centers,  $449,000  for  administrative  costs  of  the  Papa  Ola 
Lokahi  and  $800,000  for  a  health  professions  scholarship  program. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  

1989  

1990  $1,283,000 

1991  $3,416,000 

1992  $3,596,000 


Rationale  for  the  Budget  Request 


No  funds  are  requested  for  this  program  in  FY  1993. 
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Health  Care  Services  in  the  Home  -  Demonstration  grants: 

Authorizing  legislation  --  Sections  395  -  397  of  the  Publ 
Act. 


A :  tua  1 


Budget  Authority  $2,928,000 
19  9  3  Authorization:      Such  s'_zs  ; 


FY  1992 
Terr  iatior. 

$2,897,000 


FY  19  92 


s  r.ecessarv 


The  Health   lare   Services   ir.  the  H :  -  e   1  ezcr.s  trat  i : r.  crrgrsr   is   ar.  ir.r.cvative 
home  health  care  services  demonstration  program  with  grants  being  awarded  to 
the  Hawaii,  Mississippi,  North  Carolina,  South  Carolina,  and  Utah  State 
departments  of  health.     The  program  was  established  to  develop  innovative  waj 
to  prevent  unnecessary  hospitalization  or  institutionalization  in  low- income, 
uninsured  populations  through  case-managed,  skilled  medical  home  health 
services.     Among  the  variety  of  clients  are  included  technology -dependent 
children,  as  well  as  the  frail  elderly.     Home  health  services  are  provided  bj 
a  multi-disciplinary  team  that  includes  a  physician,  nurse,  social  worker  anc 
other  skilled  providers  as  necessary,  e.g.,  physical  therapists,  nutrition- 
ists, pharmacists,  occupational  therapists,  and  podiatrists.  Approximately 
551  individuals  vere  receiving  services   ir.  the  cer  :r.s  z.az  i;r.  prcgran  after  1 
year  of  services  delivery.     Current  goals  of  the  program  include:     1)  identii 
and  assist  low- income  individuals  who  could  avoid  institutionalization  or 
prolonged  hospitalization  if  home  medical  or  other  health  services  were  made 
available;   2)  pay  costs  of  providing  health  services  in  the  home;  and,  3) 
coordinate  the  provision  of  health  services  and  other  long-term  care  services 
in  the  home.     Twenty- five  percent  of  the  individuals  who  benefitted  from  the 
services  were  65  years  of  age  or  older.     Participating  States  are  required  tc 
identify  the  number  of  individuals  who  will  receive  services,   the  average  cos 
of  services  per  person,  and  how  these  activities  will  be  coordinated  with 
similar  Federal  and  non-Federal  programs. 


Funding  levels  for  the  past  five  years 


:  .  .  :  v  s 


1988  $4,787,000 

1989  $2,470,000 

1990  $2,961,000 

1991  $2,928,000 

1992  $2,897,000 
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Rationale  for  the  Budget  Request 

HHS  home  health  demonstration  grants  have  financed  demonstrations  to  assist 
states  in  developing  ways  to  avoid  institutionalization  or  prolonged  hospital- 
ization, and  coordinate  health  services  and  other  long-term  care  services  in 
the  home.     The  useful  lessons  learned  from  these  demonstrations  will  now  be 
disseminated  widely.     While  funds  are  not  requested  here,   funding  for  home 
health  services  will  continue  through  Medicare  and  Medicaid. 
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Nursing  Loan  Repayment: 

Authorizing  Legislation  --  Sections  836(h)  of  the  PHS  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual      Appropriation  Estimate  Decrease 

Budget  Authority         $1,455,000  $1,453,000  ---  -$1,453,000 

1993  Authorization:  Expired 


Purpose  and  method  of  operation 

This  activity  offers  loan  repayment  and  direct  loans  to  nurses  in  exchange  for 
an  agreement  to  serve  not  less  than  two  years  in  a  public  hospital,  a 
community  or  migrant  health  center,  a  rural  health  clinic,  an  Indian  Health 
Service  health  facility,   a  native  Hawaiian  health  center,   or  a  health  facility 
determined  by  the  Secretary  to  have  a  critical  shortage  of  nurses. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988  .V  i^-irechr 

1989  

1990   $982,000 

1991   $1,455,000 

1992   $1,453,000 


Rationale  for  the  Budget  Request 

No  funds  are  requested  for  this  program.     Funds  that  can  be  used  for  the 
support  of  loan  repayments  for  nurses  are  requested  in  the  National  Health 
Service  Corps  recruitment  activity.     Nursing  loans  are  also  available  through 
the  health  professions  nursing  student  loan  program. 

Program  Outputs 

FY  1991  FY  1992  FY  1993 


Nurse  Loan  Repayment  Awards 


192 


190 
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Health  Services  for  Residents  of  Public  Housing: 

Authorizing  Legislation  --  Section  340A  of  the  Public  Health  Service  Act. 


Increase 

FY  1991  FY  1992  FY  1993  or 

Actual      Appropriation  Estimate  Decrease 

Budget  Authority  $3,416,000  $6,089,000  $9,089,000  +$3,000,000 

1993  Authorization:     Such  sums  as  necessary 


Purpose  and  Method  of  Operation 

This  program  established  discretionary  grants  through  a  cooperative  effort 
with  HUD  and  other  appropriate  Federal,  State  or  local  organizations,  to 
provide  Federal  resources  to  support  the  provision  of  health  and  social 
services,  in  underserved  neighborhoods  especially  public  housing  units.  The 
program  addresses  the  barriers  of  clinic  location,   transportation,  operating 
hours  and  other  factors  that  are  impediments  to  timely  and  appropriate  health 
care  utilization,  and  improved  health  outcomes  for  residents  of  public  housing 
projects. 

This  program  improves  access  by  awarding  grants  to  community-based  organiza- 
tions, such  as  Resident  Management  Corporations  and  Community  and  Migrant 
Health  Centers,  to  support  the  provision  of  case  managed,  ambulatory  primary 
health  and  social  services  in  clinics  at  or  in  close  proximity  to  public 
housing,  in  some  cases  supported  by  HUD  financing.     The  program  is  established 
by  HHS  in  cooperation  with  HUD  and  other  Federal,  State  and  local  organiza- 
tions . 

A  full  range  of  family  oriented  primary  and  preventive  health  and  social 
services  is  provided  including  health  care  screening,  detection,  primary  care, 
and  coordinated  with  SSI,  WIC,  job  training  and  day  care. 

The  seven  community-based  organizations  funded  under  this  program  include  four 
federally- funded  CHCs ,  one  HCH,  one  tenant  management  corporation,  and  one 
non-Federal  CHC.     These  organizations  will  operate  during  hours  convenient  to 
the  residents  to  facilitate  the  use  of  the  clinic  services,  and  will  undertake 
other  activities  to  eliminate  non- financial  barriers  to  receiving  health  care 
services . 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988  

1989.  :   

1990   --- 


1991 
1992 


$3,416,000 
$6,089,000 
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Rationale  for  the  Budget  Request 

The  FY  1993  request  is  an  increase  of  $3,000,000  over  the  FY  1992  level  and  an 
increase  of  $5,673,000  over  the  FY  1991  level.     The  increase  of  $3,000,000 
over  the  FY  1992  level  will  support  services  to  an  additional  40,000  individu- 
als residing  in  public  housing  areas. 

Program  Outputs 

FY  1991  FY  1992  FY  1993 


Budget  Authority  ($000) 
Number  of  Centers  Funded 
Number  of  People  Served 


$3,416 
7 

38,000 


$6,089 
14 

60,000 


$9,089 
20 

100,000 
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Grants  to  Communities  --  Health  Professions  Scholarships: 

Authorizing  Legislation    --   Section  338L  of  the  Public  Health  Service  Act. 


FY  1991                 FY  1992  FY  1993        Increase  or 

Actual      Appropriation  Estimate  Decrease 

Budget  Authority         $488,000           $487,000  $487,000 

1993  Authorization:     Such  Sums  as  Necessary 


Purpose  and  Method  of  Operations 

This  program  supports  grants  to  States  for  the  purpose  of  conducting  demon- 
stration programs  to  increase  the  availability  of  primary  health  care  in  urban 
and  rural  Health  Professions  Shortage  Areas  (HPSA) .     States  receiving  grant 
awards  provide  financing  for  community  organizations  located  in  HPSA's  to  make 
scholarship  awards  to  health  professions  students  in  exchange  for  a  service 
obligation  in  a  HPSA  in  the  community.     The  types  of  health  professions 
supported  include  physicians,  certified  nurse  practitioners,  certified  nurse 
midwives,  or  physician  assistants. 

To  receive  a  grant  under  this  program,  States  are  required  to  have  already 
received  at  least  one  grant,  cooperative  agreement,  or  contract  under  another 
authority  of  the  PHS  Act  for  the  fiscal  year.     The  States  are  also  required  to 
administer  the  grant  directly  by  a  single  State  agency. 

Awards  are  made  to  community  organizations  which  enter  into  contracts  under 
which: 

1.  the  community  organizations  agree  to  provide  scholarships  to  individuals 
for  attendance  at  health  professions  schools;  and 

2.  the  individuals  agree  to  provide,   in  the  HPSA's  in  which  the  community 
organizations  are  located,  primary  health  care  for: 

a.  a  number  of  years  equal  to  the  number  of  years  for  which 
the  scholarships  are  provided,  or  two  years,  whichever  is 
greater;  or 

b.  such  greater  period  of  time  as  the  individuals  and  commu- 
nity organizations  may  agree. 

Sixty  percent  of  the  costs  of  scholarships  are  paid  from  non- federal  contribu- 
tions made  in  cash  by  both  the  State  and  the  community  organization  through 
which  the  scholarships  are  provided.     The  State  must  make  available  between  15 
and  25  percent  and  the  community  organization  between  35  and  45  percent  of  the 
cost  of  the  scholarships.     Non-Federal  contributions  may  not  include  any 
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amounts  provided  by  the  Federal  Government  to  the  State  or  community  organiza- 
tions involved,  or  to  any  other  entity. 

To  the  extent  practicable,   it  is  required  that  not  less  than  50  percent  of  the 
amounts  appropriated  are  expended  for  community  organizations  in  rural  areas. 
This  requirement  is  not  intended  to  preclude  making  grants  to  States  that  do 
not  have  rural  HPSA's. 

Funding  levels  for  the  past  five  years  were  as  follows: 


Year  Appropriation 

1988   

1989   2j 

1990   

1991   $488,000 

1992    $487,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $487,000  will  continue  the  program  at  its  current 
level. 


Program  Outputs 

FY  1991  FY  1992 

Actual  Appropriation 

Number  of  Grants                                      6  12 

Scholarships                                          33  60 


FY  1993 
Estimate 
12 
60 
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Ready  To  Learn: 

Authorizing  legislation        Sections  330,  329,   340  and  3A0A  of  the  PHS  Act. 


FY  1991                 FY  1992  FY  1993  Increase  or 

Actual      Appropriation  Estimate  Decrease 

Budget  Authority               ---                 ---  $6,000,000  +$6,000,000 

1993  Authorization:     Such  Sums  as  Necessary 


Purpose  and  method  of  operation 

This  new  program  will  target  areas  of  high  poverty  where  under-utilization  and 
lack  of  access  to  primary  care  and  preventive  services  places  children  at  very 
high  risk  of  school  failure.     The  Drogram  will  link  schools  to  community  and 
migrant  health  centers  and  other  primary  health  care  delivery  systems  to 
provide  comprehensive  primary  health  care,  prevention  services  including 
health  education  to  children  and  families  at  risk  for  health  and  related 
conditions  that  adversely  affect  school  performance.     This  program  is  related 
to  the  Secretary's  Five  Point  Plan  which  focuses  on  assuring  that  children  are 
healthy  and  ready  to  learn  by  assisting  local  communities  to  establish  school 
health  programs.     It  is  also  related  to  the  Department's  Access  Plan,  which  is 
a  long  term  strategy  to  improve  access  to  primary  care  in  underserved  areas. 
This  initiative  builds  upon  that  plan  by  strengthening  access  for  our  most 
vulnerable  age  group. 

The  program  will: 

improve  access  to  primary  care  for  children  ages  3-12  in  coopera- 
tion with  local  school  districts  in  targeted  areas  with  high 
concentration  of  racial/ethnic  minorities  to  assure  readiness  to 
learn; 

provide  case  management  for  comprehensive  primary  care,  preventive 
services,  and  early  intervention  to  children  through  links  between 
schools  and  primary  care  providers; 

enhance  prevention  and  promote  responsibility  for  personal  health 
-  a  habit  of  health  -  by  integrating  health  education  programs 
with  primary  care  and  fostering  an  interest  in  the  health  care 
delivery  system; 

improve  care  for  the  entire  family  through  first  reaching  the 
targeted  child  and  then  other  members  of  the  family;  and  build 
self  esteem  and  skills  to  assure  ability  of  the  family  and  indi- 
vidual to  recognize  and  manage  health  care  problems. 
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In  high  need  communities,  C/MHCs ,  FQHC  look-alikes,  and  other  primary  care 
delivery  sites  will  establish  agreements  with  local  schools,   school  districts, 
and/or  school  boards  to  develop  case  management  in  the  schools  to  assure 
comprehensive  primary  care  services  for  the  children.     Parental  approval  and 
involvement  will  be  clearly  spelled  out  in  each  agreement. 

Rationale  for  the  Budget  Request 

The  request  of  $6,000,000  would  provide  the  initial  year  of  funding. for  the 
ready  to  learn  program.     It  is  estimated  that  the  request  level  will  support 
approximately  20  awards  for  centers  to  provide  services  to  approximately 
50,000  children. 
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NHSC  Early  Recruitment  and  Retention: 

Authorizing  legislation  --  Section  301,   331(b)(1),   336(c),   330,  329,  340, 
340(A)  of  the  PHS  Act. 


FY  1991               FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate   Decrease 

Budget  Authority             ---                   ---  $11,000,000  +$11,000,000 

1993  Authorization:     Such  Sums  as  Necessary. 


Purpose  and  method  of  operation 

This  is  a  four-part  proposal  to  improve  the  ability  of  the  NHSC  to  effectively 
recruit,  place,  and  retain  providers,  particularly  minority  providers,  by 
addressing  the  following  major  problems  facing  the  NHSC: 

There  is  an  insufficient  pool  of  racial/ethnic  minority  health  profes- 
sionals for  the  NHSC.     This  problem  limits  the  ability  of  the  NHSC  to 
recruit  and  place  obligors  who  have  the  cultural  sensitivity  required 
for  effective  retention. 

Components  one  and  two  of  this  four  part  proposal  to  remove  barriers  to 
the  NHSC  propose  to  enlarge  the  pool  by  recruiting  minority  youth  into 
training  for  careers  in  the  primary  care  health  professions  to  serve  the 
poor.     Beginning  with  ages  13-18  and  then  going  on  through  college, 
special  programs  will  be  created  to  motivate  students  to  pursue  careers 
and  then  to  direct  them  to  special  science  skill  training. 

The  third  component  of  the  proposal  moves  up  the  age  continuum  to  NHSC 
obligors  in  training  and  implements  the  new  NHSC  legislative  authority 
to  improve  the  preparation  of  primary  care  providers  to  serve  high  risk 
populations.     This  lack  of  preparation  contributes  to  provider  frustra- 
tion, burnout  and  poor  retention.     This  is  addressed  by  programs  of 
mentoring,  education  and  on-site  experiences  for  NHSC  scholars  in 
training. 

The  fourth  component  of  the  proposal  addresses  the  high  turnover  rate  of 
C/MHC  physicians  (40  percent) ,  a  significant  portion  of  whom  are  NHSC 
providers  who  elect  to  leave  after  their  obligation  is  completed.  This 
has  contributed  to  an  inadequate  NHSC  retention  rate.     This  proposal 
seeks  to  fund  professional  enhancement  programs  in  C/MHCs  to  encourage 
physicians  to  remain  in  practice.     It  creates  incentives  to  eliminate 
professional  isolation  and  conditions  leading  to  feelings  of  lack  of 
professional  growth. 
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Rationale  for  the  Budget  Request 

The  request  of  $11,000,000  would  provide  the  first  year  of  funding  for  this 
program. 

The  four-part  proposal  provides  support  on  an  age  continuum  basis  to  enlarge 
the  minority  pool  of  providers  available  to  the  NHSC  and  to  assure  that 
obligors  remain  in  underserved  areas. 

Program  Outputs 

Demonstration  to  Build  Skills  and  Service  Commitment  (ages  13-18): 

Funding  $3,000,000 

Grantees/projects   15 

Students  participating   6,000 


Campus-Based  NHSC  Recruitment  for  College  Students: 

Funding  $1,000,000 

Grantees/projects   6  -  8 

Students  participating   2,000 


Preparation  of  Students  for  Practice: 

Funding  $3,000,000 

Grantees/projects   15  -  20 

Students  participating   1,500 


Reducing  Physician  Turnover  in  C/MHCs : 

Funding  $4,000,000 

Number  of  physicians 
participating   500 
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State  Alzheimer's  Disease  Pilot  Grants  -  Demonstration  projects: 

Authorizing  legislation  --  Sections  398  -  399A  of  the  Public  Health  Service 
Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual      Appropriation  Estimate  Decrease 

Budget  Authority  ---  $3,996,000  ---  -$3,996,000 

1993  Authorization:     Such  sums  as  necessary. 


Purpose  and  method  of  operation 

The  State  Alzheimer's  Disease  Pilot  Grant  program  is  a  demonstration  program 
with  grants  being  awarded  to  States  (from  5  to  15  grants)  to  coordinate  health 
care  services  to  individuals  with  Alzheimer's  disease  or  related  disorders. 
The  program  coordinates  the  development  and  operation  of  State  Alzheimer's 
disease  programs  with  public  and  private  organizations  of  diagnostic,  treat- 
ment, care  management,  respite  care,  legal  counseling,  and  education  services. 
A  second  aspect  of  the  program  provides  home  health  care,  personal  care,  day' 
care,  companion  services,  and  short-term  care  in  health  facilities  to 
Alzheimer's  disease  patients.    A  third  portion  of  the  program  provides 
information  on  Alzheimer's  disease  services,  assistance,  and  legal  issues  to 
health  care  providers,  Alzheimer's  disease  patients  and  their  families,  and 
the  general  public. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988 
1989 
1990 
1991 
1992 

Rationale  for  the  Budget  Request 


$3,996,000 


This  is  a  demonstration  program  and  no  funding  is  requested  for  this  program 
in  FY  1993. 
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Federal  Employee  Occupational  Health: 

Authorizing  legislation- -P . L.   79-658,   (5  USC  7901) 


Increase 

FY  1991  FY  1992  FY  1993  or 

Actual        Appropriation  Estimate  Decrease 


Budget  Authority  ($41,700,000)  ($49,000,000)  ($54,000,000)  (+$5,000,000) 
FTEs  (185)  (237)  (237)  (---) 


1992  Authorization:  Indefinite 


Purpose  of  method  of  operation 

The  Federal  Employee  Occupational  Health  (FEOH)  program  is  authorized  by  law 
to  evaluate  Federal  occupational  health  programs  and  to  advise  and  assist 
Federal  managers  in  planning,   implementation,  monitoring  and  evaluation  of 
these  occupational  health  programs.     FEOH  activities  impact  upon  the  employees 
of  98  percent  of  the  major  Federal  agencies. 

The  program  maximizes  Federal  employee  productivity  and  reduces  Federal 
financial  liability  by:     (1)  developing  standards  for  Federal  employee 
occupational  health  programs;   (2)  reviewing  Federal  agency  plans  for 
providing  occupational  health  services  prior  to  their  inauguration;  (3) 
providing  advice  and  consultation  to  Federal  managers  in  the  implementation 
and  operation  of  their  occupational  health  programs;   (4)  evaluating  Federal 
occupational  health  programs;  and  (5)  operating  occupational  health  programs, 
including  employee  assistance  services,  for  Federal  agencies. 

Since  FY  1986  the  FEOH  program  has  operated  as  a  fully  reimbursable  enter- 
prise.    Currently,   175  health  centers  and  10  Employee  Assistance  programs  are 
operated.   In  1991  the  program  also  provided  over  $17  million  of  Occupational 
Health  consultation  and  special  services  compared  to  less  than  $2  million  in 
FY  1986.     Since  1986,   the  clinical,  environmental,  employee  assistance  and 
related  programs  have  greatly  expanded. 

Rationale  for  the  Budget  Request: 

The  increase  of  $5  million  in  reimbursable  authority  will  allow  the  program  to 
continue  present  services  and  respond  to  additional  requests  for  assistance  in 
high  priority  areas  such  as  Federal  drug  testing  and  AIDS. 
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Federal  employee  occupational  health: 
Program  Outputs 


FY  1992 

FY  1991 

Current 

FY  1993 

Actual 

Estimate 

Estimate 

Number  of  Management  Consultations 

9,000 

11,500 

12,700 

Interagency  Assistance  Agreements  -  Total 

3,540 

3,700 

4,000 

Comprehensive  Clinical  Services 

2,450 

2,500 

2,500 

Special  Occupational  Health  Services 

550 

600 

800 

Management  Advice  and  Evaluation 

540 

590 

700 

Number  of  Health  Units  Operated 

173 

175 

175 

Number  of  Federal  Employees  Assistance 

Program  Agreements 

397 

460 

500 

Health  Promotion  Program  Enrollees 

260,000 

260,000 

260,000 

Percent  of  Major  Federal  Agencies  Served 

98 

99 

99 

53-634  0—92  16 
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Authorizing  Legislation  —  Titles  III,  VII,   and  VIII  of  the  Public  Health 
Service  Act  as  amended  by  the  Health  Professional  Reauthorization  Act  of  1988, 
Title  VI  of  P.L.   100-607;   the  Nursing  Shortage  Reduction  and  Education 
Extension  Act  of  1988,  Title  VII  of  P.L.  100-607;  technical  corrections  as 
contained  in  sections  2603,  2604,  2615,  and  2626  of  the  Anti-Drug  Act  of  1988, 
P.L.  99-690;  Title  IV  of  P.L.  99-660,  the  Health  Care  Quality  Improvement  Act 
of  1986,  as  amended  by  P.L.   100-177;  Section  V,  of  P.L.   100-93,   the  Medicare 
and  Medicaid  Patient  and  Program  Protection  Act  of  1987;  and  new  legislation 
has  been  proposed. 


FY  1992 
Appropriation 

Minor ity/Disadvant .  Representation : 
I.  Ctrs.  of  Exc.   in  Min.  Health: 
Certain  Historically  Black 

Centers  of  Excellence   $11,959,000 


Hispanic  Ctrs.  of  Excell... 
Native  Am.  Ctrs.  of  Excell. 
Other  Priority  Ctrs.  of  Ex. 
Subtotal,  Ctrs.  of  Excellence  in 
Minority  Health  


1,247,000 
1,247,000 
9.610,000 


FY  1993 
Estimate 


$11,959,000 
1,247,000 
1,247,000 
9.610.000 


Increase 
or 

Decrease 


24,063,000  24,063,000 


II.  Disadvantaged  Assistance  Prog: 
Hlth.  Careers  Opport.  Prog.. 
Financial  Assistance  for 
Disadv.  HP  Students  Prog. . 
Subtotal,  Disadv.  Assist.  Program... 

III.   Exceptional  Financial  Need 

Scholarships  

IV.  Scholarships  for  Disadvantaged 

Students  

V.   Loan  Repayment  for  Faculty 

Service  

VI.  Nurse  Ed.  Opport.   for  Individ, 
from  Disadvant.  Backgrounds. 


24,566,000  30,299,000 


6.157,000 


7,232,000 


-5,733,000 
4-1.075.000 


30,723,000 

37,531,000 

+6,808,000 

9,748,000 

11,429,000 

+1,681,000 

17,503,000 

17,503,000 

976,000 

1,073,000 

+97,000 

3.398,000 

4.142.000 

+744.000 

Total,  Minor ity/Disadv.  Represent...       86,411,000  95,741,000 


+9,330,000 


National  Practitioners  Data  Bank: 

Budget  Authority   995,000  ---  -995,000 

User  Fees  (non-add)   (5,000,000)  (8,000,000)  (  +  3,000,000) 

Subtotal,  Bureau  of  Health  Profess. .  87,406,000  95,741,000  +8,335,000 

Discontinued  Programs   201.634,000   —  -201.634,000 


Grand  Total,  Bureau  of  Health  Prof. 


$289,040,000     $95,741,000  -$193,299,000 
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Health  Professions: 

Authorizing  Legislation  --  Public  Health  Service  Act,  Title  VII  and  VIII 

Increase 

FY  1992  FY  1993  or 

Appropriation  Estimate  Decrease 

Budget  authority:  $201,634,000  $---  -$201,634,000 


The  programs  of  the  Bureau  of  Health  Professions  (BHPr)  continue  to  support 
efforts  to  assure  equity  in  access  of  health  service  and  health  careers  for 
the  minority/disadvantaged  by  increasing  the  number  of  minority  and 
disadvantaged  students  who  become  health  or  allied  health  professionals. 

The  FY  1993  request  would  provide  a  well  balanced  approach  to  addressing  the 
disparities  in  the  health  status  of  minorities  and  their  underrepresentation 
in  the  health  professions  and  represents  the  BHPr's  highest  priority. 

In  FY  1993  the  BHPr  will  support:     Centers  of  Excellence  in  Minority  Health 
which  include  Certain  Historically  Black,  Hispanic,  Native  American,  and  Other 
Priority  Centers  of  Excellence,  and  Health  Careers  Opportunity  programs  which 
assist  selected  health  professions  schools  in  supporting  programs  of 
excellence  in  health  professions  education  for  minority  individuals;  the 
Financial  Assistance  for  Disadvantaged  Health  Professions  Students  program 
which  provides  financial  assistance  without  a  service  or  financial  obligation 
to  individuals  from  disadvantaged  backgrounds  who  are  of  exceptional  financial 
need;  the  Exceptional  Financial  Need  Scholarships  program  which  provides 
non-service-conditional  scholarship  aid  to  disadvantaged  students;  the 
Scholarships  for  Disadvantaged  Students  program  which  assists  selected  schools 
in  providing  scholarships  to  individuals  from  disadvantaged  backgrounds  who 
are  enrolled  (or  accepted  for  enrollment)  as  full-time  students  in  the 
schools;  the  Loan  Repayment  for  Faculty  Service  program  which  provides  for 
repayment,  up  to  $20,000  a  year,  of  principal  and  interest  for  eligible 
individuals  from  disadvantaged  backgrounds  and  who  have  agreed  to  serve  for  at 
least  two  years  as  a  faculty  member  of  a  school;  and  the  Nurse  Education 
Opportunities  for  Individuals  from  Disadvantaged  Backgrounds  program  which 
provides  grants  and  contracts  to  eligible  applicants  to  support  projects  to 
increase  nursing  education  opportunities  for  individuals  from  minority  and 
disadvantaged  backgrounds. 

In  order  to  meet  budget  targets  for  the  FY  1993  health  programs,  very 
difficult  choices  among  priorities  for  Federal  funds  must  be  made.  The 
aggregate  shortage  of  health  professionals  has  ended  following  two  decades  of 
Federal  support.     Funds  to  help  students  fi  nance  their  training  in  health 
professions  will  continue  to  be  available  through  Medicare  medical  education 
payments,  health  professions  scholarships,   guaranteed  and  other  student  loans 
and  Department  of  Education  grants  and  loans.     Budget  authority  for 
categorical  activities  (e.g.,  health  promotion/disease  prevention,  primary 
care,  geriatric  training  and  research,  special  projects,  Pacific  Basin  medical 
officer  training,  area  health  education  centers,  etc.)  is  not  being  requested 
in  FY  1993. 
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FY  1993  Discontinued  Project  Outputs 


PHS  Act  FY  1991  FY  1992 

Section  Approp.  Approp . 


Minor ity/Disadvantaged  Representation: 

Loans  for  Disadvantaged  Students  740(c) 

Program  Amount  

No.  of  Individuals  Assisted  

Nursing  Undergraduate  Scholarships  843 

Program  Amount  

No .  of  Awards  

Total  Minority/Disadvantaged  Represent.. 

Primary  Care/Service  Linked: 

Primary  Care  Physician  Provider: 

Departments  of  Family  Medicine  780 

Program  Amount  

No .  of  Awards  

No.   of  Individuals  Participating 
in  Supporting  Programs  

Family  Medicine  Training  786(a) 
GRADUATE 

Program  Amount  

No.  of  Awards  

No.  of  First-Year  Intern/Residency 

Positions  Assisted  

Total  No.  of  Residency  Positions 

Supported  

No.  of  Trainees  

PREDOCTORAL 

Program  Amount  

No .   of  Awards  

No.  of  Trainees  

FACULTY  DEVELOPMENT 

Program  Amount  

No.   of  Awards  

No.   of  Faculty  Trained  

Total  Family  Medicine  Training 

Program  Amount  

No .  of  Awards  


$2,928,000 

$14,920,000 

455 

2,387 

$2,380,000 

$2,377,000 

500 

500 

$5  ,  308 , 000 

$17 , 297 , 000 

$6,831,000 

$6,807,000 

54 

57 

2  ,400 

2,400 

$19 , 525 ,000 

$18,470,000 

196 

188 

1,550 

1,500 

4,200 

4,000 

4,250 

4,000 

$10,500,000 

$11,000,000 

89 

91 

23,400 

23,800 

$6,083,000 

$6,500,000 

47 

47 

2,556 

2,560 

$36,108,000 

$35,970,000 

332 

326 
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FY  1993  Discontinued  Project  Outputs 

PHS  Act  FY  1991  FY  1992 

Section  Approp.  Approp. 

Gen.   Internal  Medicine  &  Pediatrics  784 
GRADUATE 

Program  Amount   $13,696,000  $13,949,000 

No.  of  Awards   87  82 

No.  of  First- Year  Intern/Residency 

Positions  Assisted   620  613 

Total  No.  of  Residency  Positions 

Supported   1,700  1,600 

FACULTY  DEVELOPMENT 

Program  Amount   $3,560,000  $3,247,000 

No.  of  Awards   26  21 

No.  of  Faculty  Trained   1,360  1,300 


Total  Gen.   Intern.  Med.  &  Pediatrics 

Program  Amount   $17,256,000  $17,196,000 

No.  of  Awards   113  103 


Subtotal ,  Primary  Care  Phys .  Providers 

Program  Amount   $60,195,000  $59,973,000 

No.  of  Awards   499  486 

Primary  Care  Non- Physician  Provider: 

General  Dentistry  Training  785 

Program  Amount   $3,834,000  $3,820,000 

No.  of  Awards   36  33 

No.  of  lst-Yr.  Residents  Benefitted.  200  183 

Nurse  Practitioner/Midwives  822(a) 

Program  Amount   $14,639,000  $14,592,000 

No.  of  Awards   68  68 

No.  Trainees   1,590  1,590 

Physician  Assistants  788(d) 

Program  Amount   $5,021,000  5,002,000 

No.  of  Awards   42  42 

No.  of  Trainees   2,200  2,000 

Podiatric  Med.  Prim.  Care  Resid.  Trng  788(e) 

Program  Amount   $599,000  $597,000 

No.  of  Awards   10  10 

No.  of  Trainees   30  30 
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FY  1993  Discontinued  Project  Outputs 

PHS  Act  FY  1991  FY  1992 

Section  Approp.  Approp . 

Two-Year  Progs,  of  Schools  of 

Med. /Osteopathic  Medicine  788(a) 

Program  Amount   $480,000  $479,000 

No .  of  Awards   3  3 

No.  of  Trainees   INA  INA 


Subtotal,  Prim.  Care  Non-Phys.  Prov. 

Program  Amount   $24,573,000  $24,490,000 

No.  of  Awards   159  156 


Total,   Primary  Care  Training 

Program  Amount   $84,768,000  $84,463,000 

No.  of  Awards   658  642 

Service -Linked  Education  Networks: 

Area  Health  Education  Centers  781(a) 

Program  Amount   $19,237,000  $19,173,000. 

No.  of  Awards: 

AHEC  (a)  (1)   27  20 

Special  Initiatives  (a)(2)   24  21 

Total  No.  of  Awards   51  41 

Geriatric  Education  Ctrs.  &  Trng        (301)  789(a/b) 

Program  Amount   $13,708,000  13,659,000 

No.  of  Awards   49  47 

No.  of  Physician/Dental  Fellows   79  74 

Health  Education  &  Training  Centers  781(f) 

Program  Amount   $3,904,000  $3,889,000 

No.  of  Awards: 

Border   4  4 

Non-Border   9  9 

Total  No.  of  Awards   13  13 


Model  Education  Proj .   for  Hlth.  Profs  788(b) 

Program  Amount   $1,319,000 

No.  of  Awards   11 


1,310,000 
10 
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FY  1993  Discontinued  Project  Outputs 

PHS  Act  FY  1991  FY  1992 

Section  Approp.  Approp. 

Rural  Health  Interdisciplinary  Trng.  799A 

Program  Amount   $4,392,000  $4,679,000 

No.  of  Awards   18  19 


Total,  Service -Linked  Educ .  Networks 

Program  Amount   $42,560,000  $42,710,000 

No.  of  Awards   142  130 


Grand  Total,  Prim.  Care/Svc . -Linked  Trg. 

Program  Amount   $127,328,000  $127,173,000 

No.  of  Awards   800  772 

Meeting  Yr.   2000  Public  Hlth.  Objectives: 

Advanced  Nurse  Education  821 

Program  Amount   $12,463,000  $12,425,000 

No.  of  Projects   71  71 

No.  Enrolled   752  752 

Allied  Health  Projects  796 

Program  Amount   $1,659,000  $2,816,000 

No.  of  Projects   17  27 

Graduate  Prog,   in  Hlth.  Administration  791 

Program  Amount   $1,554,000  $1,548,000 

No.  of  Awards   40  40 

No.  of  Graduates   1,050  1,050 

Health  Administration  Traineeships  791A 

Program  Amount   $484,000  $483,000 

No.  of  Awards   42  42 

No.  of  Trainees   375  375 

Average  Amount  per  Trainee   $1,295  $1,295 

Preventive  Medicine  Residencies  788(c) 

Program  Amount   $1,654,000  $1,649,000 

No.  of  Awards   11  11 

No.  of  Residents  Benefitting   98  98 

Public  Health  Special  Projects  790A 

Program  Amount   $3,757,000  $4,292,000 

No.  of  Awards   23  25 
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FY  1993  Discontinued  Project  Outputs 

PHS  Act  FY  1991  FY  1992 

Section  Approp .  Approp . 

Public  Health  Traineeships  792 

Program  Amount   $3,416,000  $3,412,000 

No.  of  Awards   24  24 

No.  of  Trainees   1,550  1,550 

Average  Amount  per  Trainee   $2,200  $2,200 

Total  Meet.  Yr.   2000  Pub.  Hlth.  Object. 

Program  Amount   $24,987,000  $26,625,000 

No.  of  Awards   228  240 

Other  Priority  Nursing  Activities: 

Nurse  Anesthetists  831(a) 

Program  Amount   $1,430,000  $1,958,000 

No.  of  Awards   81  85 

No.   of  Trainees   845  845 

Nurse  Special  Projects  820 

Program  Amount   $10,532,000  $10,958,000 

No.  of  Awards   60  67 

Professional  Nurse  Traineeships  830(a/c) 

Program  Amount   $13,664,000  $14,107,000 

No.   of  Awards   217  227 

No.   of  Trainees  Supported   8,000  8,500 

Average  Amount  per  Trainee   $1,708  $1,660 

Total  Other  Priority  Nursing  Activities 

Program  Amount   $25,626,000  $26,989,000 

No.  of  Awards   358  379 

Pacific  Basin  Medical  Officers  Trng  301 

Program  Amount   $1,610,000  $1,795,000 

No.   of  Projects   1  1 

No.  of  Trainees  Supported   75  75 

Hlth.   Prof.  Reports  and  Studies  301/332/708/794/799 

Program  Amount   $1,762,000  $1,755,000 

No.  of  Awards   40  20 

Total,  Bureau  of  Health  Professions 

Program  Amount   $186,621,000  $201,634,000 

No.  of  Projects/Awards   1,927  1,912 
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Minor ity/D is advantaged  Representation 

I.     Centers  of  Excellence  in  Minority  Health 
Authorizing  Legislation     --       Section  782  of  the  Public  Health  Service  Act. 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Increase 
or 

Decrease 


Budget  Authority   $14,151,000    $24,063,000  $24,063,000 

Certain  Historically 
Black  Ctrs.  of  Excellence.   (11,711,000)   (11,959,000)  (11,959,000) 


Hispanic  Ctrs.   of  Excell... 

Native  American  Centers  of 
Excellence  


Other  Priority  Centers  of 
Excellence  


(1,464,000)     (1,247,000)  (1,247,000) 
(976,000)     (1,247,000)  (1,247,000) 
(---)     (9,610,000)  (9,610,000) 


NOTE:     The  Disadvantaged  Minority  Health  Improvement  Act  of  1990  specifies 
that  of  funds  appropriated,   the  first  $12  million  shall  be  made 
available  for  the  four  Historically  Black  Centers  of  Excellence  and  the 
next  $2.5  million  for  Hispanic  or  Native  American  Centers;  with  any 
additional  funds  to  be  awarded  with  priority  to  Hispanic,  Native 
American,  or  Other  Centers. 


Purpose  and  Method  of  Operations 

This  program  serves  as  the  principal  Federal  activity  supporting  certain 
predominantly  minority  institutions  which  train  a  disproportionate  number  of 
minority  health  professionals  and  institutions  which  enroll  significant 
numbers  of  underrepresented  minorities  as  well  as  providing  a  great  deal  of 
care  to  minority  populations.     These  schools  are  recognized  for  their  special 
capacity  to  conduct  activities  to  prepare  health  professionals  to  serve 
minority  populations.     In  FY  1987,   the  program  focused  on  four  health 
professions  schools  that  received  support  through  the  Advanced  Financial 
Distress  Program  (Section  788B) .     For  one  year  only,  FY  1988,  appropriations 
language  expanded  this  eligibility  to  include  any  health  professions  school 
which  had  a  majority  enrollment  of  minority  students.     The  Disadvantaged 
Minority  Health  Improvement  Act  of  1990  broadened  the  authority  to  include 
Hispanic  Centers  of  Excellence,  Native  American  Centers  of  Excellence,  and 
Other  Centers  of  Excellence. 
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Minority /Disadvantaged  Representation 

I .     Centers  of  Excellence  in  Minority  Health 
Certain  Historically  Black  Centers  of  Excellence 

The  Certain  Historically  Black  Centers  of  Excellence  program  addresses  the 
disparities  in  the  health  status  of  minorities  and  their  under  representation 
in  the  health  professions.     Specifically,   the  program  is  designed  to 
strengthen  the  national  capacity  to  train  minority  students  in  the  health 
professions;   to  support  those  health  professions  schools  which  have  trained  a 
significant  number  of  the  Nation's  minority  health  professionals;  and  to 
enable  those  schools  to  supply  health  professionals  to  serve  minority 
populations  in  underserved  areas .     Funds  are  to  be  used  to  increase  the  number 
and  quality  of  applicants  to  the  school;   strengthen  their  academic 
performance;   improve  information  resources,  curricula  and  clinical  experiences 
as  they  relate  to  minority  health  issues;   train,   recruit  and  retain  African 
American  faculty;  and  facilitate  and  faculty  and  student  research,   in  areas  of 
minority  health. 

Hispanic  Centers  of  Excellence 

Hispanic  Centers  of  Excellence  may  be  established  by  a  school  of  medicine, 
dentistry,   or  pharmacy  that  has  a  significant  number  of  Hispanics  enrolled 
(and  otherwise  has  a  focus  on  recruitment  and  training  of  Hispanic 
individuals)  and  that  will  give  priority  to  carrying  out  its  duties  as  a 
Center  of  Excellence  with  respect  to  Hispanic  individuals.     Purposes  are  to 
increase  the  number  and  quality  of  Hispanic  applicants  to  the  school; 
strengthen  their  academic  performance;  improve  information  resources, 
curricula  and  clinical  experiences  as  they  relate  to  minority  health  issues; 
train,   recruit  and  retain  Hispanic  faculty;  and  facilitate  faculty  and  student 
research  in  areas  of  minority  health. 

Native  American  Centers  of  Excellence 

Native  American  Centers  of  Excellence  may  be  established  by  a  school  of 
medicine,  dentistry,   or  pharmacy  that  has  a  significant  number  of  Native 
Americans  including:     American  Indians,  Alaska  Natives,  Aleuts,   and  Native 
Hawaiians  enrolled  (and  otherwise  has  a  focus  on  recruitment  and  training  of 
Native  American  individuals)  and  that  will  give  priority  to  carrying  out  its 
duties  as  a  Center  of  Excellence  with  respect  to  Native  American  individuals. 
Purposes  are  to  increase  the  number  and  quality  of  Native  American  applicants 
to  the  school;   strengthen  their  academic  performance;   improve  information 
resources,  curricula  and  clinical  experiences  as  they  relate  to  minority 
health  issues;  train,  recruit  and  retain  Native  American  faculty;  and 
facilitate  faculty  and  student  research  in  areas  of  minority  health. 
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Minor ity/D is advantaged  Representation 

I.     Centers  of  Excellence  in  Minority  Health 
Native  American  Centers  of  Excellence  (cont'd) 

Schools  are  also  required  to  establish  an  arrangement  with  one  or  more  public 
or  nonprofit  private  institutions  of  higher  education  whose  enrollment  of 
students  has  traditionally  included  a  significant  number  of  Native  Americans. 
The  purpose  of  the  arrangement  will  be  to  carry  out  a  program  to  identify 
Native  American  students  who  are  interested  in  a  health  professions  career  and 
to  facilitate  the  educational  preparation  of  such  students  to  enter  the  health 
professions  school. 

Schools  are  specifically  required  to  make  efforts  to  recruit  Native  American 
students,   including  students  who  have  participated  in  the  undergraduate 
program  carried  out  as  described  above  and  to  assist  Native  American  students 
regarding  the  completion  of  the  educational  requirements  for  a  degree  from  the 
health  professions  school. 

Other  Priority  Centers  of  Excellence 

Other  Centers  of  Excellence  may  be  established  by  a  school  of  medicine, 
dentistry,   or  pharmacy,  having  an  enrollment  of  underrepresented  minorities 
above  the  national  average  for  such  schools. 

Funding  levels  for  the  past  five  years  were  as  follows: 

Certain  Hist.       Hispanic  Native  Other  Priority 

Black  Centers  Centers  of  American  Ctrs .  Centers  of 
of  Excellence     Excellence        of  Excell.  Excellence 


1988   $9,574,000                $---                $---  $--- 

1989   9,396,000 

1990   9,231,000 

1991   11,711,000        1,464,000  976,000 

1992   11,959,000        1,247,000        1,247,000  9,610,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $24,063,000  is  the  same  level  as  the  FY  1992 
appropriation  and  will  provide  support  to  four  Certain  Historically  Black 
Centers  of  Excellence,   seven  Hispanic  Centers  of  Excellence  benefitting  175 
individuals,   five  Native  American  Centers  of  Excellence  benefitting  64 
individuals,  and  31  Other  Priority  Centers  of  Excellence  benefitting  864 
individuals . 
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Minor ity/Disadvantaged  Representation 

I.     Centers  of  Excellence  in  Minority  Health 


Program  Outputs 


Certain  Historically  Black  Centers 
of  Excellence: 
Number  of  Schools  

Hispanic  Ctrs.  of  Excellence: 

Number  of  Centers  

Number  of  Students  

Native  American  Ctrs.  of  Excellence: 

Number  of  Centers  

Number  of  Students  

Other  Priority  Centers  of  Excellence 

Number  of  Centers  

Number  of  Students  


FY  1991 
Actual 


7 

175 


5 
40 


FY  1992 
Approp . 


7 

175 


31* 
864* 


FY  1993 
Estimate 


7 

175 


5 
40 


31* 
864* 


*  Includes  an  estimated  14  Hispanic  and  3  Native  American  Centers  of 

Excellence  that  will  be  funded  with  Other  Priority  Centers  of  Excellence 
funds  and  would  support  350  Hispanic  and  24  Native  American  students. 
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Minor ity/Disadvantaged  Representation 

II.     Disadvantaged  Assistance  Program 
Authorizing  Legislation     --   Section  787  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  Authority   $30,817,000    $30,723,000    $37,531,000  +$6,808,000 

Health  Careers 

Opportunity  Program. .     (24,653,000)   (24,566,000)   (30,299,000)  (+5,733,000) 

Financial  Assistance 
for  Disadvan.  H.P. 

Students  Program   (6,164,000)     (6,157,000)     (7,232,000)  (+1,075,000) 


Purpose  and  Method  of  Operations 


The  Disadvantaged  Assistance  Program  promotes  a  nationally  equitable  health, 
delivery  system  by  increasing  the  access  to  health  careers  and  services  for 
individuals  from  disadvantaged  backgrounds.     Two  programs  are  included  in  the 
Disadvantaged  Assistance  authorization:     the  Health  Careers  Opportunity 
Program  (HCOP)  and  the  Financial  Assistance  for  Disadvantaged  Health 
Professions  Students  (FADHPS)  program. 

Health  Careers  Opportunity  Program 

The  HCOP  provides  grants  and  contracts  to  health  professions  schools  and  other 
health  or  educational  entities  to  assist  individuals  from  disadvantaged 
backgrounds  to  undertake  and  complete  education  in  health  professions,  public 
health  and  allied  health  professions.     Among  the  activities  supported  are 
those  sponsored  by  community  based  organizations.     The  HCOP  supports 
recruitment,  education  designed  to  expand  the  academic  ability  of 
disadvantaged  students  during  their  pre-prof essional  training,  facilitate 
their  entry  into  health  and  allied  health  professions  schools,  and  enhance 
their  retention  potential  in  these  schools  through  to  graduation.  Preference 
will  be  given  to  grant  applicants  who,  as  appropriate,  have  developed  plans 
and  priorities  in  cooperation  with  State  and  local  government  authorities  and 
will  provide  an  increased  share  of  the  funding  for  proposed  initiatives  from 
non-Federal  sources. 
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Minor ity/Disadvantaged  Representation 

II.     Disadvantaged  Assistance  Program 

Financial  Assistance  for  Disadvantaged  Health  Professions  Students 
The  FADHPS  program  provides  financial  assistance  without  a  service  or 
financial  obligation  to  individuals  from  disadvantaged  backgrounds  who  are  of 
exceptional  financial  need  to  help  pay  for  their  health  professions  education 
at  schools  of  medicine,  osteopathic  medicine,   and  dentistry. 


Funding  levels  for  the  past  five  years  were  as  follows: 


Health  Careers  Financial  Assist. 

Opportunity  for  Disadvantaged 

Program  H.P.  Students 


1988   $21,925,000  $5,481,000 

1989   21,518,000  5,379,000 

1990   21,572,000  5,393,000 

1991   24,653,000  6,164,000 

1992   24,566,000  6,157,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $37,531,000  is  an  increase  of  $6,808,000  over  the 
FY  1992  appropriation.     The  FY  1993  level  will  provide  an  increase  over  the 
FY  1992  appropriation  of  approximately  40  HCOP  projects;   1,908  individuals 
directly  assisted  and  4,332  individuals  involved  in  unstructured  recruitment 
activities  through  HCOP;   and  430  FADHPS  individuals  assisted. 


Program  Outputs 

FY  1991  FY  1992  FY  1993 
Actual        Approp .  Estimate 

Health  Careers  Opportunity  Program: 

Number  of  Projects   164  166  206 

Number  of  Individs .  Directly  Assisted   8,522  8,562  10,470 

Number  of  Individs .   Involved  in 
Unstructured  Recruitment  Activities   19,359  19,595  23,927 


Financial  Assistance  for  Disadvantaged 
Health  Professions  Students  Program: 
Number  of  Individs.   Directly  Assisted 


2,440 


2,462 


2,892 
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Minor ity/Disadvantaged  Representation 

III.     Exceptional  Financial  Need  Scholarships 

Authorizing  Legislation     --   Section  758  and  787  of  the  Public  Health  Service 

Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  Authority   $9,759,000      $9,748,000    $11,429,000  +$1,681,000 


Purpose  and  Method  of  Operations 

The  Exceptional  Financial  Need  (EFN)  Scholarships  program  will  provide 
nonservice-conditional  scholarship  aid  to  exceptionally  needy  students 
enrolled  in  medicine,  osteopathic  medicine,  dentistry,  optometry,  pharmacy, 
podiatric  medicine,  or  veterinary  medicine. 

Available  evidence  from  school  application  requests  suggests  that  there  will 
be  a  continuing  need  for  some  form  of  nonservice-conditional  scholarship  aid 
as  one  means  of  recruiting  minority/disadvantaged  students  over  the  next 
several  years.     The  number  of  eligible  exceptional  financially  needy  students 
exceeds  the  number  of  scholarships  available.     Such  aid  would  help  attract 
some  minority/disadvantaged  students  who  otherwise  would  be  deterred  from 
applying  by  fear  of  inability  to  complete  training  or  by  reluctance  to  borrow 
funds  to  cover  educational  costs.     Through  this  program  a  larger  number  of 
minority/disadvantaged  graduates  would  be  able  to  avoid  heavy  debts  and 
therefore  be  in  a  position  to  consider  practicing  in  lower- income  and  shortage 
situations.     Continuation  of  some  form  of    nonservice-conditional  scholarships 
would  also  give  some  needy  students  an  alternative  to  accepting  a  service 
conditional  scholarship,  at  a  time  when  such  scholarships  tend  to  impose  a 
disproportionate  burden  of  shortage  area  service  on  individuals  from 
disadvantaged  backgrounds. 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988   $6,702,000 

1989   6,578,000 

1990   6,685,000 

1991   9,759,000 

1992   9,748,000 
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Minor ity/Disadvantaged  Representation 
III.     Exceptional  Financial  Need  Scholarships 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $11,429,000  is  an  increase  of  $1,681,000  over  the 

FY  1992  appropriation.     The  FY  1993  level  will  assist  approximately  560  more 

individuals  than  the  FY  1992  appropriation. 


Program  Outputs 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Number  of  Individs.  Directly  Assisted 


3,200 


3,249 


3,809 
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Minor ity/Disadvantaged  Representation 

IV.  Scholarships  for  Disadvantaged  Students 
Authorizing  Legislation     --   Section  760  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  -FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  Authority   $8,295,000    $17,503,000    $17,503,000  $--- 


Purpose  and  Method  of  Operations 

The  Scholarships  for  Disadvantaged  Students  program  provides  grants  to 
selected  health  professions  schools  for  the  purpose  of  assisting  such  schools 
in  providing  scholarships  to  individuals  from  disadvantaged  backgrounds  who 
are  enrolled  (or  accepted  for  enrollment)  as  full-time  students  in  the 
schools.     In  making  grants,   the  Department  is  required  to  make  available  30 
percent  of  the  funds  to  provide  scholarships  only  for  nurses.     The  Department 
must  give  special  consideration  to  health  professions  schools  that  have 
enrollments  of  underrepresented  minorities  above  the  national  average  for 
health  professions  schools. 

Schools  must  agree  that,   in  providing  scholarships  under  this  program, 
preference  shall  be  given  to  students  for  whom  the  costs  of  attending  the 
school  would  constitute  a  severe  financial  hardship.     Up  to  25  percent  of  a 
school's  scholarship  grant  may  be  used  to  provide  financial  assistance  to 
undergraduates  who  have  demonstrated  a  commitment  to  a  health  professions 
career,  and  to  facilitate  the  completion  of  the  educational  requirements  for 
such  a  career. 

Scholarships  will  be  expended  only  for  tuition  expenses,  other  reasonable 
educational  expenses,  and  reasonable  living  expenses  incurred.     No  award  will 
exceed  the  cost  of  attendance  at  the  student's  school.     To  qualify  for 
participation  in  the  Scholarships  for  Disadvantaged  Students  program,  schools 
must  carry  out  programs  for  recruiting  and  retaining  disadvantaged  students 
and  faculty.     The  schools  further  must  agree,  within  one  year,   to  ensure 
adequate  instruction  regarding  minority  health  issues,   to  enter  into 
arrangements  for  clinical  training  with  clinics  serving  disadvantaged 
populations,   to  enter  into  arrangements  with  one  or  more  secondary  educational 
institutions  or  undergraduate  institutions  for  carrying  out  programs  to  help 
recruit  disadvantaged  students  for  the  health  professions,  and  to  establish  a 
mentor  program  for  disadvantaged  students. 
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Minor ity/D is advantaged  Representation 

IV.   Scholarships  for  Disadvantaged  Students 

Funding  levels  for  the  past  five  years  were  as  follows: 


1988   $--- 

1989  

1990  

1991   8,295,000 

1992   17,503,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $17,503,000  is  the  same  level  as  the  FY  1992 
appropriation  and  will  provide  an  average  cost  of  $2,400  per  scholarship  for 
5,105  individuals  assisted  in  medical,   osteopathic  and  dental  schools  and  an 
average  cost  of  $2,500  per  scholarship  for  2,100  individuals  assisted  in 
nursing. 


Program  Outputs 


FY  1991 

FY  1992 

FY  1993 

Actual 

Approp . 

Estimate 

No.   of  Individs.  Assisted  in  Medical, 

2,419 

5,105 

5,105 

$2,400 

$2,400 

$2,400 

Subtotal  Dollars  ($000)  

$5,806 

$12,252 

$12,252 

No.  of  Individuals  Assisted  in  Nursing. . . . 

996 

2,100 

2,100 

$2,500 

$2,500 

$2,500 

Subtotal  Dollars  ($000)  

$2,489 

$5,251 

$5,251 

Total  Dollars  ($000) 


$8,295 


$17,503 


$17,503 
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Minor ity/Disadvantaged  Representation 

V.  Loan  Repayment  for  Faculty  Service 
Authorizing  Legislation     --   Section  761  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  Authority   $976,000  $976,000        $1,073,000  +$97,000 


Purpose  and  Method  of  Operations 

The  Loan  Repayment  for  Faculty  Service  program  provides  for  repayment  of 
principal  and  interest  of  any  educational  loans  at  a  rate  of  up  to  $20,000  per 
year  for  eligible  individuals  from  disadvantaged  backgrounds  who  are  health 
professions  students  or  graduates,  and  who  have  agreed  to  serve  for  at  least 
two  years  as  a  faculty  member  of  a  school  of  medicine,  nursing,  osteopathic 
medicine,  dentistry,  pharmacy,  podiatric  medicine,  optometry,  veterinary 
medicine,  or  public  health,  or  a  school  that  offers  a  graduate 
program  in  clinical  psychology. 

Payments  under  this  program  cannot,  for  any  year  for  which  the  payments  are 
made,  exceed  an  amount  equal  to  50  percent  of  the  principal  and  interest  due 
on  such  loans  for  such  year.     The  school  would  be  required,   for  each  year  for 
which  the  individual  will  serve  as  a  faculty  member,   to  make  payments  of 
principal  and  interest  due,   in  an  amount  equal  to  the  amount  of  such  payments 
made  by  the  Secretary  (which  payments  must  be  in  addition  to  the  pay  the 
individual  otherwise  would  receive).     However,   the  Secretary  could  waive  this 
requirement  if  the  Secretary  determined  that  the  requirement  would  impose  an 
undue  financial  hardship  on  the  school  involved. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988   $--- 

1989  

1990  

1991   976,000 

1992   976,000 

Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $1,073,000  is  an  increase  of  $97,000  over  the  FY  1992 
appropriation.     The  FY  1993  level  will  provide  an  increase  of  approximately 
three  contracts  over  the  FY  1992  appropriation. 
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Minor ity/Dis advantaged  Representation 
V.  Loan  Repayment  for  Faculty  Service 

Program  Outputs 

FY  1991  FY  1992  FY  1993 
Actual        Approp .  Estimate 

Number  of  Contracts   28  28  31 
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Minor ity/Disadvantaged  Representation 

VI.  Nurse  Education  Opportunities  for  Individuals  from 
Disadvantaged  Backgrounds 

Authorizing  Legislation     --   Section  827  of  the  Public  Health  Service  Act 

Increase 

FY  1991  FY  1992  FY  1993  or 

Ac tual  Approp .  Estimate  Decrease 

Budget  Authority   $3,416,000      $3,398,000    $4,142,000  +$744,000 


Purpose  and  Method  of  Operations 

The  Nurse  Education  Opportunities  for  Individuals  from  Disadvantaged 
Backgrounds  program  provides  grants  and  contracts  to  eligible  applicants  to 
support  projects  to  increase  nursing  education  opportunities  for  individuals 
from  minority  and  disadvantaged  backgrounds.     This  includes  identifying, 
recruiting  and  selecting  such  individuals;   facilitating  their  entry  into 
schools  of  nursing;  providing  counseling  or  other  services  designed  to  assist 
such  individuals  in  completing  their  nursing  education;  providing,  prior  to 
entry  into  a  school  of  nursing,  preliminary  education  designed  to  assist  them 
to  successfully  complete  a  regular  course  of  nursing  education;  paying  such 
stipends  and  publicizing  financial  aid  available  to  persons  enrolled  in 
schools  of  nursing  or  who  are  undertaking  training  necessary  to  qualify  them 
to  enroll  in  such    schools;  and  providing  training,   information,  or  advice  to 
the  faculty  of  such  schools  with  respect  to  encouraging  such  individuals  to 
complete  the  programs  of  nursing  education  in  which  the  individuals  are 
enrolled.     Preference  will  be  given  to  schools  which  have  developed  plans  and 
priorities  in  cooperation  with  State  and  local  government  authorities  and  will 
provide  a  growing  share  of  the  funding  for  proposed  initiatives  from 
non- Federal  sources. 

Funding  levels  for  the  past  five  years  are  as  follows: 


1988  $2,521,000  * 

1989   2,394,000  * 

1990   2,571,000 

1991   3,416,000 

1992   3,398,000 


*  Funded  under  Nursing  Special  Projects,  Section  820  of  the  Public  Health 
Service  Act. 
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Minor ity/Disadvantaged  Representation 


VI.  Nurse  Education  Opportunities  for  Individuals  from 
Disadvantaged  Backgrounds 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $4,142,000  is  an  increase  of  $744,000  over  the  FY  1992 
appropriation.     The  FY  1993  level  will  support  approximately  four  more 
projects  and  will  assist  approximately  75  more  individuals  than  the  FY  1992 
appropriation. 


Program  Outputs 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Number  of  Projects... 
Number  of  Individuals 


20 
400 


20 
425 


24 
500 
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National  Practitioners  Data  Bank 

Authorizing  Legislation  Public  Health  Service  Act,  Title  IV,  P.L.  99-660 

"The  Health  Care  Quality  Improvement  Act  of 
1986,"  as  amended  by  P.L.   100-177.  New 
legislation  is  proposed. 

Increase 

FY  1991  FY  1992        FY  1993  or 

Actual .  Approp .        Estimate  Decrease 

Budget  Authority   $1,926,000        $995,000  $---  -$995,000 

User  Fees  to  be  Collected.  $2,584,091    $5,000,000    $8,000,000  $3,000,000 


Purpose  and  Method  of  Operations 

The  Health  Care  Quality  Improvement  Act  of  1986  requires  the  Secretary  of 
Health  and  Human  Services  to  establish  a  national  system  (data  bank)   for  the 
receipt,  storage  and  dissemination  of  information  on  paid  medical  malpractice 
judgments  and  settlements,  sanctions  taken  by  Boards  of  Medical  Examiners, 
losses  of  membership  in  professional  societies,  and  certain  professional 
review  actions  taken  by  health  care  entities.     Insurance  companies,  State 
licensure  boards  and  authorities,  and  other  health  care  entities  and 
professional  societies  are  required  to  report  information  to  the  data  bank 
within  30  days  of  each  action.     The  coverage  of  the  data  bank  includes 
dentists  and  physicians,  and  with  respect  to  malpractice  settlements  and 
judgments,  other  categories  of  licensed  health  professionals. 

The  National  Practitioner  Data  Bank  protects  the  consuming  public  by  assuring 
that  information  about  medical  and  dental  malpractice  and  other  sanctions  is 
available  to  hospitals,   licensing  authorities  and  professional  societies.  The 
existence  of  the  data  bank  makes  it  difficult  for  practitioners  to  hide  such 
penalties  by  practicing  in  another  State. 

Amendments  made  to  the  Health  Care  Quality  Improvement  Act  of  1986  provide  for 
the  collection  of  user  fees  to  cover  operating  costs  of  collecting 
information,  processing  requests  and  providing  such  information  to  users  of 
the  data  bank.     However,   these  user  fees  exclude  planning  and  capitalization 
costs  to  cover  the  implementation  of  section  5  activities  pertaining  to 
adverse  actions  taken  against  any  licensed  health  care  practitioner  or  entity, 
and  that  function  of  the  data  bank  has  not  been  undertaken.     In  FY  1991, 
$2,584,091  in  user  fees  were  collected. 
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National  Practitioners  Data  Bank 


Funding  levels  for  the  past  five  years  were  as  follows: 

1988   $--- 

1989   2,766,000 

1990   1,974,000 

1991   1,926,000 

1992   995,000 

Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $8,000,000  for  collection  of  user  fees  will  provide  for 
the  full  cost  of  operating  the  National  Practitioner  Data  Bank  in  its  current 
configuration.     This  request  anticipates  that  the  user  fee  will  be  increased 
to  $8  per  query  in  FY  1993  and  that  1,000,000  paid  queries  will  be  processed. 

Operational  costs  include: 

o    responding  to  requests  for  information  and  assistance; 
o    receiving  and  encoding  information  into  the  data  bank; 
o    printing  of  data  bank  forms,   instructions  and  Guidebook; 
o    operation  of  a  billing  system; 

o    providing  information  to  individuals  who  query  the  data  bank  about 

themselves  and  thus  are  exempted  from  user  fees; 
o     implementing  a  system  to  resolve  disputes  of  the  accuracy  of  data  bank 

information,   including  necessary  security  clearances  for  adjudicators; 
o    systems  enhancements  to  make  the  data  bank  more  accessible  to  users; 
o    staff  travel  associated  with  data  bank  oversight;  and 
o    preparation  of  required  reports  to  Congress. 
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Maternal  and  Child  Health  Bureau 


Authorizing  Legislation  -  Title  XIX  of  the  Public  Health  Service  Act,  and 
Title  V  of  the  Social  Security  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual        Appropriation  Estimate  Decrease 

Maternal  and  Child 

Health  Block  $587,310,000      $649,650,000      $673,650,000  +$24,000,000 

Pediatric  EMS  $4,880,000  $4,874,000  ---  -$4,874,000 


Total  Budget 
Authority 


$592,190,000      $654,524,000      $673,650,000  +$19,126,000 
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Maternal  and  Child  Health  Block  Grant 

Authorizing  legislation- -Title  V  of  the  Social  Security  Act  and  proposed 
legislation. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual        Appropriation        Estimate  Decrease 

Budget  Authority:  $587,310,000  $649,650,000  $673,650,000  +$24,000,000 
1993  Authorization:  $686,000,000 


Purpose  and  Method  of  Operation 

The  Maternal  and  Child  Health  (MCH)  Block  Grant  Program  provides  funds  to  each 
State  and  insular  area  to  meet  a  broad  range  of  health  services,  including 
preventive  and  primary  care  services  for  children  and  services  for  children 
with  special  health  care  needs.     States  must  also  establish  and  maintain  a 
toll-free  "hot-line"  for  parents  providing  information  about  Title  V,  Medicaid 
and  other  health  care  providers.     Block  grant  funds  to  States  are  allocated  on 
a  pro-rata  (percentage)  method  based  on:    (1)  FY  1981  levels  of  funding  for 
MCH-related  programs  which  were  combined  into  the  MCH  block  grant  when  it  was 
initiated  in  FY  1982;   and  (2)   the  number  of  low  income  children  in  the  State. 
States  must  earmark  at  least  30  percent  of  their  federal  allotment  for 
preventive  and  primary  care  services  for  children  and  at  least  30  percent  for 
services  for  children  with  special  health  care  needs.     States  may  use  no  more 
than  10  percent  of  their  federal  allotment  for  administrative  costs  and  also 
are  required  to  match  at  the  rate  of  three  State  dollars  for  every  four 
Federal.     Many  States  provide  funding  significantly  in  excess  of  the  required 
match . 

Of  the  amount  appropriated,  up  to  $600  million,   15  percent,   is  set-aside  for 
special  projects  of  regional  and  national  significance  (SPRANS)   in  the 
categories  of  research,   training,   genetic  diseases  and  newborn  genetic 
screening,  hemophilia,   and  maternal  and  child  health  improvement  especially 
infant  mortality  and  the  development  of  family  centered,   community  based,  care 
coordinated  services,   and  systems  of  care  for  children  with  special  health 
care  needs  as  mandated  under  the  Maternal  and  Child  Health  block  grant. 
Whenever  the  total  appropriation  exceeds  $600  million,   12.75  percent  of  the 
amount  over  $600  million  is  used  to  fund  the  Community  Integrated  Service 
Systems  (CISS)  set-aside  program.     This  program  supports  development  and 
expansion  of  successful  model  service  delivery  strategies  through  funding  six 
additional  categories  of  projects,   including:  home  visitation;  increased 
participation  of  obstetricians  and  pediatricians  under  both  the  block  grant 
and  Medicaid;   integrated  MCH  service  delivery  systems;  MCH  centers  for 
pregnant  women  and  infants;  MCH  services  to  rural  populations;   and  outpatient 
and  community  based  services  for  children  with  special  health  care  needs. 
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Maternal  and  Child  Health  Bureau 


Maternal  and  Child  Health  Block  Grant: 

After  taking  the  12.75  percent  set-aside,  the  remaining  87.25  percent  is 
distributed  on  the  same  85/15  percent  split  as  in  the  basic  block  grant 
formula . 

Funding  for  the  MCH  Block  grant  program  during  the  last  five  years  has  been  as 
follows : 

1988  $526,571,000 

1989  $554,268,000 

1990  $553,627,000 

1991  $587,310,000 

1992  $649,650,000 

Rationale  for  the  Budget  Request 

The  MCH  Block  grant  program  is  administered  as  a  Federal -  State  partnership  to 
improve  the  health  of  all  mothers  and  children,  consistent  with  the  national 
health  objectives  for  the  year  2000.     The  FY  1993  MCH  block  grant  request  of 
$673,650,000  is  an  increase  of  $24  million,  or  3 . 7  percent  above  the  FY  1992 
level.     This  request  provides  $564,620,681  for  the  State  Block  grants,  an 
increase  of  $17,539,431  over  FY  1992;  $99,638,944  for  the  SPRANS  set-aside,  an 
increase  of  $3,445,194  over  FY  1992;  and  $9,390,375  for  the  CISS  set-aside,  an 
increase  of  $3,015,375  over  FY  1992.     As  part  of  an  effort  to  improve  vaccine 
delivery,  part  of  the  increase  requested  for  SPRANS  will  be  used  to  fund 
projects  to  foster  a  public-private  partnership  geared  to  improving 
immunization  practices  with  a  State. 
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Maternal  and  Child  Health  Block  Grant: 
Outputs : 

(dollars  in  millions) 


FY 

1991 

Actual 

FY  1992 

Approp . 

FY  1993 

Estimate 

Amt 

Projects 

Amt. 

Projects 

Amt . 

Proiects 

Grants  to  States 

$499 

.2 

59 

$547 

1 

59 

$564 

6 

59 

SPRANS  Set-aside 

Research 

$7 

7 

38 

$  7 

7 

38 

$7 

7 

38 

Training 

$32 

7 

126 

$33 

6 

128 

$33 

6 

128 

Hemophilia 

$4 

9 

27 

$5 

2 

26 

$5 

2 

26 

Genetics 

$7 

.9 

56 

$9 

1 

62 

$9 

1 

62 

MCHIP 

$31 

0 

227 

$35 

6 

237 

$38 

6 

257 

Other  1/ 

$3 

9 

13 

$5.0 

13 

$5 

5 

 13 

Subtotal  SPRANS 

$88 

1 

487 

$96 

2 

504 

$99 

7 

524 

Community 

Integrate  Service 

Systems  Set-aside  -- 

$  6.4 

36 

$  9 

4 

50 

1/  This  includes  interagency  agreements,  contractual  services  and  data 
assistance  to  States. 
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Emergency  Medical  Services  for  Children: 

Authorizing  legislation- -Section  1910  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp  Estimate  Decrease 

Budget  Authority:  $4,880,000      $4,874,000  ---  -$4,874,000 

1993  Authorization:  Expired 


Purpose  and  Method  of  Operation 

The  Emergency  Medical  Services  for  Children  (EMSC)  demonstration  program  was 
created  to  enhance  and  expand  delivery  of  emergency  medical  services  (EMS)  for 
acutely  ill  and  seriously  injured  children  and  recognized  that  the  needs  of 
such  children  tend  to  be  different  from  those  of  adults  and  are  often  not 
being  met  by  the  current  EMS  systems  during  the  pre -hospital  or  hospital 
phases . 

The  goal  of  the  EMSC  program  has  been  the  reduction  of  child  and  youth 
mortality  and  morbidity  sustained  as  a  result  of  severe  acute  illness  or 
trauma.     The  EMSC  program  provides  support  to  projects  which  demonstrate  the 
effectiveness  of  a  systems  approach  to  emergency  care  including  prompt 
appropriate  on-site  assessment  and  treatment  of  the  child's  problem  together 
with  rapid,  safe  transport  to  a  medical  facility  having  the  resources  to 
continue  the  proper  care  through  the  completion  of  rehabilitation. 

Funding  levels  for  EMSC  program  during  the  last  five  years  has  been  as 
follows : 


1988  $1,915,000 

1989  $2,964,000 

1990  $3,947,000 

1991  $4,880,000 

1992  $4,874,000 


Rationale  for  the  Budget  Request 

The  Administration  has  not  requested  funding  for  this  program  in  FY  1993,  a 
reduction  of  $4,874,000  from  FY  1992.     From  FY  1985  through  FY  1992,  a  total 
of  $24,606,000  was  available  to  support  34  demonstration  projects  awarded  to 
State  governments,  health  organizations  working  with  State  health  agencies  and 
accredited  schools  of  medicine. 
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Authorizing  Legislation  -  Titles  III,  VII  and  XII  of  the  Public  Health  Service 
Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual       Appropriation         Estimate  Decrease 

Health  Teaching 

Facilities  $476,000  $450,000  $418,000  -$32,000 

Organ 

Transplantation  3,723,000  3,692,000  3,692,000 

Trauma  Care  ---  4,894,000  ---  -4,894,000 


Total  Budget 
Authority 


$4,199,000  $9,036,000  $4,110,000  -$4,926,000 
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Health  Teaching  Facilities 

Authorizing  Legislation- -Section  726  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation  Estimate  Decrease 

Budget  Authority    $476,000  $450,000  $418,000  -$32,000 

Carryover  18,000  13,000  8,700 

1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

This  program  continues  to  support  the  loan  guarantees  and  interest  subsidy 
payments  for  construction  of  health  professions  teaching  facilities.  The 
interest  subsidy  may  not  exceed  the  rate  of  three  percent,  and  is  paid  to  the 
lending  institutions. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


1988  $96,000 

1989  $494,000 

1990  $488,000 

1991  $476,000 

1992  $450,000 


Rationale  for  the  Budget  Request 

In  FY  1993,  an  appropriation  of  $418,000  is  requested.     Projected  payments  of 
interest  subsidies  on  guaranteed  loans  will  be  made  by  carry-over  monies  from 
FY  1992  and  the  $418,000  requested  amount.     Payments  in  FY  1991  and  FY  1992 
included  carry-over  monies  from  prior  fiscal  years.     Payment  of  interest 
subsidies  is  a  continuing  commitment  of  the  Federal  government  until  the  year 
2004,   the  last  maturity  date  for  these  30  year  loans.     The  difference  of 
$32,000  between  FY  1992  and  FY  1993  reflects  continuing  reductions  in  the 
governments  interest  subsidy  obligation. 

FY  1992  FY  1993 

Interest  Subsidies  Payments  $454,569  $426,547 

Lenders  Receiving  Interest  Subsidies  3  3 


Schools  Receiving  Benefits 
under  the  Loan  Guarantee  Provision 


3 


3 
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Organ  Procurement  and  Transplantation 

Authorizing  legislation- -Sections  371-375  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation        Estimate  Decrease 

Budget  Authority    $3,723,000        $3,692,000         $3,692,000  -0- 

1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

Funding,  through  a  Federal  contract,  of  the  National  Organ  Procurement  and 
Transplantation  Network  (OPTN)  has  improved  the  procurement  and  allocation  of 
organs  on  a  nation-wide  basis.     The  OPTN  maintains  a  24-hour  telephone  service 
to  aid  in  matching  donor  organs  with  potential  organ  recipients  and  to 
coordinate  placement  efforts  with  transplant  centers.     All  transplant  centers 
and  organ  procurement  organizations  now  operate  under  the  same  general 
policies  regarding  organ  sharing  and  distribution. 

The  Scientific  Registry  of  Transplant  Recipients,  also  established  under  a 
federal  contract,  provides  data  for  research  and  policy  making  on  outcomes  of 
organ  transplants  including  medical  and  other  factors  which  affect  outcomes. 

Under  a  program  begun  in  FY  1986,  grants  were  made  to  Organ  Procurement 
Organizations  (OPOs)  and  since  FY  1991  to  other  non-profit  entities  to  help 
improve  the  effectiveness  of  the  organ  procurement  system  in  the  nation. 
These  grants  have  been  used  to  increase  organ  donation.     Grants  have  also  been 
used  to  provide  information  and  education  to  health  professionals  and  the 
public  to  increase  the  donation  and  availability  of  organs  for 
transplantation. 

Funding  levels  for  the  past  five  fiscal  years  for  the  OPTN,  Scientific 
Registry,   and  the  grant  program  (which  in  FY  1992  is  for  grants  and  contracts 
to  non-profit  entities  to  improve  organ  donation)  were  as  follows: 


1988  $6,032,000 

1989  $4,940,000 

1990  $3,948,000 

1991  $3,723,000 

1992  $3,692,000 
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Organ  Procurement  and  Transplantation: 
Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $3,692,000  will  provide  continued  support  for  the  OPTN 
and  the  Scientific  Registry  of  Transplant  Recipients.     Of  this  amount, 
$1,301,000    would  be  used  to  continue  funding  of  the  OPTN  and  $1,114,000  would 
be  used  for  support  for  the  Scientific  Registry.     The  request  also  provides 
$597,000  for  grants  and  contracts  to  improve  organ  donation  and  $674,000  for 
program  support  costs. 


53-634  O— 92  17 
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Trauma  Care 


Authorizing  legislation-Title  XII  of  the  PHS  Act. 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase 
or 

Decrease 


Budget  Authority 


$4,894,000 


-$4,894,000 


1993  Authorization:     Such  sums  as  necessary 


Purpose  and  Method  of  Operation 

The  problem  of  trauma  death  and  disability  has  now  reached  epidemic 
proportions  in  the  United  States.     Each  year,   thousands  of  people  in  their 
most  productive  years  are  injured  or  killed  in  trauma  related  incidence. 
Trauma  is  the  number  one  killer  of  persons  under  age  forty- four.     It  also  has 
an  impact  on  the  economy  as  well.     A  recent  publication  of  the  National 
Academy  of  Science,   Injury  in  America,  points  out  that  $63  million  is  lost  in 
wages  each  day  due  to  traumatic  injury.     Currently,   in  communities  without 
planned  regionalized  trauma  care  systems,   20  -  30  percent  of  the  trauma  death's 
are  preventable.     For  communities  that  have  regionalized  trauma  care,  the 
preventable  death  rate  drops  to  less  than  5  percent.     The  Trauma  Care  Systems 
Planning  and  Development  Act  of  1990,  P.L.  101-590,   (Title  XII  of  the  Public 
Health  Service  Act)  addresses  the  development  and  improvement  of  comprehensive 
trauma  systems.     The  statute  provides  for: 

o         Grants  to  States  to  improve  trauma  care  elements  of  their  State  health 

plans.     The  trauma  care  elements  must  include  standards  and  requirements 
for  the  designation  of  trauma  centers,  appropriate  transportation 
activities,  procedures  for  paramedics  and  emergency  medical  technicians, 
and  procedures  for  the  evaluation  of  designated  trauma  centers. 

o  A  grant  program  for  public  and  nonprofit  entities  in  rural  areas  to 

conduct  research  and  demonstration  projects  to  improve  the  availability 
and  quality  of  trauma  care  in  rural  areas. 

o  The  development  of  a  Model  Trauma  Care  Plan  to  include  trauma  system 

elements  and  standards  for  all  aspects  of  trauma  care. 

o  The  establishment  of  a  Federal  Advisory  Committee  on  Trauma  Care 


Systems . 


o 


A  National  Clearinghouse  on  Trauma  Care  and  Emergency  Medical  Services 
to  collect  and  disseminate  information  on  the  achievements  and  problems 
of  State  and  local  entities  in  providing  trauma  care  and  to  serve  as  a 
technical  assistance  resource. 
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Trauma  Care: 


Title  XII  stipulates  that  annual  appropriations  be  distributed  to  States  as 
follows:   10  percent  to  support  the  Advisory  Committee,  a  national 
clearinghouse,  and  technical  assistance;  10  percent  for  demonstration  grants 
to  rural  areas;  and  80  percent  for  grants  to  States  and  territories  to  plan  o 
modify  the  trauma  components  of  the  State  EMS  plan. 

Rational  for  the  Budget  Request 


This  is  a  FY  1992  demonstration  and  no  funds  are  requested  for  this  program  i 
FY  1993. 
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Program  Management:     Health  Resources  and  Services  Administration 
Authorizing  legislation- -Public  Health  Service  Act,  Title  III,  Section  301. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual         Appropriation         Estimate  Decrease 

Budget  Authority    $99,920,000    $102,589,000        $102,577,000  -$12,000 
(FTE)  (1,454)  (1,484)  (1,381)  (-103) 

1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operations 

The  Health  Resources  and  Services  Program  Management  activity  has  leadership 
responsibility  by  coordinating,  directing,  and  managing  the  functions  and 
activities  of  the  Health  Resources  and  Services  Administration  by  supporting  a 
staff  to  plan,  direct,  and  administer  the  Bureau  of  Health  Care  Delivery  and 
Assistance,  the  Bureau  of  Health  Professions,  the  Maternal  and  Child  Health 
Bureau,  the  Bureau  of  Health  Resources  Development,  and  the  Office  of  the 
Administrator. 

The  Program  Management  activity  includes  funds  for  the  overall  management, 
planning,  direction  and  administration  of  the  programs  of  the  Bureau  of  Health 
Care  Delivery  and  Assistance,  including  funds  to  support  salaries,  related 
expenses,  and  other  administrative  activities.  Personnel  and  activities  are 
located  in  the  Central  Office  and  10  Regional  Offices.  National  leadership  and 
direction  as  well  as  local  technical  assistance  and  program  guidance  is  provided 
to: 

o     Primary    Care    Categorical    Grants    including    Community    Health  Centers, 

Migrant  Health  Centers,  and  Black  Lung  Clinics  initiatives; 
o      National  Health  Service  Corps  and  NHSC  Scholarships; 
o      Health  Care  for  the  Homeless; 
o      Hansen's  Disease  Programs; 

o     Health  Services  for  Residents  of  Public  Housing; 
o      Federal  Employee  Occupational  Health;  and 
o     Title  III  of  the  Ryan  White  CARE  Act. 

Grants  administration,  data  monitoring,  and  analysis  and  debt  collection 
activities  are  also  performed  under  the  Program  Management  activity. 

The  Bureau  of  Health  Professions  program  management  activity  supports  the 
administrative  costs  of  operating  programs  designed  to  encourage  participation 
by  individuals  from  disadvantaged  backgrounds  in  health  professions  and  nursing 
educational  programs  and  carries  out  major  student  assistance 
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Program  Management:     Health  Resources  and  Services  Administration 

activities.  Program  leadership  and  direction  is  focused  on  new  and  continuing 
responsibilities  including: 


o  Health  Career  Opportunities  program; 

o  Health  Professions  Institutional  Development  and  Assistance; 

o  Health  Professions  Student  Loan  Revolving  Fund; 

o  Nursing  Student  Loan  Revolving  Fund; 

o  National  Practitioner  Data  Bank; 

o  Health    Education   Assistance    Loan   program    including    the    Student  Loan 

Insurance  Fund; 

o  AIDS  Education  and  Training  Centers  Activity;  and 

o  Orderly  closeout  of  health  professions/nursing  categorical  grants. 


Operation  of  some  of  the  activities  is  labor  intensive  and  includes  tasks  such 
as  due  diligence  monitoring,  loan  write-off  recommendations;  default 
recommendations;  program  reviews;  audit  reviews;  and  developing  and  maintaining 
policies  and  procedures  to  prevent  waste,   fraud  and  abuse. 


Program  Management  funds  allocated  to  the  Maternal  and  Child  Health  Bureau  will 
be  used  to: 


o      Implement  the  Maternal  and  Child  Health  Block  Grant  including  the  set- 
aside  for  Special  Projects  of  Regional  and  National  Significance; 
o      Initiate  changes  prescribed  in  OBRA  1989;  and 
o     Administer  Pediatric  AIDS  Health  Care  Demonstration  grants. 

Program  Management  funds  allocated  to  the  Bureau  of  Health  Resources  Development 
will  be  used  to: 


o     Administer  Organ  Transplantation  programs; 

o     Administer  Title  I  and  II  of  the  Ryan  White  Care  Act; 

o     Monitor  approximately  $700  million  in  outstanding  health  facility  loans 

and  loan  guarantees; 
o      Monitor   over   600   grants    and   loan   guarantees   made    to   health  education 

facilities  under  Titles  VII  and  VIII  of  the  PHS  Act;  and 
o      Provide   technical  assistance   to  health  facilities  on  efficient  design, 

construction,  energy  cost  management  and  operation  of  facilities. 


Activities  in  the  Office  of  the  Administrator  supported  by  program  management 
funds  include  two  broad  functions  -  program  planning  and  evaluation,  and 
administrative  management,  which  includes  direct  staff  assistance,  policy 
guidance,  management  evaluations  in  the  areas  of  contracts  and  grants 
administration,  financial  management ,  personnel  management ,  property  management , 
legislative  services,  communications  and  public  affairs  and  equal 
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Program  Management:     Health  Resources  and  Services  Administration 

employment  opportunity.    In  addition,  funds  are  allotted  for  program  purposes  to: 

o      Work  with  States  and  local  communities  to  insure  access  to  health  care  for 

those  living  in  rural  America; 
o      Coordinate  the  Agency's  varied  AIDS  activities;  and 
o     Organize  and  direct  the  Healthy  Start  Initiative. 

Funding  levels  for  the  last  five  years  were  as  follows: 


1988  $87,965,000 

1989  $89,964,000 

1990  $93,384,000 

1991  $99,920,000 

1992  $102,589,000 


Rationale  for  the  Budget  Request 

The  FY  1993  budget  request  for  $102,577,000  and  1,381  FTEs  will  maintain  program 
direction  and  management  services  for  all  of  the  operating  programs  of  HRSA.  The 
request  is  sufficient  to  support  all  required  activities.  It  is  our  intention 
to  place  any  staff  no  longer  needed  due  to  the  reductions  to  health  professions 


programs  elsewhere 

in  the  Department. 

Program  Management 

FTEs 

FY  1991 

FY  1992 

FY  1993 

BHCDA 

565 

565 

616 

BHPr 

301 

301 

117 

BHRD 

220 

219 

219 

MCHB 

158 

164 

179 

Healthy  Start 

u 

25 

40 

Office  of  the 
Administrator 

210 

210 

210 

Total 

1,454 

1,484 

1,381 

1/  Data  not  available. 
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Rural  health: 

Authorizing  legislation- -Title  III  of  the  Public  Health  Service  Act  and  the 
Social  Security  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  authority:     $4,674,000  $4,760,000  $4,760,000  $--- 

1993  Authorization:  Indefinite 


Purpose  and  method  of  operation 

The  Office  of  Rural  Health  Policy  serves  as  a  focal  point  within  the 
Department  for  coordinating  public  and  private  sector  efforts  nationwide  to 
strengthen  and  improve  the  delivery  of  health  services  to  populations  in  rural 
areas.     Specifically,   the  office:     (1)  Works  within  the  Department  and  with 
other  Federal  agencies,   States,  national  associations,   foundations,  and 
private  sector  organizations  to  seek  solutions  to  health  care  problems  in 
rural  communities;    (2)  advises  the  Secretary  on  the  effects  that  the  Medicare 
and  Medicaid  programs  have  on  access  to  health  care  by  rural  populations, 
especially  with  regard  to  the  financial  viability  of  small  rural  hospitals  and 
the  recruitment  and  retention  of  health  professionals;    (3)  coordinates  rural 
health  research  within  the  Department;    (4)  administers  a  grant  program  which 
supports  the  activities  of  Rural  Health  Research  Centers;    (5)  provides  staff 
support  to  the  National  Advisory  Committee  on  Rural  Health;    (6)  maintains  a 
national  clearinghouse  for  the  collection  and  dissemination  of  rural  health 
information;  administers  a  program  of  grants  to  State  offices  of  Rural  Health 
and  provides  technical  assistance  to  rural  hospitals;   (7)  administers  a  rural 
health  outreach  services  grant  program;  and  (8)  administers  a  rural 
telecommunications  project  in  West  Virginia. 

Funding  for  the  Rural  Health  Program  during  the  last  five  years  has  been  as 
follows : 


1988  $1,436,000 

1989  $1,482,000 

1990  $3,380,000 

1991  $4,674,000 

1992  $4,760,000 


Rationale  for  the  Budget  Request 

The  FY  1993  estimate  of  $4,760,000  will  provide:     support  for  the  Office; 
continue  funding  7  rural  research  centers;   support  the  activities  of  the 
National  Advisory  Committee  on  Rural  Health;  continue  a  clearinghouse  for 
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Rural  Health: 

rural  health  care  information;   and  allow  the  Office  to  continue  funding  State 
Offices  of  Rural  Health.     In  addition  to  funding  from  the  office  budget, 
States  Offices  of  Rural  Health  will  be  funded  by  $1.5  million  from  the 
National  Health  Service  Corps  appropriated  for  that  purpose. 


FY  1991  FY  1992  FY  1993 


Number  of  grant  awards 


7 


7 


7 
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Health  Services  Outreach  Grants: 

Authorizing  legislation- -Title  III  of  the  Public  Health  Service  Act 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget  authority:      $19,518,000  $22,236,000  ---  -$22,236,000 

1993  Authorization: 


Purpose  and  method  of  operation 

In  FY  1991  and  FY  1992,   funds  were  provided  for  rural  health  outreach 
demonstration  grants  to  expand  or  enhance  the  availability  of  essential  health 
services  in  rural  areas.     The  program  is  authorized  under  section  301  of  the 
Public  Health  Service  Act.     T1.3  purpose  of  the  program  is  to  support  projects 
that  demonstrate  new  and  innovative  models  of  outreach  in  rural  areas.  The 
terra  "outreach"  as  used  in  this  program  means:     (1)  the  direct  provision  of 
health  services  to  rural  populations  that  are  not  currently  receiving  them;  or 
(2)  efforts  to  enhance  access  to  and  utilization  of  available  services.  An. 
important  goal  of  the  demonstration  program  is  to  develop  new  and  innovative 
models  for  more  effective  integration  and  coordination  of  health  services  in 
rural  areas.     Thus,   the  program  requires  the  formation  of  consortia  of  three 
or  more  existing  providers  to  carry  out  the  demonstrations. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988  

1989  

Wfkf         -^nrirt       -ftiww-:?5re3  i!'tb»  a>o*  tea  d*£s« 

1991  $19,518,000 

1992  $22,236,000 

Rationale  for  the  Budget  Request 

No  funds  are  requested  for  the  Rural  Health  Outreach  Program  in  the  FY  1993 
Budget.     Public  health  and  community  providers,  which  provide  primary  and 
preventive  health  services  in  rural  areas,  will  be  able  to  build  upon  the 
findings  of  the  rural  health  outreach  demonstration  grants. 
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Authorizing  Legislation  --  Section  301  of  the  Public  Health  Service  Act 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual        Appropriation  Estimate  Decrease 

Budget  Authority         $25,000,000        $64,278,000        $143,067,000  +$78,789,000 

1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

Although  the  U.S.   infant  mortality  rate  reached  an  all-time  low  of  9 . 1  deaths 
per  1,000  live  births  in  1990,   the  rate  of  progress  has  slowed  during  the  last 
decade.       Infant  mortality  is  severe  in  some  of  the  Nation's  cities,   as  well 
as  certain  rural  areas,  with  several  areas  having  infant  mortality  rates 
rivaling  those  of  developing  nations.     More  troubling  is  that  the  infant 
mortality  rate  for  black  babies  is  more  than  twice  the  rate  for  white  babies. 
The  black  rate  in  1989  was  17.7  deaths  per  1,000  live  births,   in  contrast  to  a 
white  rate  of  8.2.     The  infant  mortality  rate  in  the  Healthy  Start  communities 
is  as  high  as  26  deaths  per  1,000  live  births. 

Early  access  to  prenatal  care  is  critical  to  preventing  low  birthweight  and 
infant  mortality.     The  data  show  that  the  earlier  an  expectant  mother  receives 
prenatal  care,   the  better  the  result. 

The  high  rate  of  infant  mortality  in  the  United  States  is  a  complex  medical, 
public  health  and  social  problem.     Strategies  to  improve  infant  health  must 
involve  more  than  increased  spending  for  medical  care.     Poverty,  substandard 
housing,  poor  nutrition  and  substance  abuse  all  play  a  role. 

The  many  Federal  categorical  programs  addressing  specific  aspects  of  the 
health  and  social  service  needs  of  pregnant  women  and  infants  need  to  be 
better  coordinated.     Differing  eligibility  requirements  and  program  goals 
impede  State  and  community  efforts  to  organize,   fund,  and  carry  out  the 
programs.     Redesigning  programs  could  empower  local  groups  to  try  creative  new 
approaches  to  improving  infant  health. 

The  Healthy  Start  Initiative  introduces  a  long  range  strategy  targeted  at  the 
myriad  of  problems  in  the  most  seriously  troubled  communities.  Specifically, 
the  Healthy  Start  Initiative  is  directed  to  15  areas  in  the  nation  with 
exceptionally  high  infant  mortality  rates,  some  as  high  as  26  deaths  per  1,000 
live  births.     The  15  communities  which  were  selected  to  participate  include 
two  rural  areas  (rural  South  Carolina  and  the  Aberdeen  Area  Indian  reservation 
communities),  as  well  as  13  inner  city  areas. 

In  these  communities,   the  Initiative  will  help  develop  a  strong  maternal  and 
child  health  system  which  is  closely  linked  to  interventions  which  address 
unhealthy  behaviors  having  a  significantly  high  impact  on  infant  mortality 
rates,   including  at  least  inadequate  nutrition,  smoking  cessation,  and 
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substance  abuse.     Each  grantee  is  building  an  aggressive  program  of  outreach, 
public  information,  and  case  management  to  bring  pregnant  women  into  care 
early;  and  strengthening  the  pre-  and  post-natal  care  programs  by  linking 
health  departments,  community  health  centers,   State  maternal  and  child  health 
programs  and  community  residents  in  a  highly- focused  effort  to  dramatically 
reduce  the  infant  mortality  rate  by  50  percent  within  five  years. 

An  integral  part  of  the  Healthy  Start  Initiative  will  be  a  comprehensive 
evaluation  and  monitoring  component.     To  enhance  the  ability  of  grantees  to  be 
accountable  for  these  funds,  grantees  will  establish  specific  outcome 
objectives  for  reducing  infant  mortality.     Such  objectives  could  include: 

o  increased  annual  number  of  vulnerable  women  receiving  prenatal  care 

during  their  first  trimester; 

o  increased  number  of  women  attending  smoking  and  drug  treatment  clinics; 

o  decreased  number  of  low-birthweight  children; 

o  decrease  in  infant  mortality  rate; 

o  additional  number  of  infant  deaths  avoided. 

HHS  will  monitor  and  assess  progress  towards  community  achievement  of  these 
goals.     Continued  support  will  be  closely  linked  to  the  achievement  of 
specific  objectives.     Continuation  awards  will  also  be  linked  to  a  grantee's 
continued  aggressive  pursuit  of  Medicaid  financing  (including  Medicaid 
certification  and  participation  in  State  Medicaid  outreach  plans). 

Funding  for  the  Healthy  Start  Initiative  program  during  the  last  five  years 
has  been  as  follows: 

1991  $25,000,000 

1992  $64,278,000 

FY  1991  was  the  first  year  funds  were  made  available  under  this  activity. 
Rationale  for  the  Budget  Request 

The  15  communities  which  received  Healthy  Start  awards  are  focusing  in  FY  1992 
on  organizing  and  completing  a  needs  assessment  and  comprehensive  plan.  Those 
plans  are  to  be  completed  and  submitted  by  July,   1992.     Implementation  of  the 
Comprehensive  Healthy  Start  Plan  is  envisioned  after  these  plans  are  approved. 
By  FY  1993,   these  communities  are  expected  to  be  fully  implementing  their 
plans.     The  request  of  $143  million  will  allow  the  communities  to  carry  out 
proposed  implementation  activities. 

Each  community  will  build  an  aggressive  program  of  outreach  and  case 
management  to  bring  pregnant  women  into  care  early  and  will  strengthen  the 
pre-  and  post-natal  care  programs  by  linking  health  departments,  community 
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health  centers,   State  maternal  and  child  health  programs,  private  sector 
organizations,   community  organizations,   and  residents  in  a  highly- focused, 
collaborative  effort  to  reduce  the  infant  mortality  rate.     Program  impact  will 
be  closely  monitored  and  technical  assistance  will  be  available  to  assist 
Healthy  Start  individual  communities.     It  is  expected  that  all  15  of  the 
Healthy  Start  areas  will  continue  to  be  targeted  for  comprehensive 
interventions . 

The  Healthy  Start  Initiative  will  also  undertake  a  public  education  campaign 
to  publicize  simple,  practical  information  on  pregnancy  and  infant  health 
issues  to  the  community  at  large,  with  particular  emphasis  on  high-risk  women 
of  childbearing  age  and  prospective  fathers.     In  areas  with  infant  mortality 
rates  which  are  higher  than  the  national  average,   the  effort  will  seek  to 
heighten  awareness  of  the  need  for  prenatal  care,   the  importance  of  community 
and  family  support  systems,  and  the  benefits  of  healthy  behaviors  on  infant 
outcome . 

The  FY  1993  request  of  $143  million  builds  on  the  currently  funded  healthy 
start  projects.     These  funds  are  targeted  to  areas  of  high  infant  mortality 
for  the  purpose  of  reducing  high  infant  mortality  rates. 

All  activities  in  this  program  are  targeted  to  areas  or  populations  with  high 
infant  mortality  rates. 
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Buildings  and  Facilities: 

Authorizing  legislation  --  Title  III  of  the  Public  Health  Service  Act. 


FY  1991  FY  1992 

Actual  Appropriation 


FY  1993 
Estimate 


Increase  or 
Decrease 


Budget  Authority 


$1,844,000 


$1,000,000 


+$1,000,000 


1993  Authorization:  Indefinite 


Purpose  and  method  of  operation 

This  activity  provides  for  the  correction  of  life  safety  code  deficiencies 
that  exist  within  the  Gillis  W.  Long  Hansen's  Disease  Center  at  Carville, 
Louisiana,  and  for  renovation  and  modernization  of  buildings  at  the  Center  to 
eliminate  structural  deficiencies  in  keeping  with  accepted  standards  of 
safety,  comfort,  human  dignity,  efficiency  and  effectiveness.     The  projects 
are  intended  to  assure  that  the  facility  provides  a  safe  and  functional 
environment  for  the  delivery  of  patient  care,  research,  and  training 
activities . 

Funding  levels  for  the  past  five  years  were  as  follows: 


Rationale  for  the  Budget  Request: 

The  request  of  $1,000,000  is  an  increase  of  $1,000,000  above  the  FY  1992  level 
and  a  decrease  of  $844,000  from  the  FY  1991  level.     These  funds  are  needed  to 
maintain  the  facility  in  a  state  that  permits  Public  Health  Service  (PHS)  to 
carry  out  its  responsibilities  under  Section  320  of  the  Public  Health  Service 
Act  and  to  facilitate  the  Bureau  of  Prisons  agreement.     These  funds  will  be 
used  for  projects  such  as:     renovating  building  31  in  the  south  quadrangle  to 
facilitate  moving  approximately  30  Hansen's  Disease  patients  from  building  16 
in  the  north  quadrangle  to  make  space  for  BOP  for  additional  inmates  and  to 
reduce  co-mingling  between  HD  patients  and  BOP  inmates.     Discussions  are 
underway  with  the  BOP  to  develop  a  long-range  plan  for  the  transfer  of  the 
facility . 


1988 
1989 
1990 
1991 
1992 


$718,000 
$889,000 
$877,000 


$1,844,000 
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State  Administered  Family  Planning  Program 


Authorizing  Legislation  -  Authorizing  legislation  for  Title  X  expired 
September  30,   1985;  new  legislation  has  been  proposed     (Fiscal  Year  1992  funds 
were  appropriated  under  P.L.  102-170). 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

46     $144,311,000  47     $149,575,000  20     $154,575,000       -35  +$5,000,000 


Purpose  and  Method  of  Operations 

The  Family  Planning  Program,   Title  X  of  the  PHS  Act,    is  administered  and 
directed  through  the  Office  of  Population  Af fairs/OASH ,   and  provides  grants  to 
public  and  private  non-profit  agencies  to  support  voluntary  family  planning 
projects.     In  FY  1991  more  than  4  million  persons  were  served  through  a 
network  of  over  4,000  Title  X  funded  clinics.     Clients  receiving  services  are 
by  definition  sexually  active,  most  are  young  (two-thirds  below  the  age  of 
25),  many  are  members  of  minority  groups,   and  85  percent  are  members  of 
families  with  incomes  at  or  below  150  percent  of  poverty.     Title  X  clinics 
provide  free  care  to  members  of  low  income  families  and  charge  fees  according 
to  a  sliding  scale  for  those  with  higher  incomes.     Services  are  provided  to 
clients,   including  adolescents,  on  a  confidential  basis,   and  programs  are 
required  to  give  priority  to  clients  who  are  members  of  low- income  families. 
In  FY  1991  there  were  85  service  grantees,  of  which  33  were  state  or 
territorial  health  departments  and  in  another  11  states  the  state  health 
department  was  one  of  two  or  more  grantees  receiving  funds. 

Family  planning  clinics  provide  contraception,   a  broad  range  of  reproductive 
health  services  and  screening  for  other  health  problems.     For  many  young 
clients  the  family  planning  clinic  has  been  the  primary,   or  sole,  point  of 
contact  with  the  health  care  system.     Clinics  are  reporting  an  ever  increasing 
number  of  clients  with  sexually  transmitted  diseases  (STDs) .  Characteristics 
of  Title  X  clients  parallel  those  of  women  most  at  risk  of  STDs  including  HIV. 
Namely  they  are  young,  often  in  unstable  sexual  relationships,  have  low 
socioeconomic  status  and  limited  access  to  health  care.     These  women  and  their 
infants  are  dispropor tionally  affected  by  the  serious  consequences  of  STDs. 

Data  from  a  survey  of  the  impact  of  STDs  on  the  provision  of  family  planning 
services  in  Title  X  clinics  show  14  percent  of  the  client  load  are  diagnosed 
with  STDs  annually,   and  the  cost  of  providing  STD  services  has  increased  18 
percent  over  the  past  three  years.     Eighty-six  percent  of  family  planning 
clinics  perform  HIV  risk  assessment.     Sixty-five  percent  do  HIV  pre-test 
counseling  and  60  percent  provide  HIV  testing  and  post-test  counseling. 

The  Title  X  Family  Planning  Program  also  supports  training  for  family  planning 
providers  and  staff,   information  and  education,  and  family  planning  service 
delivery  improvement  activities. 
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State  Administered  Family  Planning  Program 


Funding  levels  for  the  Family  Planning  program  for  the  past  five  years  were  as 
follows : 

1988  $139,663,000 

1989  $138,320,000 

1990  $139,135,000 

1991  $144,311,000 

1992  $149,575,000 

Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $154,575,000  (an  increase  of  $5,000,000  over  FY  1992) 
and  20  FTEs  assumes  enactment  of  the  proposed  State  Administered  Family 
Planning  Program,  and  would  provide  $152,875,000  for  grants  to  states  to 
provide  reproductive  health  care  to  the  more  than  4  million  clients  in  family 
planning  clinics  and  $1,700,000  for  program  administration. 

The  proposal  to  change  Title  X  into  a  State  administered  family  planning 
program  will  provide  a  more  effective  and  cost  efficient  means  of  delivering 
services  than  the  current  categorical  program.     It  will  create  a  family 
planning  program  with  increased  flexibility  to  meet  local  service  needs  and 
priorities.     In  addition,   State  administration  of  family  planning  funds  will 
enable  better  integration  of  family  planning  services  with  related  services 
including  prenatal  care  and  maternal  and  infant  health  services.  Such 
integration  and  coordination  of  services  would  support  efforts  to  curb  high 
infant  mortality  and  morbidity  rates  among  people  with  limited  access  to 
health  care  services.     There  are  currently  33  states  and  territories  in  which 
a  state  agency  is  the  single  Title  X  grantee  within  that  state  or  territory. 

Funds  previously  used  to  support  training,  research  and  information  and 
education  activities  will  be  prorated  to  each  of  the  states  based  on  the  level 
of  service  funds  allocated  to  them  in  FY  1992.     Because  fewer  staff  would  be 
required  to  administer  a  state  program  there  would  be  additional  funds  that 
could  be  used  to  provide  services,  as  shown  below: 

FY  1992  FY  1993  Change 

Program  $145,675,000  $152,875,000  +$7,200,000 

Program  Support  3.900.000  1.700.000  -  2.200.000 

Total  $149,575,000  $154,575,000  +$5,000,000 


The  proposed  State  Administered  Family  Planning  Program  would  require  grantees 
to  comply  with  current  restrictions  which  prohibit  use  of  Title  X  funds  in 
programs  where  abortion  is  a  method  of  family  planning.     All  states  receiving 
funds  under  the  proposal  would  also  be  required  to  give  priority  for  services 
to  persons  from  low  income  families,   as  is  the  case  with  the  current  program. 
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Minority  Male  Grant  Program: 


Authorizing  Legislation  -  Title  XVII  of  the  PHS  Act,   Section  1707 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Increase 
or 

Decrease 


Budget  authority:  $1,000,000 


$1,350,000 


$5,000,000 


+$3,650,000 


Purpose  and  Method  of  Operation 

There  are  a  multitude  of  health  and  social  problems  affecting  minority  males 
in  America  today.     For  example,  at  a  time  when  life  expectancy  for  most 
Americans  is  increasing,   it  is  not  improving  for  black  men,  declining  from 
65.3  years  in  1985  to  65.2  years  in  1987.     The  leading  cause  of  death  for 
black  males  under  age  45  is  homicide.     Black  males  suffer  disproportionate 
rates  of  hypertension  and  drug  addiction.     In  the  Southwest,  Hispanic  men  are 
homicide  victims  at  four  times  the  rate  of  non-Hispanic  white  men.  Hispanic 
males  over  the  age  of  13,   like  black  males  of  comparable  age,  have  higher 
rates  of  AIDS  than  the  majority  population.     Gang  violence  among  Asian 
American/Pacific  Islander  youth  is  on  a  sharp  rise  according  to  FBI 
statistics.     Homicide  rates  among  Native  Americans  exceed  national  rates  by 
about  70  percent.     Alcohol  and  drug  dependency  rates  for  Native  Americans  are 
comparably  severe. 

The  rates  for  school  drop-outs,   living  in  poverty,   families  maintained  by 
single  parents,   teen  pregnancy,  and  unemployment  are  dramatically  higher  for 
Blacks  than  for  whites  and  show  no  significant  signs  of  improvement.  While 
data  tend  to  be  more  extensive  on  Black  males,  similar  problems  confront 
Hispanics,  Native  Americans,  and  some  Asian  American/Pacific  Islanders. 

Given  this  dismal  picture  and  the  fact  that  many  of  these  health  and  social 
ills  can  be  prevented,  Secretary  Sullivan  instituted  a  Minority  Male 
Initiative  and  created  the  Minority  Male  Grant  Program  (MMGP)  as  the 
cornerstone  of  this  Initiative.     The  MMGP  is  intended  to  demonstrate 
interventions  at  the  local  level  which    will  result  in  improved  health  status 
for  minority  males.     The  males  being  targeted  are  from  the  four  major  minority 
population  groups:     Asian/Pacific  Islanders,  Blacks,  Hispanics,   and  American 
Indians/Alaska  Natives  (which  include  Native  Hawaiians). 

Funding  for  the  Minority  Male  Grant  Program  during  the  last  five  years  has 
been  as  follows: 


1991 
1992 


$1,000,000 
$1,350,000 


No  funding  for  this  program  was  provided  before  FY  1991. 
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Minority  Male  Grant  Program: 
Rationale  for  Budget  Reguest 

The  MMGP  consists  of  three  components:     conference  support,  coalition 
development,  and  coalition  demonstration.     In  FY  1990,   58  conference  projects 
(out  of  240  applications)  were  funded;  and  25  coalition  development  projects 
(out  of  121  applications)  were  funded.     In  FY  1991,   14  coalition  demonstration 
projects  (out  of  236  applications)  were  funded  for  the  first  year  of  a  three 
year  grant  period.     In  FY  1992,  we  anticipate  funding  4  new  demonstration 
projects,   12  coalition  development  grants  and  20  conference  grants. 

The  response  of  community-based  organizations  to  this  first  time  grant  program 
was  overwhelming.     State  and  local  health  officials  have  been  supportive  of 
the  MMGP  because  of  the  opportunity  it  provides  to  develop  local  capacity  for 
serving  one  of  society's  most  vulnerable  groups,  minority  males. 

The  FY  1993  request  of  $5,000,000  would  allow  current  coalition  demonstration 
grantees  to  continue  their  three  year  projects  as  well  as  award  new  conference 
and  coalition  development  grants  that  would  make  a  difference  in  the  lives  of 
minority  males  across  the  country. 

Coalition  Demonstration  Projects  --  $4.0M  to  continue  support  of  18  community 
interventions  targeted  to  minority  males  facing  health  and  social  problems. 
These  projects  receive  an  award  of  $250,000  for  each  year  of  a  three  year 
project  period.     The  projects  address  skill  building,   substance  abuse, 
violence  prevention,  and  staying  in  school.     Through  building  self-esteem  and 
providing  alternatives  to  risky  behavior,  these  projects  will  help  minority 
youth  take  responsibility  for  their  actions  and  make  healthy  choices.     A  mid- 
cycle  evaluation  is  planned  for  the  coalition  demonstration  projects  to  make 
an  early  assessment  of  project  status  and  to  share  successful  implementation 
strategies  among  the  grantees.     An  outcome  evaluation  is  planned  at  the 
conclusion  of  the  first  three  year  cycle  which  ends  in  May  1994. 

Coalition  Development  --  $600,000  for  coalition  development  projects  which 
will  build  coalitions  at  the  local  level  to  help  agencies  expand  their 
networks  and  develop  working  relationships  with  a  vast  array  of  institutions. 
This  approach  helps  communities  to  mobilize  and  target  resources  and  to 
ultimately  develop  the  capacity  for  continuing  services  to  minority  males  when 
Federal  monies  are  no  longer  available.     It  is  estimated  that  approximately  12 
coalition  development  projects  would  be  supported  to  provide  communities 
across  the  nation  with  the  opportunity  to  develop  coalitions. 

According  to  preliminary  evaluation  results  of  the  first  coalition  development 
projects  funded  through  the  MMGP,   the  coalitions  make  a  difference  in  their 
communities  by  raising  community  awareness,  helping  to  coordinate  existing 
services,  and  providing  new  services. 
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Minority  Male  Grant  Program: 

Conference  Support        $400,000  for  conference  support  to  provide  forums  for 
information  and  resource  sharing.     It  is  estimated  that  approximately  20 
conferences  can  be  funded  to  provide    communities  across  the  country  with  the 
opportunity  to  meet  and  develop  strategies  for  addressing  the  problems  of 
minority  youth  in  their  community.     Conference  awards  are  approximately 
$20,000  each.     Preliminary  evaluation  results  indicate  that  conferences  bring 
the  plight  of  local  males  to  the  forefront  of  the  community,   inspire  care 
givers,  and  stimulate  the  creation  of  coalitions  and  new  community 
initiatives . 
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Acquired  Immune  Deficiency  Syndrome  (AIDS) 


Authorizing  legislation  --  Titles  III,  VII,  XVI  and  XXVI  of  the  Public  Health 
Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Approp .  Estimate  Decrease 

Budget 

authority        $261,129,000        $315,960,000        $342,960,000  +$27,000,000 
FTEs  (52)  (55)  (60)  (+5) 

1992  Authorization: 

Note:  The  FTEs  associated  with  the  HRSA  AIDS  program  are  contained  in  the  Health 
Resources  and  Services  Program  Management  account. 

Overview 

The  HRSA  role  in  the  national  battle  against  AIDS  and  HIV  disease  involves  the 
implementation  and  management  of  a  broad  range  of  service  and  education  and 
training  projects  which  are  consistent  with  the  Agency's  functional 
responsibilities . 

The  Agency's  first  action  in  FY  1986  against  the  AIDS  epidemic  was  the 
establishment  of  four  Service  Demonstration  Grants  which  provided  $15.3 
million  in  grant  awards  to  New  York,  San  Francisco,  Los  Angeles,  and  Miami. 
In  FY  1987  this  program  was  expanded,  and  $1.55  million  for  a  network  of 
Education  and  Training  Centers  (ETCs)  for  health  care  providers  was  added. 
Programs  for  a  variety  of  other  activities,   including  Pediatric  Demonstration 
activities,  Drug  Reimbursement,  and  facilities  grants,  were  added  in 
subsequent  years . 

FY  1991  was  a  transition  year  for  some  HRSA  AIDS  programs,  since  the  decisions 
on  priorities  of  funding  for  the  continuation  of  these  programs  shifted  to  the 
cities  and  States. 

On  August  18,  1990,  the  President  signed  the  Ryan  White  Comprehensive  AIDS 
Resources  Emergency  (C.A.R.E.)  Act  of  1990  (Public  Law  101-381),  which  amended 
the  Public  Health  Service  (PHS)  Act.     The  Agency  has  initiatied  programs  in 
FY  1991  which  are  authorized  through  FY  1995  under  this  Act  with  a  new  Title 
XXVI.     They  include  Title  XXVI,  Part  A  (Title  I  of  the  C.A.R.E.  Act)  for 
emergency  relief  formula  and  supplemental  grants  to  eligible  metropolitan 
statistical  areas  to  deliver  or  enhance  HIV- related  services  to  relieve  the 
overwhelming  burden  of  HIV- related  care  that  currently  affects  these  urban 
health  systems;  Title  XXVI,  Part  B  (Title  II  of  the  C.A.R.E.  Act)  to  provide 
financial  assistance  through  formula  and  direct  Special  Project  of  National 
Significance  grants  to  enable  states  and  public  and  nonprofit  private  entities 
to  improve  the  quality,  availability  and  organization  of  health  care  and 
support  services  for  individuals  and  families  with  HIV  disease;  and  Title 
XXVI,  Part  C  (Title  III  of  the  C.A.R.E.  Act)  for  categorical  grants  for 
outpatient  early  intervention  (preventive  and  primary  care)  services  for 
individuals  and/or  families  with  HIV- infection  and/or  AIDS  in  community  health 
facilities . 


530 


152 


AIDS  : 


The  purpose  of  Title  XXVI  dollars  is  to  make  services  available  to  individuals 
with  limited  access  to  the  health  care  system.     These  Federal  funds  are  not 
intended  to  establish  a  new  service  delivery  system,   replace  State  dollars 
that  are  now  being  used  to  provide  HIV  services,   or  shift  the  reimbursement 
burden  from  the  Medicaid  or  Medicare  program  to  a  new  "entitlement"  program 
under  the  C.A.R.E.  Act.     Rather,   these  funds  are  intended  to  provide  services 
to  individuals  with  HIV  infection  who  are  not  covered  or  who  are  undercovered 
by  private  insurance  and  who  do  not  qualify  for  Medicaid,  Medicare,   or  State 
and  local  programs.     These  individuals  constitute  a  special  population  group 
of  individuals  with  minimal  or  no  access  to  health  services  and  social  support 
services.     These  funds  are  also  available  to  cover  those  services  eligible 
under  the  statute  but  otherwise  not  reimbursable  by  other  third  party  payers. 

To  provide  access  to  long  term,  non-acute  care  facilities  for  HIV  infected 
individuals  and  community  based  residential  care  and  hospice  care  to  meet  the 
needs  of  patients  with  HIV  disease,  HRSA  proposes  to  continue  its  program  of 
grants  for  the  renovation  or  construction  of  these  facilities  in  FY  1993. 

By  continuing  curricula  development  for  health  professions  schools,   the  ETC 
program  will  ensure  that  students  are  provided  adequate  education  regarding 
the  diagnosis  and  treatment  of  AIDS/HIV  infection  and  related  diseases  to 
prepare  them  to  provide  appropriate  care  to  HIV  infected  patients. 

The  HRSA  funded  program  to  train  staff  of  federally  funded  health  care 
facilities  directly  responds  to  the  needs  of  management,  health  care  personnel 
and  others  who  are  involved  in  providing  care  to  the  HIV  infected  patient. 

Provision  of  health  care  services  to  HIV  infected  individuals  is  an  expanding 
problem.     HRSA  has  responded  by  continuing  its  comprehensive  program  of 
service  delivery  joined  with  capacity  building  through  existing  provider 
mechanisms  and  delivery  sites. 

HIV  Emergency  Relief  Grants  -   (Title  XXVI.   Part  A) 

Title  XXVI,  Part  A,   of  the  Public  Health  Service  Act  (Ryan  White  CARE  Act  of 
1990,  Title  I)  provides  grants  to  metropolitan  areas  with  very  high  numbers 
and/or  rates  of  AIDS  cases  to  support  outpatient  and  ambulatory  health  and 
social  support  services.     The  needs  of    persons  and  families  with  AIDS  or  HIV 
disease  are  substantial,   complex,   and  rapidly  changing,  and  the  service 
delivery  and  financing  systems  in  the  heavily  impacted  metropolitan  areas  have 
been  unable,  despite  creative  and  exhaustive  efforts,   to  fully  meet  these 
needs.  As  a  result,   large  numbers  of  people  are  still  not  receiving  any, 
sufficient  or  appropriate  care,   or  are  being  served  in  inappropriate  and  high- 
cost  settings.     Additionally  more  people  with  AIDS  will  be  receiving  care  at 
higher  cost  in  1993  because  of  the  new  CDC  case  definition  and  due  to 
increasing  duration  of  life  due  to  more  costly  therapies-. 

In  FY  1993,   50  percent  of  the  amount  appropriated  will  be  allocated  by  formula 
to  eligible  metropolitan  areas  and  the  remainder  will  be  awarded  during  the 
third  quarter  of  FY  1992  to  those  areas  whose  applications  competitively 
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demonstrate  a  severe  need  for  supplemental  funds,   the  ability  to  use  these 
funds  expeditiously,  and  a  commitment  of  local  resources  to  combat  the  impact 
of  HIV  disease. 

During  FY  1992,   18  areas  were  awarded  formula  grants  and  competitive 
supplemental  grants.     Approximately  60  percent  of  the  persons  with  AIDS  live 
in  these  18  metropolitan  areas.     Using  current  data  and  mathematical 
projections,  6  additional  metropolitan  areas  are  projected  to  be  eligible  to 
receive  funds  under  this  program  during  FY  1993. 


Output  Data: 

FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Amount:  $87,831,000  $121,663,000  $148,663,000 

Formula  Grants:  16  18  24 

Supplemental  Grants:  16  18  24 

Funding  levels  for  the  past  five  years  were  as  follows: 

1991  $87,831,000 

1992  $121,663,000 

FY  1991  was  the  first  year  funds  were  made  available  under  this  activity. 


Rationale  for  the  Budget  Request 

The  request  of  $148,663,000  will  provide  support  for  formula  and  supplemental 
grants  to  eligible  metropolitan  areas.     Fifty  percent  of  the  funds  made 
available  for  this  activity  are  provided  to  EMAs  under  a  statutory  formula  and 
the  remainder  is  made  available  to  the  EMAs  on  a  competitive  basis.  These 
funds  will  continue  and  expand  the  emergency  relief  grants  to  18  currently- 
funded  areas  to  address  the  need  for  enhanced  HIV  related  services  to  people 
who  live  longer  and  use  a  larger  number  of  increasingly  expensive  therapies. 
Caseloads  of  currently- funded  areas  are  increasing  30  percent  annually.  At 
the  same  time  six  (6)  new  areas  will  become  eligible  for  Title  I  Emergency 
Relief  funds. 


HIV  Care  Grants  -  (Title  XXVI.  Part  B) 

Title  XXVI,  Part  B,  of  the  Public  Health  Service  Act  (Ryan  White  CARE  Act  of 
1990,  Title  II)  provides  for  formula  grants  to  states  and  territories  for  the 
operation  of  HIV  service  delivery  consortia  in  localities  most  affected  by  the 
epidemic,   and  for  the  provision  of  home  and  community-based  care,  continuation 
of  insurance  coverage  for  those  with  HIV  disease,  and  AIDS/HIV  treatments  that 
prolong  life  and  prevent  serious  deterioration  of  health.     This  authority, 
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first  initiated  in  FY  1991,  provides  the  first  formal  Federal  mechanism 
assisting  states  in  providing  a  wide  range  of  health  and  social  support 
services  for  persons  with  AIDS  and  HIV  disease.     Funds  are  allocated  among  the 
states  and  territories  by  a  formula  based  on  the  number  of  reported  AIDS 
cases,  population,  and  per  capita  income. 

States  with  more  than  1  percent  of  the  aggregate  total  AIDS  cases  must  use  at 
least  50  percent  of  these  funds  for  HIV  care  consortia  in  areas  with  large 
numbers  of  persons  with  AIDS/HIV  disease.     At  least  15  percent  of  each  State's 
allocation  must  be  used  for  services  to  infants,  children,  women  and  families 
with  HIV  disease.  States  with  more  than  1  percent  of  the  total  aggregate  AIDS 
cases,  with  the  exception  of  Puerto  Rico,  will  be  required  to  match  federal 
dollars  at  a  rate  of  $1  for  each  federal  $3  for  FY  1993. 

Up  to  10  percent  of  the  amount  appropriated  for  Title  II  activity  may  be 
retained  for  Special  Projects  of  National  Significance  (SPNS)  and  to  reimburse 
dental  schools  and  postdoctoral  oral  health  services  to  AIDS  patients. 
Projects  funded  in  FY  1991  will  continue  in  FY  1992  and  are  eligible  for 
further  continuation  funding  in  FY  1993. 


Output  Data: 

FY  1991                               FY  1992  FY  1993 

Actual                               Approp .  Estimate 

Amount:                                  $87,831,000  $107,704,000  $107,704,000 

State  Grants:  54  54  54 

SPNS  Grants:  22  22-25  25 

Funding  levels  for  the  past  five  years  were  as  follows: 

1991  $87,831,000 

1992  $107,704,000 


FY  1991  was  the  first  year  funds  were  made  available  under  this  activity. 


Rationale  for  the  Budget  Request 

The  budget  request  of  $107,704,000  would  allow  states/territories  to  continue 
current  programs  and  service  capacity  levels  initiated  with  FY  1991  funding 
and  expanded  with  FY  1992  funding.   In  addition,   the  matching  requirement  in 
states  with  more  than  1  percent  of  the  aggregate  number  of  cases  nationwide 
increases  from  a  rate  of  $1  for  each  federal  $4  in  FY  1992,   to  $1  for  each 
federal  $3  in  FY  1993.  Thus,   this  request  provides  a  mechanism  for  increasing 
total  funding  for  HIV- related  services,   though  it  puts  an  added  strain  on 
financially  strapped  states. 
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Trends  in  the  HIV  epidemic  indicate  that  almost  half  of  the  new  reported  cases 
are  coming  from  areas  outside  the  18  metropolitan  areas  directly  funded  under 
Title  I  in  FY  1992,   thus  increasing  the  need  for  funding  under  Title  II. 
Seroprevalance  studies  of  asymptomatic  people  indicate  that  HIV  infection  is 
increasing  rapidly  in  many  rural  areas  and  smaller  urban  areas  especially  in 
minority  populations.     Many  of  the  low  prevalence  cities,  suburban  and  rural 
areas  are  only  beginning  to  develop  the  continuum  of  health  and  social  support 
services  required  to  care  for  those  with  AIDS/HIV  disease.  Additional  funds 
are  needed  for  AIDS/HIV  therapies  as  the  number  of  FDA- approved  treatments 
increase,  and  as  medical  advances  in  both  prophylaxis  and  long-term  therapy 
are  enabling  persons  with  HIV  infection  and  AIDS  to  survive  for  substantially 
longer  periods  of  time. 

Title  III  -  Early  Intervention  Services  (Title  XXVI,  Part  C) 

This  program,  is  authorized  under  Title  III  of  the  Ryan  White  C.A.R.E.  Act  of 
1990.     The  FY  1993  request  is  the  same  as  the  FY  1992  level  and  an  increase  of 
$4,971,000  over  the  FY  1991  level.     Grants  are  made  to  migrant  and  community 
health  centers,  health  care  for  the  homeless  grantees,   family  planning 
grantees,  comprehensive  hemophilia  diagnostic  and  treatment  centers,  federally 
qualified  health  centers  under  section  1905(1) (2) (B)  of  the  Social  Security 
Act,  and  other  nonprofit  private  entities  that  provide  comprehensive  primary 
care  services  to  populations  at  risk  of  HIV  disease. 

Preference  is  given  to  those  applicants  experiencing  an  increase  in  the  burden 
regarding  HIV  disease.     Indications  of  increasing  burden  are  the  number  of 
cases  of  AIDS;   the  rate  of  increase  in  such  cases;   the  lack  of  availability  of 
early  intervention  services;   the  number  of  other  cases  of  sexually  transmitted 
diseases,   tuberculosis  and  drug  abuse  and  the  rate  of  increase  for  these 
diseases;  the  lack  of  availability  of  primary  health  care  services  from 
providers  other  than  the  applicant;  and  the  distance  between  the  applicant's 
area  and  the  nearest  community  that  has  an  adequate  level  of  availability  of 
appropriate  HIV  related  services  and  the  travel  time  to  that  area.  Applicants 
are  also  required  to  demonstrate  that  health  care  delivery  methods  are 
consistent  with  new  directions  and  treatments  of  the  HIV  epidemic  including  an 
increasing  number  of  infected  minorities,  women,  children  and  families,  and 
new  medical  interventions  resulting  from  scientific  and  technical  advances. 


Program  Output  Data: 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Amount 

HIV/AIDS  population  served 


$44,891,000 
150,000 


$49,862,000 
200,000 


$49,862,000 
200,000 


Rationale  for  the  Budget  Request 


The  FY  1993  request  of  $49,862,000  will  continue  the  program  at  its  current 
level . 
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AIDS  Education  and  Training  Centers  (ETCs) 

The  HRSA/BHPr  network  of  AIDS  Education  and  Training  Centers  provides:  the 
specialized  training  needed  by  existing  health  care  personnel  who  must  care 
for  AIDS  patients;   the  development  of  model  educational  programs  across  the 
continuum  of  the  health  professions  training  of  staff  in  federally  supported 
entities  in  cross  cultural  patient  care  and  counseling  and  the  specific 
aspects  of  the  delivery  of  health  care  to  HIV-infected  individuals  and  AIDS 
patients.     The  concept  of  such  a  program  for  health  professions  education  and 
curricula  development  is  consistent  with  the  recommendations  highlighted  by 
both  the  Presidential  Commission  report  and  the  Institute  of  Medicine  report. 

The  national  network  of  17  ETCs  for  health  care  providers  focuses  on  a 
principal  goal  of  improving  the  capacity  and  capability  of  the  provider 
community  to  delivery  care  to  HIV-infected  individuals.     This  activity 
Includes  specialized  training  required  by  primary  health  care  providers  who 
treat  AIDS  patients  whose  conditions  vary  from  cancers  or  pneumonia  to 
psychosocial  problems. 

The  ETCs  are  expected  to  become  self-sustaining  support  systems  for  health 
professions  through  hot  lines,  clearinghouses,  and  referral  capabilities. 

Program  Outputs 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Budget  Authority   $17,029,000      $16,984,000  $16,984,000 

Number  of  Projects   17  17  17 

No.  of  Individuals 

Trained   85,000*  85,000*  85,000* 

*  Clinical  training. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988   $11,106,000 

1989   14,640,000 

1990   14,549,000 

1991   17,029,000 

1992  s   16,984,000 


Rationale  for  the  Budget  Request 


The  FY  1993  request  of  $16,984,000  is  the  same  level  of  funding  as  the  FY  1992 
appropriation  and  will  support  17  projects  and  85,000  individuals  will  benefit 
from  clinical  training.     This  year  HRSA  will  refocus  its  resources  so  that 
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three  major  epicenters  (New  Jersey,  Maryland/Virginia  and  the  District  of 
Columbia)  can  be  transitioned  from  a  planning  phase  to  a  partial 
implementation.     This  is  essential  so  that  high  incidence  areas,  which  are 
often  minority  and  underserved,  will  have  access  to  appropriately  trained 
primary  care  givers.     (The  current  estimated  cost  in  these  areas  is  less  than 
$100  per  case  as  opposed  to  $249  per  case  in  an  average  community.)     In  order 
to  maximize  training  resources,   the  ETC  program  will  continue  to  work  with 
community /migrant  health  centers  and  with  service  delivery  projects  mobilized 
by  the  Ryan  White  Act.     Projects  will  also  be  encouraged  to  participate  in 
clinical  trials  and  NIH  parallel  tracking  systems  so  that  those  from  the  most 
underserved  areas  might  also  have  access  to  these  paradigms. 

Currently,  the  ETCs  have  identified  30  additional  community/migrant  health 
centers  for  HIV/AIDS  training  in  FY  1993.     The  training  output  will  be  at 
least  400  primary  care  givers  within  that  setting. 

The  projects  will  shift  more  of  their  resources  from  lower  incidence  areas  and 
concentrate  their  efforts  more  specifically  on  clinical  training  to  current 
and  potential  HIV/AIDS  health  care  delivers.     The  ETC  program  maintains  that  a 
more  specific  and  targeted  strategy  will  prove  to  be  more  efficacious  at  a 
time  when  it  is  impossible  to  provide  all  types  of  training  services  to 
providers . 

Pediatric  AIDS  Health  Care  Demonstration  Grants 

It  has  become  apparent  that,  with  the  beginning  of  the  second  decade  of  the 
AIDS  epidemic,   the  escalation  of  the  growth  in  HIV  and  AIDS  is  centered  around 
women,  especially  women  of  childbearing  ages  who  are  poor  and  are  minorities. 
Many  of  these  women  have  contracted  HIV/AIDS  through  IV  drug  use  or  through 
heterosexual  contact  with  IV  drug  using  males  or  bisexual  males.  This 
alarming  trend  is  illustrated  by  the  fact  that  over  50  percent  of  all  the  AIDS 
cases  among  women  (a  total  of  19,796)  have  been  reported  to  CDC  since  October, 
1989.     5,344  new  cases  of  AIDS  in  women  have  been  reported  to  CDC  since' 
October,  1990. 

As  more  women  become  HIV-infected,  the  devastation  of  the  epidemic  on  children 
and  families  will  be  compounded.     There  will  be  a  continuing  rapid  increase  in 
the  number  of  children  infected  through  perinatal  transmission.     Also,  the 
number  of  families  with  more  than  one  infected  family  member  will  continue  to 
grow  and  women  will  no  longer  be  able  to  serve  caregivers  to  HIV/AIDS  infected 
infants  and  mates.     Some  of  the  alarming  trends  are: 

o    As  of  November  1990,   3,312  cases  of  AIDS  have  been  diagnosed  in  children 
from  0-12  and  an  additional  751  cases  in  youth  13-19.     19,796  cases  have 
been  reported  in  women  over  19.     The  actual  number  of  cases  in  children, 
youth  and  women  is  probably  much  higher  due  to  delays  in  reporting  and 
underreporting . 
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o    A  24  percent  increase  in  pediatric  AIDS  was  reported  between  1989-1990, 
compared  to  a  15  percent  increase  among  adult  A.IDS  cases.     Women  and 
children  now  represent  12  percent  of  all  cases  identified,   a  high 
percentage  of  whom  are  low  income  minority  women  who  are  substance  abusers 
or  sexual  partners  of  IV  drug  users. 

o    There  are  subgroups  of  adolescents  who  are  at  higher  risk  of  HIV  infection 
than  others.     Adolescents  who  engage  in  the  exchange  of  sex  for  money, 
drugs,   food,   or  shelter  ("survival  sex")  are  at  particularly  high  risk  for 
HIV  infection.     There  are  an  estimated  900,000  teenagers  who  engage  in 
some  form  of  survival  sex  of  whom  two- thirds  are  female,   their  average  is 
15,  and  they  engage  in  unprotected  intercourse  with  many  high-risk 
partners . 

o  Among  adolescents  with  AIDS,  38  percent  are  female. 
The  program  initiatives  for  FY  1993  would  be  as  follows: 

1.  Continue  to  support  the  29  existing  Pediatric  AIDS  Demonstration  Projects 
and  Consortia  at  essentially  current  levels.     Continue  efforts  to  maximize 
resources  from  other  funding  sources. 

2.  Fund  efforts  to  improve  the  national  resource  capacity  of  medical  and 
social  services  professionals  to  address  the  special  needs  of  children, 
youth,  women  and  families  affected  by  HIV/AIDS. 

In  addition  to  the  ongoing  efforts  of  Pediatric  Demonstration  projects  to 
improve  resource  capacity  locally,   funding  will  be  available  to  support 
several  National  Issues  projects  to  achieve  this  initiative.     Efforts  will 
be  directed  to  document  and  integrate  the  state-of-the-art  knowledge  and 
approaches  in  the  organization  and  treatment  of  pediatric  and  family  HIV 
care  that  have  been  developed  in  Pediatric  AIDS  Projects.  Dissemination 
is  planned  across  pediatric  AIDS  projects  and  into  the  broader  system  of  ca 

3.  Provide  technical  assistance  to  improve  the  development  of  infrastructures 
to  ensure  that  comprehensive  family-centered  care  services  are  provided 
within  community-based  systems  of  care. 

A  technical  assistance  plan  is  currently  being  developed  which  identifies 
and  prioritizes  technical  assistance  and  training  needs  of  Pediatric  AIDS 
Demonstration  Projects,  resources  available  to  provide  assistance,  and 
strategies  for  the  provision  of  technical  assistance.     Funding  for  this 
initiative  will  be  $280,000,  which  is  the  same  level  as  was  set  aside  for 
this  purpose  with  the  FY  1992  appropriation  increase.     Resource  capability 
to  assist  in  providing  technical  assistance  will  in  large  part  be  sought 
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from  Pediatric  AIDS  funded  projects  that  have  developed  models  and/or 
approaches  that  are  considered  exemplary  in  providing  family-centered, 
community-based  care. 

4.     Analyze,  disseminate  and  support  options  for  integrating  the  models  of 
care  for  children,  youth,  and  families  with  HIV  into  ongoing  systems  of 
care . 

Funds  were  set  aside  from  FY  1992  appropriations  to  support  this  objective. 
Approximately  $400,000  was  made  to  determine  the  potential  to  expand  the 
capability  of  the  Network  of  Hemophilia  Treatment  Centers  to  provide  pediatric 
and  family  HIV/AIDS  services  to  unserved  or  underserved  HIV/AIDS  affected 
populations.     With  the  proposed  FY  1993  budget,  hemophilia  projects  funded 
under  this  initiative  could  be  continued  at  approximately  the  same  funding 
level  in  FY  1993.     In  addition,  continuing  efforts  will  be  directed  to  the 
goal  of  integrating  required  comprehensive  services  into  the  ongoing  system  of 
health  care  delivery  and  financing. 


Program  Output  Data: 

FY  1991  FY  1992  FY  1993 

Actual  Approp .  Estimate 

Amounts:                                     $19,518,000  $19,747,000  $19,747,000 

Projects:  44  46  39 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988.  $4,787,000 

1989  $7,806,000 

1990  $14,803,000 

1991  $19,518,000 

1992  $19,747,000 


Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $19,747,000  for  the  Pediatric  AIDS  Demonstration 
Program  represents  essentially  level  funding  from  FY  1991  and  1992  levels. 
This  request  would  be  adequate  to  provide  continuation  funding  for  the  27 
Pediatric  AIDS  Demonstration  Projects  and  two  Consortia  Projects  which 
currently  exist. 
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MATERNAL  &  CHILD  HEALTH  BLOCK  GRANT 

Fiscal  Years  1991, 1992, 1993 


FY  1992  FY  1993 

FY  1991  *     Appropriation  Estimate 


Alabama 

11,149,111 

12,389,452 

12,843,877 

Alaska 

993,090 

1,064,591 

1,090,785 

Arizona 

5,256,494 

5,846,91 1 

6,063,224 

Arkansas 

6,661,063 

7,371,414 

7,631 ,665 

oaiiior  nia 

qi  Ann  QT7 

QC  7QO  C71 

0/  ,HU  1  ,000 

Colorado 

6,611,989 

7,032,699 

7,186,822 

Connecticut 

4,503,494 

4,927,866 

5,083,341 

Delaware 

1,903,085 

2,020,719 

2,063,812 

District  of  Columbia 

6,967,703 

7,143,054 

7,207,271 

r  lUriUd 

1  r  rra  qon 

1 7  s^n 

1  ft  ftfift 

1 0,^00,000 

Georgia 

14,864,394 

16,435,470 

17,011,065 

Hawaii 

2,096,852 

2,258,764 

2,318,081 

Idaho 

2,995,454 

3,193,813 

3,266,481 

Illinois 

20,277,720 

22,463,200 

23,263,894 

Indiana 

11,144,456 

12,015,366 

12,334,427 

Iowa 

6,364,447 

6,793,917 

6,951,251 

Kansas 

4,350,077 

4,684,51 1 

4,807,032 

Kentucky 

10,858,919 

11,916,616 

12,304,120 

Louisiana 

12,184,860 

13,599,089 

14,117,225 

Maine 

3,337,221 

3,566,947 

3,651,106 

Maryland 

11,484,183 

12,144,324 

12,386,155 

Massachusetts 

10,956,985 

11,839,884 

12,163,339 

Michigan 

17,726,857 

19,382,371 

19,988,891 

Minnesota 

8,628,523 

9,169,174 

9,367,235 

Mississippi 

9,308,349 

10,427,828 

10,837,977 

Missouri 

11,452,218 

12,351,728 

12,681,266 

Montana 

2,204,397 

2,349,246 

2,402,31 0 

Nebraska 

3,830,224 

4,075,177 

4,164,913 

Nevada 

1,195,845 

1,293,637 

1 ,329,464 

New  Hampshire 

1,924,210 

2,034,003 

2,074,223 

New  Jersey 

1 1 ,267,699 

12,537,096 

13,002,168 

New  Mexico 

3,678,539 

4,096,444 

4,249,553 

New  York 

37,631 ,897 

41,660,599 

43,136,594 

North  Carolina 

15,464,016 

16,836,319 

17,339,076 

North  Dakota 

1,777,696 

1,901,324 

1,946,614 

539 
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MATERNAL  &  CHILD  HEALTH  BLOCK  GRANT 

Fiscal  Years  1991, 1992, 1993 

FY  1992 

FY  1993 

FY  1991  * 

Appropriation 

Estimate 

Ohio 

20,678,138 

22,525,555 

23,202,377 

Oklahoma 

6,410,118 

7,017,154 

7,239,551 

Oregon 

5,545,290 

5,937,852 

6,081,666 

Pennsylvania 

22,996,817 

24,960,489 

25,679,898 

Rhode  Island 

1,566,104 

1,715,556 

1,770,310 

South  Carolina 

10,824,378 

11,719,268 

12,047,117 

South  Dakota 

2,190,378 

2,376,273 

2,444,378 

Tennessee 

10,973,429 

12,183,327 

12,626,599 

Texas 

27,445,342 

31,087,417 

32,421 ,795 

Utah 

5,659,119 

5,920,699 

6.016,519 

Vermont 

1,662,347 

1 ,753,688 

1,787,149 

Virginia 

11,726,280 

12,719,879 

13.083,893 

Washington 

7,784,037 

8,376,794 

8,593,951 

West  Virginia 

6,148,349 

6,616,558 

n>  -too  AQ7 

6,788,087 

Wisconsin 

10,230,274 

10,869,184 

11,103,241 

Wyoming 

1,141,114 

1,191.862 

1,210,451 

American  Samoa 

449,286 

492.373 

508,159 

Guam 

693,898 

760,444 

784,823 

Northern  Marianas 

424,326 

465,020 

A7Q  QQQ 

Puerto  Rico 

14,4tK,Uly 

4  C  QUA  >M  C 

10,oo4,4lO 

16,362,707 

Trust  Territories: 

Palau 

209.665 

229,773 

152,448 

Micronesia 

474,247 

519,728 

536.390 

Marshalls 

134,786 

147,713 

237,139 

Virgin  Islands 

1,362,835 

1,493,532 

1,541,415 

Undistributed 

88.095,355 

102,568,750 

109.029,319 

TOTAL 

587,302.365 

649,650,000 

673,650,000 

*  Reflects  the  sequester  of  $7,635. 
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HIV  CARE  GRANTS  -  TITLE  XXVI.   PART  B 
(  Ryan  White  C.A.R.E.  Act  of  1990,  Title  II  ) 

STATE  FORMULA  GRANT  ALLOCATIONS 


FY  1991 

FY  1992 

State/Territory 

Actual 

Appropr iati 

ALABAMA 

$483,000 

$633,000 

ALASKA 

100,000 

100,000 

ARIZONA 

653,000 

684,000 

ARKANSAS 

276,000 

438 ,000 

CALIFORNIA 

12,954,000 

15 ,485 ,000 

COLORADO 

727,000 

829,000 

CONNECTICUT 

763,000 

911,000 

DELAWARE 

152,000 

172 ,000 

DIST.   OF  COL. 

1,094,000 

1,379,000 

FLORIDA 

7,398,000 

9,810,000 

GEORGIA 

2,366,000 

2,872,000 

HAWAII 

329,000 

365,000 

IDAHO 

100,000 

100,000 

ILLINOIS 

2,289,000 

2 , 816,000 

INDIANA 

622,000 

725,000 

IOWA 

111,000 

164,000 

KANSAS 

246,000 

256,000 

KENTUCKY 

300 , 000 

404 , 000 

LOUISIANA 

1,308,000 

1,665,000 

MAINE 

118 ,000 

136,000 

MARYLAND 

1,555,000 

2,017,000 

MASSACHUSETTS 

1,455,000 

1,785,000 

MICHIGAN 

1 , 046 , 000 

1,207, 000 

MINNESOTA 

358,000 

415,000 

MISSISSIPPI 

489,000 

588,000 

MISSOURI 

1,043,000 

1,324,000 

MONTANA 

100,000 

100,000 

NEBRASKA 

100,000 

117,000 

NEVADA 

331,000 

441,000 

NEW  HAMPSHIRE 

100,000 

104,000 

NEW  JERSEY 

4,215,000 

4,689,000 

NEW  MEXICO 

203,000 

254,000 

NEW  YORK 

13,803,000 

16,829,000 

NORTH  CAROLINA 

986,000 

1,247,000 

NORTH  DAKOTA 

100,000 

100,000 

OHIO 

1,118,000 

1,367,000 

OKLAHOMA 

394,000 

488,000 

OREGON 

513,000 

655,000 

PENNSYLVANIA 

2,241,000 

2,525,000 

RHODE  ISLAND 

173,000 

193,000 
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HIV  CARE  GRANTS  -  TITLE  XXVI.   PART  B 

(  Ryan  White  C.A.R.E.  Act  of  1990,  Title  II  ) 

STATE  FORMULA  GRANT  ALLOCATIONS 


FY  1991 

FY  1992 

State/Territorv 

Actual 

Appropriation 

Cr>ITTU    PAD  AT  TMA 

£QQ  C\C\C\ 

ooy , uuu 

7Qi  nnn 

/y i , uuu 

SUUin  1MUS.U1A 

i  nn  nnn 

1UU , uuu 

i nn  nnn 
1UU , uuu 

ICilNiNCiOOCiCi 

cnc.  nnn 
DUO , uuu 

70/.  nnn 
/ Jt , uuu 

TEXAS 

5,732,000 

7,294,000 

UTAH 

199,000 

234,000 

V  CKnUJN  1 

i  nn  r\c\c\ 
1UU , UUU 

1 nn  nnn 
1UU , uuu 

Q7n  nnn 

V  /  u , UUU 

1  ">/.  c.  nnn 

J.  ,  J'+ J  ,  uuu 

i  noR  nnn 

i.  ,  UZ  j  ,  UUU 

1   ii 7  nnn 
1 , J 1 / , uuu 

WEST  VIRGINIA 

128,000 

153,000 

WISCONSIN 

355,000 

457,000 

WYOMING 

100,000 

100,000 

Anh,K.luAN  oAM.UA 

Q 

Q 

GUAM 

3,000 

4,000 

N.  MARIANAS 

0 

0 

PUERTO  RICO 

4,717,000 

5,655,000 

VIRGIN  ISLANDS 

38,000 

27,000 

TRUST  TER: 

Marshalls 

1,000 

1,000 

Micronesia 

0 

0 

Palau 

0 

0 

Total  Grants 

:  77,475,000 

94,701,000 

Setasides1 

:  10.356.000 

13.003.000 

Total  Appropriation 

:  $87,831,000 

$107,704,000 

Note :  FY  1993  grant  amounts  are  not  available  because  the  formula  must 
include  the  number  of  AIDS  cases  in  the  State  for  the  two  year  period 
ending  Sept  30,  1992. 

1/Includes  amounts  setaside  for  Special  Projects  of  National  Signif icance(SPNS) , 
Technical  Assistance  and  Program  Evaluation. 
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STATE  ADMINISTERED  FAMILY  PLANNING  PROGRAM 
FUNDING  BY  STATE 


FY  1991 

FY  1992 

FY  1993 

Al abama 

$3,203,575 

$3,318,993 

$3,483,034 

Al aska 

271,073 

280,839 

294,719 

Ari  zona 

2,671,060 

2,767,292 

2,904,065 

Arkansas 

2,154,056 

2,231,662 

2,341,962 

Cal ifornia 

13,344,014 

13,824,768 

14,508,059 

Col orado 

1,624,715 

1,683,250 

1,766,445 

Connecti  cut 

1,273,099 

1,318,966 

1,384,156 

Del  aware 

532,093 

551,263 

578,509 

District  of  Columbia 

550,173 

569,995 

598,167 

Florida 

5,259,501 

5,448,989 

5,718,306 

Georgi  a 

4,519,892 

4,682,734 

4,914,178 

Hawai  i 

795,048 

823,692 

864,403 

Idaho 

745,266 

772,116 

810,278 

111 inois 

4,346,226 

4,502,811 

4,725,362 

Indiana 

3, 127,978 

3,240,672 

3,400,842 

Iowa 

1,829,318 

1,895,225 

1,988,896 

Kansas 

1,359,048 

1,408,011 

1,477,602 

Kentucky 

3,277,989 

3,396,087 

3,563,939 

Louisiana 

2,786,793 

2,887,194 

3,029,894 

Maine 

937,319 

971 ,089 

1 ,019,085 

Maryl and 

2,433,809 

2,521,493 

2,646,118 

Massachusetts 

3,574,599 

3,703,383 

3,886,423 

Michigan 

3,743,637 

3,878,512 

4,070,208 

Minnesota 

1,779,119 

1,843,216 

1,934,317 

Mississippi 

3,081,953 

3,192,989 

3,350,802 

Missouri 

3,017,207 

3,125,910 

3,280,408 

Montana 

890,094 

922,162 

967,740 

Nebraska 

1,011,302 

1,047,737 

1,099,521 

Nevada 

876,912 

908,505 

953,408 

New  Hampshire 

595,756 

617,220 

647,726 

New  Jersey 

4,918,030 

5,095,215 

5,347,047 

New  Mexico 

1,285,466 

1,331,778 

1,397,601 

New  York 

8,169,340 

8,463,662 

8,881,980 

North  Carolina 

4,196,827 

4,348,029 

4,562,931 

North  Dakota 

440,128 

455,985 

478,522 
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STATE  ADMINISTERED  FAMILY  PLANNING  PROGRAM 
FUNDING  BY  STATE 


FY  1991 

FY  1992 

FY  1993 

Ohio 

Okl  ahoma 
Oregon 

Pennsylvania 
Rhode  Island 

$5,305,063 
2,163,223 
1,830,892 
7,511,632 
364,722 

$5,496,192 
2,241,159 
1,896,855 
7,782,259 
377,862 

5,767,842 
2,351,929 
1,990,607 
8,166,897 
396,538 

South  Carolina 

South  Dakota 

Tennessee 

Texas 

Utah 

3,279,003 
408,596 
4,071,360 
8,762,932 
527,693 

3,397,138 
423,317 
4,218,041 
9,078,641 
546,704 

3,565,042 
444,239 
4,426,519 
9,527,353 
573,725 

Vermont 
Virginia 
Washington 
West  Virginia 
Wisconsin 

471,379 
2,812,958 
2,611,085 
1,276,302 
2,254,849 

488,362 
2,914,303 
2,705,156 
1,322,285 
2,336,086 

512,499 
3,058,342 
2,838,859 
1,387,639 
2,451,547 

Wyoming  494,212 
American  Samoa  58,322 
Federated  States  of  Micronesia  87,432 
Guam  116,278 
Marshall  Islands  38,206 

512,018 
60,423 
90,582 

120,467 
39,583 

537,324 
63,409 
95,059 

126,421 
41,539 

Northern  Mariana  Islands 
Palau 

Puerto  Rico 
Virgin  Islands 

51,240 
50,116 
1,416,527 
22,737 

53,086 
51,922 
1,467,561 
23,556 

55,710 
54,488 
1,540,095 
24,721 

TOTAL  PROGRAM 

$140,609,172 

$145,675,000 

$152,875,000 

PROGRAM  SUPPORT 

3,701,828 

3,900,000 

1,700,000 

TOTAL 

$144,311,000 

$149,575,000 

$154,575,000 

53-634   0—92  18 
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ADVISORY  AND  ASSISTANCE  SERVICES 
Department  of  Health  and  Human  Services 
Health  Resources  and  Services  Administration 
(In  thousands  of  dollars) 


Non- Evaluation/Evaluation 

FY  1991 

FY  1992 

FY  1993 

Individual  Experts  & 

B.A. 

2,516 

5,862 

5,862 

Experts  &  Consultants 

Oblig. 

2,516 

5,862 

5,862 

Outlays 

2,516 

5,862 

5,862 

Studies,  Analyses  & 

B.A. 

3,713 

3,120 

3,120 

Evaluation 

Oblig. 

3,713 

3,120 

3,120 

Outlays 

3,713 

3,120 

3,120 

Management  & 

B.A. 

624 

1,000 

1,000 

Professional  Support 

Oblig. 

624 

1,000 

1,000 

Services 

Outlays 

624 

1,000 

1,000 

Engineering  & 

B.A. 

... 

... 

... 

Technical  Services 

Oblig. 

... 

Outlays 

'." 

Subtotal 

B.A. 

6,853 

9,982 

9,982 

Oblig. 

6,853 

9,982 

9,982 

Outlays 

6,853 

9,982 

9,982 

Personnel 

B.A. 

123 

28 

28 

Appointments 

Oblig. 

123 

28 

28 

Outlays 

123 

28 

28 

Advisory  Committees 

B.A 

256 

373 

373 

Oblig. 

256 

373 

373 

Outlays 

256 

373 

373 

Total 

B.A 

7,232 

10,383 

10,383 

Oblig. 

7,232 

10,383 

10,383 

Outlays 

7,232 

10,383 

10,383 
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Estimates  for  Advisory  and  Assistance  Services 
Office  of  the  Administrator 

Obligations  for  related  services  will  support  evaluation  activities  performed 
by  the  Office  of  Planning  Evaluation  and  Legislation. 

Bureau  of  Health  Care  Delivery  and  Assistance 

Estimated  costs  of  BHCDA  Advisory  and  Assistance  for  1992  will  be  used  to 
support  the  activities  related  to  the  National  Advisory  Council  on  the 
National  Health  Service  Corps,  and  the  National  Advisory  Council  on  Migrant 
Health. 

Bureau  of  Health  Professions 

Consulting  services  performed  by  the  Bureau  of  Health  Professions  represent 
costs  essential  to  the  conduct  of  the  Bureau's  extramural  program  activities. 
These  expenditures  are  mainly  to  hold  Health  Professions  and  Nurse  Education 
National  Advisory  Council  meetings  and  peer  review  meetings  mandated  by  law 
for  grant  programs.     Costs  consist  of  honorarium,   travel,  and  per  diem 
administrative  costs  associated  with  conducting  all  meetings.     In  addition, 
Public  Law  99-272  authorized  the  establishment  of  the  Council  on  Graduate 
Medical  Education  (COGME)  with  a  legislative  mandate  to  make  recommendations 
and  report  to  the  Secretary  and  Congress  every  3  years  on  a  number  of  graduate 
medical  education  issues  pertaining  to  physicians.     This  Council  would 
terminate  on  September  30,   1996.     The  Advisory  Commission  on  Childhood  Vaccine 
authorized  under  P.L.   99-660  advises  the  Secretary  on  the  implementation  of 
the  Childhood  Vaccine  Program  and  is  mandated  to  meet  four  times  annually. 

In  FY  1991,  consultant  services  were  utilized  for  National  Advisory  Council 
meetings  and  peer  review  meetings  for  health  professions  (primary  care 
programs,  disadvantaged  assistance,  health  promotion  and  disease  prevention 
programs,  institutional  support,  and  the  geriatrics  education  and  area  health 
education  centers  programs)  and  nurse  education  programs.     Consultant  services 
funds  were  also  used  to  provide  consulting  services  to  institutions 
participating  in  the  Health  Professions  and  Nursing  Student  Loan  Programs  on 
fiscal  accountability  of  debt  management  and  debt  collection  and  for 
consultants  to  review  vaccine  compensation  cases. 

The  FY  1993  budget  estimate  includes  operating  funds  for  the  Council  on 
Graduate  Medical  Education,   the  National  Advisory  Councils,  Advisory 
Commission  and  peer  review  expenses. 

These  services  and  activities  provide  up-to-date,  analyzed  information  on  the 
training,  supply,  distribution  and  utilization  of  practicing  health 
professionals  and  faculty  with  education  and  training  in  geriatrics  and 
gerontology.     This  information  is  essential  to  the  Department,   the  Congress, 
and  the  private  sector  in  considering,  developing  and  implementing  national 
health  policy  decisions  related  to  health  care  needs  of  the  rapidly  expanding 
elderly  population. 
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The  management  and  professional  services  focus  on  addressing  the  health 
professions  needs  of  States  based  on  emerging  health  care  problems  and  high 
priority  health  care  needs  of  the  States.     The  special  studies  and  analyses 
services  assist  public  and  private  entities  by  supporting  projects  focusing  on 
a  variety  of  areas  covering  the  delivery  of  health  care,  which  may  include 
technical  assistance  to  States,  credentials  review,  risk  management  and 
quality  assurance,  and  public  and  professional  education. 

Maternal  and  Child  Health  Bureau 

The  services  procured  are  required  to  obtain  a  range  of  program  review, 
program  development  and  other  services  from  sources  specializing  in  maternal 
and  infant  health,  adolescent  health,  research  and  training,  children  with 
special  health  care  needs,  dissemination,  systems  development  and  data 
analysis . 

Bureau  of  Health  Resources  Development 

The  services  procured  are  required  to  obtain  a  range  of  program  review, 
program  development  and  other  services  from  sources  specializing  in  HIV 
technical  assistance  and  management  and  development  of  hospitals  and  other 
health  delivery  facilities  and  particularly  in  capital  development  for  these 
facilities.     Such  specialized  knowledge  does  not  exist  in-house,  but  is 
required  to  fulfill  the  organization's  mission  regarding  financing  and 
construction  of  health  facilities. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
PUBLIC  HEALTH  SERVICE 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
HEALTH  RESOURCES  AND  SERVICES 

Detail  of  Permanent  Positions 


1991  1992  1993 

Ac tual  Estimate  Estimate 

ES-6  

ES-5   4  4  4 

ES-4   8  8  8 

ES-3   3  3  3 

ES-2   ---  2  2 

ES-1   ---  2  2 

Subtotal   15  19 

GS/GM-15   98  101  98 

GS/GM-14   165  167  166 

GS/GM-13   317  316  280 

GS-12   156  161  159 

GS-11   85  91  86 

GS-10                                    .  4  4  .  5 

GS-9   79  82  81 

GS-8   36  36  32 

GS-7   109  110  105 

GS-6   124  127  118 

GS-5   122  120  114 

GS-4   80  82  78 

GS-3   6  8  6 

GS-2   11  0 

Subtotal   1,382  1,406  1,328 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
PUBLIC  HEALTH  SERVICE 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
HEALTH  RESOURCES  AND  SERVICES 

Detail  of  Permanent  Positions 


1991 

1992 

1993 

Actual 

Estimate 

Estimate 

Commissioned  Officer: 

CO-8  

2 

2 

2 

CO-7  

2 

2 

2 

CO-6  

116 

119 

116 

CO- 5  

98 

97 

97 

CO-4  

44 

45 

43 

CO-3   

10 

11 

9 

CO- 2  

4 

3 

4 

Subtotal  

276 

279 

273 

77 

77 

35 

Total  Permanent  Employment, 

end  of  year  

1,750 

1,781 

1,655 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 

MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


FY  1993  Budget  Page 

Appropriation  language   172 

Amounts  available  for  obligation   173 

Summary  of  changes   174 

Obligations  by  Activity   175 

Obligations  by  Object   175 

Authorization  legislation   176 

Table  of  estimates  and  appropriations   177 

Justification: 

Narrative : 

1.  General  Statement   178 

2.  Activities 

Interest  Subsidies   179 
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MEDICAL. FACILITIES  GUARANTEE  AND  LOAN  FUND 
FEDERAL  INTEREST  SUBSIDIES  FOR  MEDICAL  FACILITIES 

For  carrying  out  subsections  (d)  and  (e)  of  section  1602  of  the  Public 
Health  Service  Act,    [$20,000,000]  $15 ,600 ,000 ,   together  with  any  amounts 
received  by  the  Secretary  in  connection  with  loans  and  loan  guarantees  under 
title  VI  of  the  Public  Health  Service  Act,   to  be  available  without  fiscal  year 
limitation  for  the  payment  of  interest  subsidies.     During  the  fiscal  year,  no 
commitments  for  direct  loans  or  loan  guarantees  shall  be  made.  (Department 
of  Health  and  Human  Services  Appropriations  Act,  1991.) 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 


MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Amounts  Available  for  Obligation 


1991  1992  1993 

Actual  Approp .  Estimate 


Appropriation   $20,000,000      $19,000,000  $15,600,000 

Reduction  pursuant  to 

P.L.   102-170   ---  -400,000 

Unobligated  balance,  start 

of  year    37,929,000        32,554,000  36,850,000 

Unobligated  balance,  end 

of  year    -32,554,000      -36,850,000  -42,846,000 

Redemption  of  Debt   -6,914,000 

Reimbursements    —  2.471,000  2,468.000 

Total  Obligations:  $18,461,000      $16,775,000  $12,472,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 
OBLIGATIONS 
Summary  of  Changes 

1992  Obligations    $16,775,000 

1993  Obligations    $12.472.000 

Net  Change,  Obligations    -$4,303,000 


Decrease 

Built-in: 

Interest  payments 
Total  Decreases 
Net  Change 


1992  Base 
Amount 

16,775,000 


Change  from 
Base  Amount 

-4,303,000 


15.154.000 


-1.601.000 
-$1,601,000 
-$1,610,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 
OBLIGATIONS  BY  ACTIVITY 


1991 
Actual 


1992 
Estimate 


1993 
Estimate 


Investments  and  loans  . . 

Interest  Payments  

Total  Obligations: 


$  1,697,000 
16.764,000 
$18,461,000 


$  1,621,000 
15,154,000 
$16,775,000 


$  1,600,000 
10.872 .000 
$12,472,000 


OBLIGATIONS  BY  OBJECT 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Investments  and  loans... 
Interest  &  dividends. . . . 
Total  Obligations. 


$  1,697,000  $  1,621,000  $  1,600,000 
16.764.000        15.154.000  10.872.000 


$18,461,000      $16,775,000  $12,472,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 
AUTHORIZING  LEGISLATION 


1992  1993  1993 

Amount  1992  Amount  Budget 

Authorized  Enacted        Authorized  Estimate 
1. Interest  subsidies: 

(a)     PHS  Act, 
Section  1602(c) 

(3)(ii)  Indefinite  $18,600,000    Indefinite  $15,600,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


BUDGET  HISTORY 

Budget 

Estimate  House  Senate 


Year 

to  Con^irGss 

Allowance 

A.X  lowsnc  6 

App  iropiriciti-on 

1973 

$  2,500,000 

$  2,500,000 

$  2,500,000 

$  2 , 500 ,000 

1974 

1975 

1976 

10,000,000 

10,000,000 

10,000,000 

10 , 000 , 000 

1977 

31,000,000 

31,000,000 

31,000,000 

31,000,000 

1978 

41 , 000 , 000 

41,000,000 

41 , 000 , 000 

41 , 000 , 000 

1979 

42,000,000 

42,000,000 

42,000,000 

42,000,000 

1980 

45,000,000 

45 ,000,000 

45,000,000 

45  ,000  ,000 

1981 

1982 

35,000,000 

30,000,000 

22,000,000 

22  ,000,000 

1983 

32,000,000 

32,000,000 

32,000,000 

32,000,000 

1984 

32,000,000 

32,000,000 

32,000,000 

32 ,000,000 

1985 

O  C     CAA  C\C\(\ 

lb  , 500 , OOO 

o£    cArt  aaa 
lb , 500 , 0U0 

o c    caa  aaa 
lb , 500 , 00U 

O  C     CAA  AAA 

lb , 500 , UUU 

1986 

25,000,000 

25,000,000 

25,000,000 

25,000,000 

1987 

20,000,000 

20,000,000 

20,000,000 

20,000,000 

1988 

22,000,000 

22,000,000 

22,000,000 

22,000,000 

1989 

21,600,000 

21,600,000 

21,600,000 

21,600,000 

1990 

21,000,000 

21,000,000 

21,000,000 

21,000,000 

1991 

20,000,000 

20,000,000 

20,000,000 

20,000,000 

1992 

19,000,000 

19,000,000 

19,000,000 

18,600,000 

1993 

15,600,000 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Public  Health  Service  Act,  Title  XVI 

FY  1991  FY  1992                         FY  1993  Increase/ 

Actual  Appropriation                Estimate  Decrease 

Budget  Authority: 

$20,000,000  $18,600,000                $15,600,000  -$3,000,000 

(Obligations : ) 

($18,461,000)  ($16,775,000)              (12,472,000)  (-$4,303,000) 


General  Statement 

The  Medical  Facilities  Guarantee  and  Loan  Fund  was  established  in  1972  under 
the  Medical  Facilities  Construction  Program  in  order  to  make  funds  available 
for  construction  of  medical  facilities.     This  was  accomplished  either  by 
making  direct  loans  or  providing  guarantees  on  loans  by  third  parties  and 
paying  interest  subsidies  on  guaranteed  loans  or  direct  loans  sold  to  the 
Federal  Financing  Bank  (FFB) .     The  fund  is  established  in  the  Treasury  without 
fiscal  year  limitation  to  make  direct  loans,  pay  interest  subsidies,  make 
payments  of  principal  and  interest  in  the  event  default  on  a  guaranteed  loan, 
and  repurchase  loans  sold  and  guaranteed. 

In  FY  1993,   $15,600,000  million  is  requested  in  budget  authority  to  pay 
interest  subsidy  commitments.     Also,   it  is  estimated  that  $1.6  million  will  be 
required  from  the  default  account  to  pay  defaulted  loans  in  FY  1993.  A 
default  account  containing  approximately  $23.0  million  at  the  end  of  FY  1991 
was  originally  established  at  $50  million  and  is  used  for  payment  of  defaults. 
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MEDICAL  FACILITIES  GUARANTEE  AND  LOAN  FUND 


Interest  Subsidies  (Medical  Facilities  Guarantee  and  Loan  Fund) 
Public  Health  Service  Act,   Section  1602 (c) ( 3) ( ii) 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase/ 
Decrease 


Budget  Authority: 


$20,000,000 


$18,600,000 


$15,600,000 


-$3,000,000 


1993  Authorization:  Indefinite 


Purpose  and  method  of  operation 

The  purpose  of  the  interest  subsidy  activity  is  to  honor  commitments  entered 
into  for  subsidizing  interest  payments  on  guaranteed  loans  made  for 
modernization,   construction,   and  conversion  of  hospitals  and  other  non-profit 
medical  facilities.     Interest  is  subsidized  at  the  rate  of  3  percent  on 
guaranteed  loans  made  by  private  lenders  and,   in  the  case  of  direct  loans  sold 
to  the  Federal  Financing  Bank,   the  amount  of  interest  paid  from  the  fund  is 
based  on  the  rate  paid  by  the  borrower  and  the  rate  given  by  FFB . 

Rationale  for  the  Budget  Request 

The  request  for  $15,600,000  million  will  be  used  to  meet  commitments  for 
interest  subsidies  due  on  loans  as  required  by  the  Public  Health  Service  Act 
as  amended. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION 
Health  Education  Assistance  Loans 

Fiscal  Year  1993  Budget  Page  No. 

Appropriation  language   182 

Amounts  available  for  obligation   183 

Summary  of  changes   184 
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B.  Activities: 

1.  Health  Education  Assistance  Loan  Program.  190 

2.  Student  Loan  Insurance  Fund  (SLIF) 

(Liquidating  Account)   192 
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Health  Professions  Graduate  Student  Loan  Insurance  Fund 

For  the  cost[,  as  defined  in  section  13201  of  the  Budget  Enforcement  Act  of 
1990,   including  the  cost  of  modifying  loans,]   of  guaranteed  loans,     such  sums 
as  may  be  necessary  Co  carry  out  the  purpose  of  the  program,  as  authorized  by 
Title  VII  of  the  Public  Health  Service  Act,   as  amended  [ ,   such  sums  as  may  be 
necessary  to  carry  out  the  purpose  of  the  program]:  Provided,  That  such  cost 
of  modifying  such  loans,  shall  be  as  defined  in  section  502  of  the 
Congressional  Budget  Act  of  197 U:     Provided  further,  That  these  funds  are 
available  to  subsidize  gross  obligations  for  the  total  loan  principal  any  par 
of  which  is  to  be  guaranteed  at  not  to  exceed  [$290,000,000]  $230 ,000 ,000 .  I 
addition,   for  administrative  expenses  to  carry  out  the  guaranteed  loan 
program,    [$1,500,000]  $3,000,000. 


560 


183 


Health  Education  Assistance  Loans 


Liquidating  Account 
Amounts  Available  for  Obligation 
(Dollars  in  $000) 

1991  1992  1993 

Actual  Estimate  Request 

(Dollars  in  $000) 

Balance,   start  of  year                    $36;957  $15,392  $6,216 

Appropriation     48,000  54,432 

Collections : 

Premiums                                         22,046    ... 

Interest   326     

Repayments                                        14,462  9,105  11,913 


Total  available   73,791  72,497  72,561 

Claims : 

Death  and  disability   -2,602  -2,953  -3,541 

Defaults   -55,797  -63,328  -68,959 


Total  claims                                 -58,399  -66,281  -72,500 

Ending  balance                                  $15,392  $  6,216  $  61 

HEAL  Program  and  Financing  Accounts 
Amounts  Available  for  Obligation 
(Dollars  in  $000) 

1991  1992  1993 

Actual  Estimate  Request 

(Dollars  in  $000) 

Balance,  start  of  year   $55,216 

Appropriation   31,500  23,884 

Collections : 

Premiums   23,200  18,400 

Interest   2,016  5,568 

Repayments      


Total  available   56,716  103,068 

Claims : 

Death  and  disability     -17 

Defaults      


Total  claims     -17 


Administrative  Expenses 
Ending  balance  


-1,500 
$55,216 


-3,000 
$100,051 


561 


184 


Health  Education  Assistance  Loans  (HEAL) 


SUMMARY  OF  CHANGES 


1992  New  Loan  Guarantee  Ceiling  $290,000,000 

1993  Estimate,  Loan  Guarantee  $230,000,000 


Net  Change  -$  60,000,000 

Increases : 

Appropriation:     (SLIF  Liquidating  Account) 

1992  SLIF  Liquidating  Account  $48,000,000 

1993  SLIF  Liquidating  Account  $54,432,000 


Total  Increase  +$  6,432,000 

Decreases : 

Appropriation:     (HEAL  Program  Account) 

1992  HEAL  Program  Account  <g  $31,500,000 

1993  HEAL  Program  Account  $23,884,000 


Total  Decrease  -$  7,616,000 


Budget  Authority  by  Activity 
(Dollars  in  $000) 


1991                         1992  1993 

Actual  Current  Estimate  Estimate 

SLIF  Liquidating 

Account                                            ---                    $48,000  $54,432 


HEAL  Program 

Account  

Administrative  Expenses... 

Total,  Program  Acct  


30,000  20,884 
1,500  3,000 
$31,500  $23,884 
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Health  Education  Assistance  Loans 


Budget  Authority  by  Object 
Liquidating  Account 
(Dollars  in  $000) 


1992 
Current 
Estimate 


1993 
Current 
Estimate 


Increase 

or 

Decrease 


Insurance  claims  and 
Indemnities   , 


$48,000 


$54,432 


$6,432 


Budget  Authority  by  Object 
Program  and  Financing  Accounts 
(Dollars  in  $000) 


1992 
Current  * 
Estimate 


1993 
Current 
Estimate 


Increase 
or 

Decrease 


Insurance  claims  and 

Indemnities    $30,000 

Administrative  Expenses   1,500 

Total   $31,500 


$20,884 
3,000 

$23,884 


-$9,116 
+  1,500 

-$7,616 
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Health  Education  Assistance  Loans 


Authorizing  Legislation 

(Dollars  in  $000) 

 FY    1992   FY  1993 

Amount  Current  Amount  Budget 

Authorized      Estimate  Authorized  Request 

Public  Health  Service  Act: 
Health  education 

assistance  loans  and 

Insurance  Fund:     (Title  VII, 

part  C,   subpart  I) 

Appropriation 

Liquidating  Acct   Expired  48,000  Expired  54,432 

Program  Acct   30,000  Expired  23,884 

Guarantee  Authority   Expired  290,000  Expired  230,000 

Borrowing  authority  -1    Expired    Expired   


Authorized  under  Sec.  727(b)(2)  of  the  PHS  Act.     "...for  fiscal  years 
after  September  30,   1978  such  sums  as  necessary  for  the  purpose  of 
administering  this  subpart.     Sums  appropriated  under  this  subsection 
shall  remain  available  until  expended..." 

Authorized  under  Sec.   734(a)  and  (b)  of  the  PHS  Act.     "There  is  hereby 
established  a  student  loan  insurance  fund  which  shall  be  available 
without  fiscal  year  limitation..."     "If  at  any  time,   the  monies  in  the 
fund  are  insufficient  to  make  payments  in  connection  with  the  default  of 
any  loan  insured  by  the  Secretary  under  this  subpart,   the  Secretary  is 
authorized  to  issue  to  the  Secretary  of  the  Treasury  notes  or  other 
obligations  in  such  forms  and  denominations,  bearing  such  maturities, 
and  subject  to  such  terms  and  conditions  as  prescribed  by  the  Secretary 
with  the  approval  of  the  Secretary  of  the  Treasury,  but  only  in  such 
amounts  as  may  be  specified  from  time  to  time  in  appropriations  Acts." 
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Health  Education  Assistance  Loans 


Appropriations  History 

SLIF  Liquidating  Account 
(Dollars  in  Thousands) 


Budget  House  Senate 

Year  Estimate        Allowance      Allowance  Appropriation 

Appropriation: 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990  ---        $25,000        $25,000  $24,870 

1991 

1992  $35,502        $48,000        $48,000  $48,000 


1993 


$54,432 
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Health  Education  Assistance  Loans 


Appropriations  History 

HEAL  Program  Account 
(Dollars  in  Thousands) 


Year 

Appropriation: 

1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

1992 

1993 


Budget 
Estimate 


House  Senate 
Allowance      Allowance  Appropriation 


$23,313  $31,500 
$23,884 


$31,500  $31,500 
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Health  Education  Assistance  Loans 


Justification 


General  Statement 
Health  Education  Assistance  Loans  (HEAL) 

To  assist  in  training  students  in  various  health  fields,  the  HEAL  program  was 
authorized  to  provide  insured  loans  for  students  enrolled  in  schools  of 
allopathic  and  osteopathic  medicine,  dentistry,  veterinary  medicine, 
optometry,  podiatry,  public  health,  pharmacy,  chiropractic,  and  graduate 
programs  in  health  administration,  clinical  psychology  and  allied  health. 

Eligible  student  borrowers  obtain  loans,   to  be  used  for  tuition  and  other 
reasonable  educational  and  living  expenses,   from  participating  commercial 
lenders,  educational  institutions,   State  agencies,   insurance  companies  and 
pension  funds.     The  repayment  of  principal  and  interest  is  guaranteed  by  the 
Federal  Government  if  the  borrower  becomes  permanently  disabled,  dies,  or 
defaults  on  the  repayments. 

Student  Loan  Insurance  Fund  (SLIF) 

The  SLIF  provides  repayments  to  the  lenders  on  defaulted  HEAL  loans,  and  for 
claims  due  to  the  death  or  disability  of  student  borrowers.     Deposits  to  the 
fund  are  derived  from  insurance  premiums  charged  to  the  borrowers  when  the 
loans  are  made,   repayments  of  defaulted  claims,  and  if  necessary,  from 
borrowing  authority  and/or  appropriations. 
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Health  Education  Assistance  Loans 


Health  education  assistance  loans: 

Authorizing  legislation  --    Public  Health  Service  Act,  Title  VII,  Section  727 


FY  1991 
Actual 


FY  1992 
Current 
Estimate 


FY  1993 
Estimate 


Loan  Guarantee 

Limitation      $260,000,000      $290,000,000  $230,000,000 


Increase  or 
Decrease 

$60,000,000 


Liquidating  Account: 
Appropriation 


48,000,000 


54,432,000 


+$  6,432,000 


Program  Account: 
Appropriation  — 

1993  Authorization:  Expired. 


31,500,000 


23,884,000 


$  7,616,000 


Purpose  and  Method  of  Operations 

Health  Education  Assistance  Loans  (HEAL) 

The  HEAL  program  insures  loans  provided  by  non- Federal  lenders  to  students  in 
health  professions  schools.     Students  in  schools  of  allopathic  medicine, 
dentistry,  veterinary  medicine,  optometry,  podiatry,  public  health,  pharmacy, 
chiropractic,  and  graduate  programs  in  health  administration,  clinical 
psychology  and  allied  health  are  eligible  to  participate  in  this  program. 
Both  principal  and  interest  repayments  are  guaranteed  by  the  Federal 
Government . 

Students  may  borrow  up  to  $20,000  a  year  --  to  an  aggregate  total  of  $80,000 
(except  for  pharmacy,  chiropractic,  public  health,  allied  health,  graduate 
health  administration,  and  clinical  psychology  students  who  will  be  limited  to 
$12,500  a  year  -  to  an  aggregate  total  of  $50,000).     Student  borrowers  are 
required  to  begin  repayment  of  the  principal  nine  months  after  they  complete 
training  and  have  a  maximum  repayment  period  of  25  years.     Payment  of 
principal  and  interest  may  be  deferred  during  additional  periods  of  full-time 
study  and  for  up  to  4  years  for  internship  or  residency  training,  and  for  up 
to  3  years  service  in  the  armed  forces,  the  Peace  Corps  or  other  specified 
program  as  a  full-time  volunteer  or  in  the  National  Health  Service  Corps. 


HEAL  -  Five  Year  Funding  History 

1988   $--- 

1989  

1990  

1991  

1992   31,500,000 


SLIF  -  Five  Year  Funding  History 

1988   $--- 

1989  

1990   25,000,000 

1991  

1992   48,000,000 
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Health  Education  Assistance  Loans 


Health  education  assistance  loans: 
Rationale  for  the  Budget  Request 

New  Guarantee  Authority 

Since  the  current  authority  for  the  HEAL  program  expired  at  the  end  of  FY 

1991.  A  reauthorization  bill  with  reforms  to  reduce  HEAL  defaults  has  not  yet 
been  enacted,   the  1993  estimate  for  HEAL  reflects  a  phase-down  of  the  HEAL 
program  consistent  with  current  law,   including  loans  to  new  borrowers  in  FY 

1992.  Under  such  a  phase-down,   continuing  borrowers  would  be  eligible  to 
receive  HEAL  support.     Other  borrowers  would  still  be  able  to  obtain  support 
through  other  programs,   including  the  Department  of  Education  and  the  private 
sector . 

The  Administration  will  also  continue  to  work  with  Congress  to  reform  the  HEAL 
program  to  reduce  the  Federal  government's  exposure  to  defaults,   as  HEAL 
defaults  continue  to  pose  a  significant  risk  to  the  Federal  government.  The 
Administration  favors  reforms  to  limit  the  participation  of  institutions  with 
the  highest  default  rates,   to  assess  penalty  fees  and  other  forms  of  risk- 
sharing  with  institutions  to  encourage  a  reduction  in  default  rates ,   and  to 
enhance  the  collection  authority  of  HHS .     Although  current  legislative 
authority  for  the  HEAL  program  expired  at  the  end  of  1991,   the  Administration 
recognizes  that  is  substantive  reforms  can  be  made  to  the  program  to  ensure 
that  HEAL  defaults  are  minimized,   the  program  could  continue  so  that  students 
who  are  at  low  risk  of  default  (like  many  of  those  attending  medical  schools) 
can  receive  loan  guarantees. 

Five-year  Estimates  on  HEAL  Obligations  and  Assumptions 

The  underlying  assumptions  used  to  estimate  SLIF  activity  through  FY  1997  are 
as  follows: 

1)  The  HEAL  program  requirements  will  not  undergo  any  dramatic  changes  over 
the  estimating  period. 

2)  Borrowing  with  decrease  at  a  rate  reflecting  program  phase-down. 

3)  Future  amounts  entering  litigation  will  reflect  amounts  entering 
repayment  and  amounts  in  repayment . 

4)  Amounts  in  and  entering  litigation  will  be  paid  as  claims  on  a  time 
schedule  estimated  from  the  limited  data  available  on  paid  claims  which 
have  been  litigated  and  the  assumption  of  a  3-year  litigation  cycle. 

5)  Death,  disability,  and  bankruptcy  claims  will  increase  based  on 
increased  amounts  entering  and  in  repayment. 

6)  Non-litigated  default  claims  will  increase  only  slightly,   since  most 
claims  will  be  required  to  go  through  the  litigation  process. 

7)  Collections  on  defaulted  loans  will  increase  as  cumulative  defaults 
increase . 
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Health  Education  Assistance  Loans 


1991 
Actual 


1992 
Estimate 


1993 
Request 


Loan  Disbursements  to 
students  ($000) .... 


$257,352 


$290,000 


$230,000 


Number  of  Borrowers 


29,966 


33,721 


26,744 


Average  Amount  per  Borrower 


$8,600 


$8,600 


$8,600 


Student  Loan  Insurance  Fund  (SLID 

The  Budget  Enforcement  Act  of  1990  (Credit  Reform)  has  altered  the  accounting 
method  for  the  HEAL  program.     Credit  reform  attempts  to  institute  a  consistent 
and  comparable  basis  of  measuring  the  costs  of  cash  and  credit  transactions  so 
that  proper  budgetary  decision  on  the  use  of  financial  resources  available. 

Consistent  with  the  Budget  Enforcement  Act  of  1990,  since  FY  1992,   the  Student 
Loan  Insurance  Fund  consists  of  three  accounts.     One  account  (the  liquidating 
account)  pays  obligations  which  arise  from  loans  guaranteed  prior  to  FY  1992. 
A  second  account  (the  financing  account),  pays  obligations  and  collects  income 
from  premiums  on  loans  guaranteed  in  FY  1992  and  beyond.     Each  annual  cohort 
of  loans  is  independently  tracked  in  this  account.     A  third  account,  the 
program  account,   is  appropriated  subsidy  budget  authority  needed  to  support 
payment  of  all  claims  arising  from  each  annual  cohort  of  loans  guaranteed 
since  FY  1992  (over  the  life  of  the  loan  cohort) .     These  funds  are  obligated 
to  the  financing  account  upon  disbursement  of  loans. 

The  FY  1993  Budget  requests  such  sums  as  may  be  necessary  to  carry  out  the 
purposes  of  the  program. 

Liquidating  Account 

An  estimated  $72,500,000  in  claims  (both  defaults  and  deaths/disabilities) 
will  come  due  in  FY  1993  for  loans  guaranteed  before  FY  1992.  Estimates 
indicate  that  $54,432  will  be  required  in  FY  1993  to  pay  claims  from  HEAL 
guarantees  made  prior  to  FY  1992. 

Financing  Account 

The  financing  account  will  hold  HEAL  premiums,  and  pay  claims  incurred  on 
loans  guaranteed  in  FY  1993  over  the  entire  life  of  the  loan.     The  estimated 
net  present  value  of  inflows,  primarily  HEAL  premiums  is  $18,400,000  for  the 
FY  1993  lending  cohort.     The  estimated  net  present  value  of  HEAL  outflows, 
primarily  defaults  and  deaths/disabilities  net  of  repayments,   is  $39,284,000 
for  the  FY  1993  lending  cohort.     Analyses  of  actual  HEAL  claims  data  served  as 
the  basis  for  cohort  based  default  and  estimated  that  an  additional 
$20,884,000  will  be  needed  to  pay  the  net  present  value  of  HEAL  claims.  An 
estimated  $17,000  in  claims  due  to  deaths  or  disabilities  will  come  due  in  FY 
1993  for  loans  guaranteed  following  the  effective  date  of  credit  reform 
legislation. 
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Health  Education  Assistance  Loans 


Program  Account 

The  estimated  subsidy  budget  authority  will  be  appropriated  to  the  program 
account  pursuant  to  the  Budget  Enforcement  Act  of  1990.     Upon  disbursement  of 
HEAL  guarantees,   subsidy  amounts  in  the  HEAL  program  account  will  be  obligated 
to  the  HEAL  financing  account. 

Program  Management 

In  FY  1993,   $3,000,000  is  requested  for  HEAL  program  management.     The  funds 
requested  will  be  used  to  begin  implementation  of  credit  reform  for  the  HEAL 
program  throughout  HRSA.     These  dollars  are  in  addition  to  those  funds 
requested  in  the  HRSA  main  account  Program  Management  line. 
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VACCINE  INJURY  COMPENSATION  PROGRAM  TRUST  FUND 

For  payments  from  the  Vaccine  Injury  Compensation  Program  Trust  Fund,  such 
sums  as  may  be  necessary  for  claims  associated  with  vaccine  -  related  injury  or 
death  with  respect  to  vaccines  administered  after  September  30,   1988,  pursuant 
to  subtitle  2  of  title  XXI  of  the  Public  Health  Service  Act,   to  remain 
available  until  expended:     Provided,  That  for  necessary  administrative 
expenses,   not  to  exceed  $2,500,000  shall  be  available  from  the  Trust  Fund  to 
the  Secretary  of  the  Department  of  Health  and  Human  Services. 


VACCINE  INJURY  COMPENSATION 

For  compensation  of  claims  received  by  the  United  States  Claims  Court  related 
to  the  administration  of  vaccines  before  October  1,   1988,  $80,000,000,  to 
remain  available  until  expended.      (Department  of  Health  and  Human  Services 
Appropriations  Act,  1992) 


573 


197 


Vaccine  Injury  Compensation  Program 


Amounts  Available  for  Obligation 
(Dollars  in  $000) 


1992 

1991  Current  1993 

Actual  Estimate  Estimate 

Balance,  Start  of  Year: 
U.S.  securities 

Par  Value   $368,560  $476,000  $519,853 

Unrealized  discounts   -13,002  -13,040  -13,913 


Total  Balance,  Start  of  Year .. .  355,558  462,960  505,940 
Receipts : 

Receipts   80,994  120,000  121,000 

Interest  Income   29,509  14,500  16,000 


Subtotal,  Receipts   110,393  134,500  137,000 

Total  balance  and  collections  465,951  597,460  642,940 

Appropriation  (Obligations)....  -154,080  -91,520  -91,520 

Unobligated  balance  returned  to 

receipts   151,089                          0  0 

Balance,  end  of  year: 
U.S.  securities: 

Par  Value   476,000  519,853  566,584 

Unrealized  discounts   -13,040  -13,913  - 15 , 164 


Total  Balance,   End  of  Year   462,960  505,940  551,420 
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Vaccine  Injury  Compensation  Program 


Budget  Authority  by  Activity 
(Dollars  in  $000) 


1991  1992  1993 

Actual  Current  Estimate  Estimate 

Appropriation : 

Insurance  Claims  &  Indemnities: 

Pre-10/1/88  claims  .  ..     $79,920  $80,000  $80,000 

Trust  Fund  Obligations: 

Post-10/1/88  claims   4,017  84,920  84,920 

Administrative  Expenses: 

HRSA  Direct  Operations...         2,500  2,500  2,500 


Total  Obligations   $86,437  $167,420  $167,420 


Budget  Authority  by  Object 
(Dollars  in  $000) 

1992  1993  Increase 

Current  Current  or 

Estimate  Es  timate  Decrease 

Insurance  claims  and 

Indemnities                                       $164,920  $164,920 

Administrative  Expenses   2,500  2,500   


Total   $167,420  $167,420 


Authorizing  Legislation 

1992  1993 
Amount  1992  Amount  Budget 

Authorized  Enacted  Authorized  Estimate 

Vaccine  Injury  Compensation  Program: 
(a)   PHS  Act,   Title  XXI,   Subtitle  2,   Parts  A  and  D 

Pre-FY  1989  Claims   $80,000,000     $80,000,000        $80,000,000  $80,000,000 

Post-FY  1989  Claims   Indefinite     154,080,000  Indefinite  86,920,000 


(b)  Sec.   6601(r)d  OBRA  of  1989   (P.L.  101-239) 

HRSA  Operations   2,500,000  2,500,000 


2,500,000  2,500,000 
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Vaccine  Injury  Compensation  Program 


Appropriations  History 
(Dollars  in  Thousands) 

Budget  House  Senate 

Year  Estimate        Allowance      Allowance  Appropriation 

Appropriation: 

1983 

1984 

1985 

1986 

1987 

1988 

1989 


1990  $74,500  $74,500  $74,500  $74,500 

1991  62,920  62,920  62,920  62,920 
1991 

Supplemental  ---  ---  17,000  17,000 

1992  ---  80,000  80,000  80,000 

1993  80,000 


63-634  0—92  19 
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Vaccine  Injury  Compensation  Program 


Vaccine  Injury  Compensation  Program 


Authorizing  Legislation 


Title  XXI,   Subtitle  2,   Parts  A  and  D,   of  the 
Public  Health  Service  Act;   and  related 
legislation. 


Appropriation: 
Pre -10/1/88  claims. 

Trust  Fund: 
Post-10/1/88  claims 
HRSA  Admin.   Costs . . 


FY  1991 
Actual 


FY  1992 
Approp . 


FY  1993 
Estimate 


Increase 
or 

Decrease 


$79,920,000    $80,000,000  $80,000,000 

154,080,000      84,920,000  84,920,000 
2,500,000        2,500,000  2,500,000 


Purpose  and  Method  of  Operations 

The  National  Childhood  Vaccine  Injury  Act  of  1986  amended  the  Public  Health 
Service  Act  to  establish  the  National  Vaccine  Improvement  Program  to  provide 
compensation  for  vaccine-related  injury  or  death.     The  Act  requires  the 
service  of  petitions  upon  the  Secretary  of  the  Department  of  Health  and  Human 
Services   (HHS)   and  filing  with  the  United  States  Claims  Court  to  initiate 
compensation  claims  proceedings,  which  must  be  completed  within  420  days  of 
the  service/filing  date.     The  Secretary  of  HHS  is  the  respondent  in 
compensation  claims  proceedings. 

The  Health  Resources  and  Services  Administration  (HRSA)  has  been  delegated  the 
authority  to  administer  Parts  A  and  D  of  Subtitle  2.     Consistent  with  this 
delegation,  HRSA: 

receives  petitions  for  compensation  served  on  the  Secretary; 
arranges  for  medical  review  of  each  petition  and  supporting 
documentation  by  physicians  with  special  expertise  in  pediatrics  and 
neurology  and  develops  recommendations  regarding  the  petitions  for 
compensation; 

publishes  notice  of  each  petition  received  in  the  Federal  Register; 
promulgates  regulations  to  modify  the  Vaccine  Injury  Table; 
provides  administrative  support  to  the  Advisory  Commission  on 
Childhood  Vaccines,  composed  of  13  members  including  health 
professionals,   PHS  Agency  heads,   attorneys,  and  legal 
representatives  of  children  who  have  suffered  a  vaccine  -  related 
injury  or  death;  and 

compiles  data  for  submission  to  the  Congress  on  the  number  of 
compensation  awards  for  various  periods  following  implementation  of 
the  program. 
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Vaccine  Injury  Compensation  Program 


Vaccine  Injury  Compensation  Program 

The  Vaccine  Injury  Compensation  Program  (VICP)  performs  medical  review  of 
petitions  and  pays  compensation  awards  for  vaccine  related  injuries  or  deaths. 
Payments  for  post-October  1,   1988  claims  are  made  from  the  Vaccine  Injury 
Compensation  Trust  Fund  authorized  by  the  Congress  for  the  payment  of  claims 
to  individuals  injured  by  vaccines  administered  on  or  after  October  1,  1988, 
the  effective  date  of  the  authorizing  legislation.     Total  (pre  and  post) 
awards  for  injury  cases  to  date  range  from  $3,455  to  $3.8  million.     Awards  for 
death  cases  are  fixed  at  $250,000  plus  a  maximum  of  $30,000  attorney's  fees. 
The  average  award  for  pre-October  1,   1988  injury  cases  is  $1.0  million. 

The  Bureau  recently  completed  an  analysis  of  all  awards  paid  to  date,  and  have 
documented  a  very  significant  downward  trend  in  the  average  amount  of  injury 
awards  paid  under  the  retrospective  portion  of  the  program.     The  analysis 
shows  a  reduction  from  the  previous  average  of  $1.2  million  per  award  to  $1.1 
million  in  FY  1991.     This  can  be  attributed  in  large  part  to  the  progress 
being  made  by  the  Department  of  Justice  staff  in  bringing  the  damages  portion 
of  the  adjudication  process  to  closure  by  increasing  the  portion  of  cases 
being  settled  by  the  parties  in  the  case  rather  than  going  back  to  the  special 
master  for  resolution.     In  FY  1992,  we  have  made  more  progress  in  reducing  the 
average  award  amount  to  a  level  just  below  $1  million. 

The  reasons  for  the  savings  are  two-fold:     (1)  increased  competition  among 
insurance  companies  for  the  annuity,   and  (2)  purchase  in  one  lump  sum  rather 
than  four  separate  installments.     Since  the  legislation  became  effective  on 
November  26,   1991,   seven  awards  that  had  been  negotiated  previously  have  been 
renegotiated  under  the  new  legislation  resulting  in  an  average  savings  of  15 
percent  of  the  original  annuity  purchase  price- -over  $1.6  million  in  tangible, 
actual  savings  has  been  realized  from  just  these  seven  awards.     What  is 
especially  noteworthy,  however,   is  the  savings  of  over  $500,000,   or  24 
percent,  from  the  seventh  award.     This  is  the  first  case  to  document  the 
savings  from  increased  competition  as  it  was  purchased  from  an  insurance 
company  that  previously  had  refused  to  do  business  with  us  because  of  the 
requirement  for  four  equal  installments. 
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Vaccine  Injury  Compensation  Program 


Vaccine  Injury  Compensation  Program 
Rationale  for  the  Budget  Request 

In  FY  1993,   the  HRSA  is  requesting  an  appropriation  of  $80,000,000  to  cover 
payment  of  pre -October  1,   1988  claims.     This  request  is  the  full  authorized 
level  for  payment  of  pre-October  1,   1988  claims.     We  are  currently  developing 
a  comprehensive  legislative  agenda  for  dealing  with  the  financial  implications 
of  the  over  4,000  pre-enactment  claims  received  by  the  deadline  of  January  31, 


The  HRSA  is  also  requesting  $2,500,000  from  the  Trust  Fund  for  necessary 
administrative  expenses  borne  by  the  Department  that  are  associated  with  the 
internal  medical  review  of  claims,   external  medical  review  of  claims  by 
outside  consultants,    (including,  where  warranted,   expert  testimony  to  the 
Court)  professional  and  administrative  support  to  the  Advisory  Commission  on 
Childhood  Vaccines,  meeting  specific  administrative  requirements  of  the  Act, 
maintaining  necessary  records,   and  reporting,   as  required  by  Congress. 

The  HRSA  also  requests  budget  authority  for  such  sums  as  may  be  necessary  from 

the  Vaccine  Trust  Fund  for  payment  of  post-October  1,  1988  claims.  The 

current  estimate  is  that  $84,920,000  will  be  paid  out  of  the  Trust  Fund  for 
FY  1993. 


1991. 


FY  1992 


FY  1993 


Appropriation : 

Payment  of  pre-10/1/88  claims 


$80,000,000 


$80,000,000 


Trust  Fund: 

Payment  of  post-10/1/88  claims 
HRSA  operations  


84,920,000 
2.500.000 


84,920,000 
2  .  500.000 


Total  budget  authority 


$167,420,000 


$167,420,000 


\ 
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Thursday,  March  19,  1992. 


ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH 
ADMINISTRATION 

WITNESSES 

ROBERT  L.  TRACHTENBERG,  ACTING  ADMINISTRATOR 

DR.  FREDERICK  K.  GOODWIN,  DIRECTOR,  NATIONAL  INSTITUTE  OF 
MENTAL  HEALTH 

RICHARD  A.  MILLSTEIN,  ACTING  DIRECTOR,  NATIONAL  INSTITUTE  ON 
DRUG  ABUSE 

DR.  ENOCH  GORDIS,  DIRECTOR,  NATIONAL  INSTITUTE  ON  ALCOHOL 
ABUSE  AND  ALCOHOLISM 

LORAN  D.  ARCHER,  DEPUTY  DIRECTOR,  NATIONAL  INSTITUTE  ON  ALCO- 
HOL ABUSE  AND  ALCOHOLISM 

ELAINE  M.  JOHNSON,  PH.D.,  DIRECTOR,  OFFICE  FOR  SUBSTANCE  ABUSE 
PREVENTION 

DR.  BENY  J.  PRIMM,  ASSOCIATE  ADMINISTRATOR,  OFFICE  FOR  TREAT- 

MENT  IMPROVEMENT 
STEPHEN  W.  LONG,  DIRECTOR,  DIVISION  OF  FINANCIAL  MANAGEMENT 
DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET,  DE- 
PARTMENT OF  HEALTH  AND  HUMAN  SERVICES 

INTRODUCTION  OF  WITNESSES 

Mr.  Natcher.  At  this  time,  we  take  up  the  budget  request  for 
fiscal  year  1993  for  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration. 

We  have  before  the  Committee,  Mr.  Trachtenberg. 

Mr.  Trachtenberg,  before  you  give  us  your  statement,  tell  us  who 
you  have  with  you  there  at  the  table  please. 

Mr.  Trachtenberg.  I  will  be  pleased  to  do  that. 

To  my  very  far  right  is  Dr.  Enoch  Gordis,  Director  of  National 
Institute  on  Alcohol  Abuse  and  Alcoholism.  He  has  to  give  a  key- 
note speech  at  the  University  of  Maryland,  and  with  your  permis- 
sion after  about  a  half  hour  he  will  be  replaced  by  his  Deputy  Di- 
rector, Loran  Archer. 

Next  to  him  is  Richard  Millstein,  Acting  Director  of  the  National 
Institute  on  Drug  Abuse.  To  my  immediate  right  is  Dr.  Elaine 
Johnson,  Director  of  the  Office  for  Substance  Abuse  Prevention.  To 
my  immediate  left  is  Stephen  Long,  Director,  Division  of  Financial 
Management.  To  Mr.  Long's  left  is  Dr.  Frederick  Goodwin,  Director 
of  the  National  Institute  of  Mental  Health;  and  to  his  left  is  Dr. 
Beny  Primm,  Director  of  the  Office  for  Treatment  Improvement. 
We  also  have  the  Department's  representative,  Mr.  Dennis  Wil- 
liams. 

Mr.  Natcher.  Thank  you. 

We  will  be  pleased  to  hear  from  you. 
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Opening  Statement 

Mr.  Trachtenberg.  With  your  permission,  I  would  like  to  submit 
for  the  record  my  full  statement  and  digress  for  a  moment  to  note 
that  I  first  testified  before  this  subcommittee  in  1980  when  I  pre- 
sented President  Carter's  budget.  At  the  end  of  this  month,  I  will 
retire  after  32  years. 

I  can  find  no  finer  conclusion  to  my  career  than  to  again  present 
the  President's  budget  to  the  subcommittee. 

This  request  of  $3,275,860,000  reflects  agency  programs  and 
initiatives  which  seek  to  define  and  understand  brain  and  behavior 
disorders  by  means  of  a  broad  range  of  cutting  edge  research  ap- 
proaches, inspired  by  dedicated  investigators,  and  to  treat  and  pre- 
vent these  disorders  through  aggressive  application  of  research 
knowledge  delivered  through  a  network  of  prevention  and  treat- 
ment providers  supported  by  dedicated  clinicians  and  other  care 
givers,  often  under  less  than  ideal  conditions. 

We  in  the  ADM  fields — and  here.  I  include  patient  and  family 
groups — are  encouraged  by  our  progress  in  both  areas.  We  continue 
to  gain  valuable  knowledge  in  the  understanding  of  the  physiologic 
and  behavioral  bases  of  such  widespread  and  crippling  disorders 
such  as  schizophrenia,  alcohol  and  other  drug  abuse. 

For  example,  we  have  cloned  both  the  cocaine  and  dopamine  re- 
ceptors. These  advances  not  only  will  help  us  to  develop  medica- 
tions to  block  the  temporary  euphoria  that  comes  from  cocaine  use,  ! 
but  also  to  treat  mental  disorders  such  as  schizophrenia. 

These  molecular  techniques  are  also  being  used  to  gain  insight 
into  individual  variations  in  susceptibility  to  alcohol's  harmful  ef- 
fects. 

Each  of  these  findings  holds  great  promise,  not  only  for  targeting 
clinical  interventions  but  ultimately  for  improving  treatment  out- 
come for  these  devastating  diseases. 

Overall,  Mr.  Chairman,  we  have  a  modest  request  for  an  increase  j 
in  our  research  budget  of  5.8  percent.  I  say  this  while  noting  that  j 
ADAMHA  is  the  primary  source  of  research  funding  in  the  United 
States,  providing  64  percent  of  all  the  research  funds  available  to  j 
study  mental  and  addictive  disorders. 

At  the  same  time,  two  Institute-level  ADAMHA  offices  which  are  \ 
responsible  for  disseminating,  demonstrating,  and  evaluating  new 
interventions — with  particular  emphasis  on  substance  abuse — ac-  j 
count  for  the  fastest  growth  in  our  budget  request. 

In  the  drug  prevention  domain,  we  continue  to  build  a  strong  Na- 
tional prevention  system  were  virtually  none  existed  five  years  ago. 
This  includes  the  establishment  of  community  partnerships  in  252 
communities  throughout  the  Nation,  model  programs  focusing  on 
high-risk  youth,  effective  communication  campaigns,  and  programs 
that  prevent  drug  use  or  intervene  with  the  pregnant  addict. 

As  we  make  gains  in  prevention,  it  underscores  urgent  treatment 
needs  for  a  hard  core  population  that  desperately  needs  help. 
Through  our  Capacity  Expansion  Program,  in  1993  and  other  treat- 
ment expansion  initiatives,  including  the  ADMS  Block  Grant  Pro- 
gram, ADAMHA  will  increase  to  nearly  20  percent  its  share  of 
total  drug  treatment  slots  in  the  Nation. 
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It  is  not  simply  more  treatment  slots  that  is  our  goal,  but  effec- 
tive slots  that  help  people  to  successfully  complete  treatment, 
which  reduces  recidivism.  In  the  exercise  of  our  Federal  leadership 
role  in  the  treatment  system,  we  propose  substantial  growth  of  our 
State  Systems  Development  Program,  which  will  improve  both  ac- 
countability and  service  delivery  in  State  administration  of  the 
drug  and  alcohol  portions  of  the  ADMS  Block  Grant. 

Finally,  Mr.  Chairman,  if  you  would  allow  me  one  more  moment 
to  assure  you  that  each  of  us  sitting  at  this  table  today  recognizes 
the  enormous  impact  of  these  diseases  on  the  fabric  of  all  of  our 
lives.  We  have  made  progress,  but  we  cannot  underestimate  the 
size  of  the  problem.  We  know  there  is  much  to  be  done. 

We  present  a  budget  today  that  supports  diverse  programs.  But  I 
feel  I  must  underscore  that  these  programs  have  a  single  intent— 
to  help  these  who  suffer  from  these  chronic  diseases  as  well  as, 
their  families  and  their  communities. 

Mr.  Chairman,  at  this  point  I  and  my  colleagues  would  be  very 
happy  to  address  any  questions  that  you  or  other  Members  of  the 
subcommittee  may  have. 

Mr.  Natcher.  Thank  you. 

[The  statement  of  Mr.  Trachtenberg  follows:] 
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STATEMENT  OF  THE  ACTING  ADMINISTRATOR 
ALCOHOL,   DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 

Mr .  Chairman  and  Members  of  the  Subcommittee : 

I  am  pleased  to  appear  before  you  to  discuss  the  President's 
fiscal  year  1993  budget  request  for  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  Administration  (ADAMHA) . 

ADAMHA  is  the  Nation's  principal  source  of  support  for  the 
generation  of  new  knowledge  and  the  exercise  of  national  leadership 
in  the  treatment  and  prevention  of  disorders  that  affect  nearly  one 
in  five  Americans  at  any  given  moment.     Mental  and  addictive 
disorders  account  for  more  than  $66  billion  in  clinical  care  costs 
annually,  and- -particularly  in  the  case  of  alcohol  and  other  drug 
abuse- -are  closely  intertwined  with  general  health  care  concerns. 

In  order  to  support  and  advance  programs  to  ameliorate  the 
economic  and  human  toll  of  these  disorders,  ADAMHA  requests  $3.3 
billion.     Fully  one -half  of  our  overall  request  will  be  directed  to 
the  critical  area  of  drug  abuse.     Viewed  from  another  perspective, 
the  request  would  provide  $1.36  billion  to  the  ADMS  Block  Grant, 
which  we  administer,  and  $1.9  billion  to  our  categorical  research, 
treatment,  and  prevention  programs. 

Mr.  Chairman,  only  two  decades  ago,  many  people  considered 
"mental  health  problems,"  as  they  were  euphemistically  called,  and 
abuse  of  alcohol  and  other  drugs  to  stand  on  the  periphery  of  our 
national  health  and  health  science  agenda.     This  perception 
contributed  directly  to  the  stigmatization  of  these  disorders  and, 
in  turn,  to  inadequate  support  for  research,  a  consequent  lack  of 
focus  in  treatment,  and,  most  critically,  a  reluctance  on  the  part 
of  individuals  to  acknowledge  these  disorders  and  to  seek  help . 

Over  the  course  of  my  service  with  the  Agency,  I  have  seen  a 
dramatic  transformation  in  the  spirit  and  the  substance  of  Federal 
programs  focused  on  alcoholism,  drug  abuse,  and  mental  illness. 

This  transformation  stems  from  our  conviction,  solidly 
grounded  in  behavioral  and  biomedical  science,   that  mental  and 
addictive  disorders,  while  devastating,  also  are  highly  definable 
and  increasingly  treatable. 

"Definable"  and  "treatable"  summarize  the  thrust  of  ADAMHA' s 
research,  treatment,  and  prevention  initiatives.  Increasingly 
precise  definitions  permit  us  to  plan- -for  schizophrenia,  for 
mental  disorders  of  childhood,  and  for  the  service  system  needs  of 
persons  with  severe  mental  illnesses  and  for  addiction  disorders- 
research  agendas  that  afford  maximum  flexibility  to  independent 
investigators  while  maintaining  a  focus  on  specific  objectives. 

The  definability  of  disorders  is  a  direct  product  of  our 
investment  in  research  over  the  course  of  many  years.  Contributing 
to  a  sharper  definition  have  been  research-based  refinements  in 
diagnostic  systems;  further  subtyping  of  disorders  made  possible  by 
examining  the  differential  responses  of  patients  to  pharmacologic 
and  other  interventions;  and  family  and  genetic  studies  that 
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enabled  us,   for  example,   to  identify  Type  I  and  Type  II  alcoholism, 
where  the  former  denotes  anxiety- driven,  middle -age  onset  problem 
drinking,  and  latter  indicates  early  onset  alcoholism  with  a  strong 
genetic  component. 

Of  course,  powerful  molecular  biological  techniques  are  being 
used  by  ADAMHA- supported  scientists  in  ways  that  point  to  ever 
greater  specificity  and  efficacy  in  clinical  practice.  For 
example,  NIAAA  researchers  identified  a  specific  protein  that  binds 
to  and  influences  the  gene  responsible  for  the  expression  of 
alcohol  dehydrogenase  (ADH) ,   the  major  alcohol-metabolizing  enzyme 
found  in  the  liver;   this  finding  may  help  explain  individual 
variations  in  susceptibility  to  the  pathological  effects  of 
alcohol . 

Another  use  of  the  new  tools  of  psychiatric  neuroscience  is 
to  tease  out  and  examine  clinically  relevant  nuances  of  psychotic 
behavior,  again  in  the  interest  of  developing  treatments  tailored 
to  specific  brain  dysfunctions.     One  promising  example  was  reported 
recently  by  NIMH  grantees  at  Yale  University;  working  with  animal 
models,   the  investigators  identified,  for  the  first  time,  a 
connection  between  a  specific  neurotransmitter  receptor- -  the 
dopamine  Dx  receptor- -and  one  of  the  cognitive  deficits  - -memory 
loss- -associated  with  the  highly  treatment-resistant  "negative" 
symptoms  of  schizophrenia.     The  finding,  only  possible  in  light  of 
precise  phenomenologic  descriptors  of  schizophrenia,  provides  the 
beginnings  of  a  neurobiologic  framework  for  understanding  negative 
symptoms  and,  at  the  same  time,  offers  a  lead  for  medications 
development  efforts. 

Indeed,  our  agency-wide  medications  development  initiative  is 
based  on  and  will  contribute  to  the  definability  of  ADM  disorders. 
This  initiative  is  designed  to  speed  pre-clinical  screening  of 
potential  therapeutic  compounds,  build  capacity  for  the  conduct  of 
clinical  trials,  and  initiate  actual  safety  and  efficacy  testing  of 
the  most  promising  agents.     We  are  excited  by  the  success  of 
scientists  at  NIDA's  Addiction  Research  Center  in  isolating  and 
cloning  the  cocaine  receptor,  a  dopamine  transporter  which  serves 
as  the  molecular  site  of  action  for  cocaine's  mind-altering 
effects.     This  finding  is  quite  promising  in  terms  of  developing 
medications  capable  of  antagonizing,  or  blocking,   the  temporary 
euphoria  that  comes  from  cocaine  use  and,  thus,  in  improving 
treatment  outcome. 

The  definability  of  mental  and  addictive  disorders  has 
encouraged  us  to  initiate,  with  assurance,  efforts  to  establish 
urgently  needed  service  system  linkages  with  the  general  medical 
sector . 

In  this  context,   I  also  will  make  note  of  the  enthusiastic 
response  to  last  month's  Secretarial  Conference  to  Link  Primary 
Care,  HIV,  Alcohol,  and  Drug  Abuse  Treatment,  convened  for  the 
Secretary  by  our  Office  for  Treatment  Improvement  (OTI) .  Its 
success  attests  to  the  converging  public  health  demands  which 
seriously  overburden  our  health  service  systems.     Principal  among 
new  sources  of  demand  for  general  health  services  are  patients 
suffering  from  both  substance  abuse  and  HIV-caused  illness.  We 
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recognize  that  strains  on  any  one  part  of  the  health  care  system 
have  an  impact  on  the  availability  and  accessibility  of  resources 
needed  by  all  components  of  the  system.     The  improved  interaction 
and  integration  of  substance  abuse  treatment  services  with  general 
health  services  which  we  are  encouraging  can  play  a  critical  role 
in  maintaining  and  enhancing  the  quality  of  health  services 
available  to  all  Americans . 

Most  importantly,   the  manner  in  which  we  define  mental  and 
addictive  disorders  underpins  the  quality  of  treatments  at  both  the 
clinical  and  the  service  system  levels  and  the  efficacy  of 
preventive  interventions  for  mental  and  addictive  disorders. 

Particularly  in  the  substance  abuse  arena,  our  emphases  on 
prevention  and  treatment  are  driven  by  strong  evidence  that  while 
early  prevention  efforts  are,   indeed,   effective,  improved 
treatments  are  required  by  a  number  of  more  seriously  addicted 
persons . 

With  respect  to  the  prevention  of  substance  abuse,   the  steady 
downward  trends  of  the  past  several  years  seen  in  NIDA's  annual 
High  School  Senior  Survey  show  that  a  majority  of  students  today 
are  declining  to  experiment  with  any  illicit  drug;  moreover, 
increasing  numbers  of  youngsters  are  making  informed,  early 
decisions  that,   in  many  instances,  will  preclude  their  future  legal 
use  of  nicotine  and  will  greatly  moderate  their  use  of  alcohol. 
However,   there  are  many  who  are  concerned  that  we  are  not 
adequately  reaching  the  truant,   the  dropout,   and  persons  who  are  at 
highest  risk  of  abuse.     Prevention  programs  that  draw  on  sound, 
credible  information  from  a  wide  variety  of  sources  about  the 
negative  consequences  of  drug  use  do  work. 

While  we  will  continue  to  refine  public  education  activities 
needed  to  maintain  past  gains,  key  programs  supported  by  ADAMHA's 
Office  for  Substance  Abuse  Prevention  will  focus  on  individuals  at 
known  high  risk- -for  example,  High  Risk  Youth,   and  Pregnant  Women 
and  Infants- -and  on  systems -building  to  set  a  solid  foundation  for 
the  continuation  of  prevention  efforts.     Here,    let  me  highlight  the 
Community  Partnership  Program  conducted  by  our  Office  for  Substance 
Abuse  Prevention  to  assist  communities  in  developing  coordinated, 
comprehensive  prevention  systems.     A  total  of  254  Community 
Partnership  grants  were  awarded  in  1990  and  1991.     Last  year,  OSAP 
introduced  a  new  Community  Partnership  Study  Program;  this 
outgrowth  of  the  original  program,  which  will  involve  both  a  target 
and  a  comparison  community,   includes  communities  with  a  higher  than 
average  prevalence  of  alcohol  and  other  drug  use,   gaps  in  existing 
prevention  activities,   or  no  substantial,   comprehensive  prevention 
programs.     Greater  emphasis  on  rigor  in  design  and  evaluation  of 
programs  will  be  useful  in  identifying  specific  prevention 
strategies  which  warrant  large-scale  replication. 

Let  me  note  that  with  respect  to  prevention  broadly,  we 
realize  that  the  ability  of  individuals  to  understand  how 
information  derived  from  research  can  enhance  health  and  healthy 
behavior  is  critical  to  the  ultimate  success  of  our  enterprise. 
Thus,   our  request  includes  $6.4  million  to  support  efforts  aimed  at 
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improving  pre-college  science  education  and  raising  scientific 
literacy  among  the  adult  public. 

As  I  suggested  above,  we  are  making  headway  in  the  primary 
prevention  of  drug  abuse.     These  gains  have  placed  in  stark  relief 
a  vulnerable  population  comprised  of  persons- -both  long-term  drug 
users  and  others  who  are  addiction-prone.     Thus,  ADAMHA  is 
emphasizing  the  development  and  demonstration  of  treatment 
approaches  which  target  biological  and  psychological  factors  that 
interact  with  environmental  influences  to  make  certain  individuals 
more  prone  than  others  to  addictive  drug  use.     We  know  that  among 
the  most  critical  precursors  or  contributors  to  drug  use  are  the 
presence  of  a  mental  disorder,  which  all  too  often  goes 
unrecognized  and  untreated;  a  history  of  physical  or  mental  abuse; 
persistent  childhood  conduct  disorders  that  are  characterized  by 
impulsivity  and  aggression;  or  a  family  history  of  substance  abuse. 

These  and  other  research  leads  enable  us  to  target  early 
interventions  to  those  at  greatest  risk.     NIAAA,   for  example,  has 
supported  the  development  of  two  improved  instruments  for  detecting 
alcohol  abuse  by  pregnant  women.     Known  as  T-ACE  and  TWEAK,  these 
clinical  tools  lend  themselves  to  routine  use  in  pre-natal  clinics 
and  Ob/Gyn  offices  and  offer  a  means  of  helping  to  prevent  Fetal 
Alcohol  Syndrome,  the  third  leading  known  cause  of  mental 
retardation  and  other  birth  defects. 

It  is  likely  that  early  interventions  focused  on  precursors 
to  addiction  or  other  pathologies  will  prove  no  less  critical  to 
prognosis  than  is  early  intervention  in  the  context  of  cancer, 
heart  disease,  or  clinical  depression. 

The  increases  we  propose  for  treatment  and  prevention 
initiatives  are  consonant  with  public  health  needs.     The  NIMH 
Homeless  Demonstration,  for  example,  would  expand  as  part  of  an 
Federal  effort  to  integrate  treatment  services  support  and  housing 
assistance  for  mentally  ill  homeless  persons.     The  thrust  of  our 
request,  however,  is  on  drug  abuse  services.     Indeed,  the  rate  of 
growth  of  these  programs  in  1993  will  be  11  percent. 

A  major  vehicle  for  increasing  drug  treatment  services  will 
be  the  OTI's  Capacity  Expansion  Program;  launched  in  FY  1992  with 
monies  transferred  from  ONDCP's  Special  Forfeiture  Fund,  the  CEP 
will  award  demonstration  grants  to  expand  residential  and/or  day 
services  treatment  capacity.     In  addition  to  a  significant 
enlargement  of  the  CEP  in  1993,  we  propose  to  increase  funding  for 
drug  abuse  treatment  improvement  programs  dealing  with  criminal 
justice,  critical  populations,  and  target  cities,  by  about  one- 
third  over  1992. 

Collectively,  these  expansions  will  increase  the  number  of 
ADAMHA- supported  treatment  slots  by  more  than  17,000.     In  1993, 
support  from  all  sources  for  drug  abuse  treatment  will  expand  to 
make  services  available  to  1.8  million  persons.     ADAMHA -managed 
funds  support  nearly  18  percent  of  the  Nation's  drug  abuse 
treatment  slots.     In  addition  to  Block  Grant  payments  for  slots, 
ADAMHA  has  underway  a  number  of  initiatives  designed  to  improve  the 
appropriateness  and  quality  of  treatment.     OTI's  Treatment  Campus 
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grant  program,  for  example,  will  test  the  effectiveness  of 
coordinated  supportive  services  in  a  multi -modality  setting. 

Another  OTI  priority  is  the  State  Systems  Development 
Program,  designed  to  improve  accountability  in  State  administration 
of  ADMS  Block  Grant  funds.     The  keystone  of  the  SSDP,  which  is 
supported  through  the  5  percent  ADMS  Block  grant  set-aside,   is  the 
creation  of  a  national  database  of  current  State  and  local 
treatment  activities  and  provision  of  technical  assistance  to 
States,   to  ensure  that  statutory  block  grant  requirements  are  met. 
OTI  also  has  begun  to  develop  Treatment  Improvement  Protocols 
(TIPS)  for  dissemination  to  practitioners  throughout  the  country. 
Two  protocols  have  been  developed,  focused  on  pregnant  substance 
abusing  women,  and  screening  for  infectious  diseases  among 
substance  abusers.     Additional  TIPS  are  now  under  development. 


I  will  be  pleased  to  answer  any  questions  you  may  have. 
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ROBERT  LAWRENCE  TRACHTENBERG 

Mr.  Robert  L.  Trachtenberg  was  named  Deputy  Administrator  of 
the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration  (ADAMHA) 
of  the  Department  of  Health  and  Human  Services  in  May  1979.  As 
Deputy  Administrator,  he  is  responsible  for  administering  and 
coordinating  Federal  programs  and  activities  to  improve 
understanding,  prevention,  and  treatment  of  mental  and  addictive 
disorders.     ADAMHA  employs  2,200  people,  and  its  budget  is  more 
than  $3  billion. 

In  this  position,  Mr.  Trachtenberg  supervises  the 
implementation  of  legislative  strategies,   sets  public  health 
policy,  and  works  closely  with  outside  professional  and  advocacy 
organizations.     He  is  widely  regarded  as  a  leader  in  mental  health 
and  is  a  key  policy  maker  in  the  Nation's  War  on  Drugs.     He  has 
been  credited  with  numerous  management  improvements  and  innovations 
including  the  JCAHO  accreditation  of  St.  Elizabeths  Hospital. 

Prior  to  joining  ADAMHA,  Mr.  Trachtenberg  had  been  an 
Associate  Commissioner  for  Hearings  and  Appeals,  and  Chairman  of 
the  Appeals  Council  for  the  Social  Security  Administration  since 
1975.     In  this  post  he  was  responsible  for  an  adjudicatory  system 
that  involved  disability,  retirement  and  Medicare  cases.  Mr. 
Trachtenberg  was  recognized  as  a  national  expert  in  disability  law 
and  in  administrative  due  process. 

From  September  1973  to  January  1975,  Mr.  Trachtenberg  was 
Deputy  Assistant  Secretary  for  Grants  and  Procurement  Management, 
Office  of  the  Secretary,  Department  of  Health,   Education,  and 
Welfare.     He  was  credited  with  major  reforms  of  the  procurement  and 
grant  process  for  the  Department. 

Mr.  Trachtenberg  served  as  Deputy  General  Counsel,  Office  of 
Economic  Opportunity,  from  August  1967  to  September  1973,  where  he 
specialized  in  procurement  and  grant  law  as  well  as  legal  and 
business  management,  and  supervised  the  Agency's  investigative 
operation. 

A  graduate  of  Fairleigh  Dickinson  University  (B.A.   1957)  and 
the  New  York  Law  School  (LL.B  1959),  where  he  was  on  law  review, 
Mr.  Trachtenberg  served  in  the  military  for  4  1/2  years  as  a  judge 
advocate.     He  was  then  appointed  as  a  civilian  trial  attorney  and 
represented  the  Government  in  contract  appeals  cases.     He  is 
admitted  to  practice  law  in  New  York  State  and  Washington,  D.C. 

In  the  fall  of  1991,  Mr.  Trachtenberg  was  elected  a  Fellow  of 
the  National  Academy  of  Public  Administration.     He  has  twice  been 
awarded  (1982  and  1989)  the  Rank  of  Distinguished  Executive  by 
Presidents  Reagan  and  Bush,   the  highest  performance  award  given  to 
members  of  the  Senior  Executive  Service.     President  Carter  awarded 
him  the  Meritorious  Rank  award  in  1980.     Other  awards  include:  the 
1990  American  Psychiatric  Association  Certificate  of  Commendation 
recognizing  him  as  one  of  the  top  administrators  in  the  Federal 
Government;   the  1985  Robert  W.  Jones  Award  for  executive  Leadership 
awarded  by  American  University;   the  1986  Philadelphia  County 
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Medical  Society  Annual  Humaneness  in  Medicine  Award;  and  the  1974 
William  A.  Jump  Foundation  Recognition  Award. 

Born  in  Brooklyn,  New  York,  Mr.  Trachtenberg  is  married  to 
Judy  Trachtenberg,  a  psychiatric  nurse  specializing  in  vocational 
rehabilitation  at  Chestnut  Lodge  Hospital.     They  have  four 
children. 
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EXPRESSING  APPRECIATION 

Mr.  Natcher.  Before  we  begin  the  questions  we  want  to  take  this 
opportunity,  Mr.  Trachtenberg,  to  wish  you  the  best  of  everything 
in  your  coming  retirement  from  Federal  service.  You  have  had  a 
long  and  distinguished  career  in  the  Federal  Government  and  have 
been  the  Deputy  Administrator  of  this  agency  since  1979. 

You  have  been  before  our  subcommittee  on  a  number  of  occa- 
sions. We  want  you  to  know  that  the  Members  of  the  Committee 
appreciate  the  valuable  service  that  you  have  rendered  to  your 
country  and  to  us  at  all  times. 

Mr.  Trachtenberg.  Thank  you  very  much,  Mr.  Chairman. 

You  honor  me  by  those  remarks. 

ALCOHOL  RESEARCH  BREAKTHROUGHS 

Mr.  Natcher.  Now,  Dr.  Gordis,  we  understand  that  you  have  to 
leave  a  little  early.  You  need  to  take  care  of  a  longstanding  com- 
mitment. 

Before  you  do,  we  would  like  to  ask  you  a  few  questions  on  your 
budget,  Doctor.  Have  there  been  any  significant  findings  or  break- 
throughs during  the  past  year  in  the  field  of  alcohol  research? 

Dr.  Gordis.  Thank  you,  Mr.  Natcher. 

First,  before  I  answer  the  question  I  would  like  to  thank  you  for 
your  consideration  of  my  longstanding  prior  commitment.  I  am 
very  grateful  for  that  courtesy. 

Sir,  my  colleagues  and  I  at  NIAAA  are  pleased  to  be  able  to 
report  on  significant  accomplishments  in  the  area  of  alcoholism  re- 
search this  year.  Our  mandate  is  to  deliver  the  scientific  findings 
which  will  prevent  alcohol  problems  before  they  occur  and,  when 
that  is  not  possible,  to  treat  them  more  effectively. 

For  that  purpose,  we  support  a  wide  range  of  science:  genetic, 
neuroscience,  treatment  and  prevention.  I  will  touch  for  a  minute 
or  two  on  some  of  these  findings.  The  rest,  of  course,  we  will  be 
pleased  to  provide  for  the  record. 

As  far  as  the  genetics  of  alcoholism,  we  know  from  twin  and 
adoption  studies  that  a  portion  of  the  vulnerability  to  becoming  al- 
coholic is  inherited.  We  have  cloned  several  "candidate  genes" 
which  will  contribute  to  finding  those  responsible  genes.  This  will 
undoubtedly  accelerate  our  progress  in  our  cooperative  geneties 
studies. 

In  our  neuroscience  area,  there  have  been  findings  with  regard 
to  the  GABA  receptor.  We  have  had  a  major  finding  where  a  por- 
tion of  the  GABA  receptor  has  been  shown  to  be  a  specific  target 
for  the  biochemical  action  of  alcohol.  Our  investigators  believe  this 
interaction  is  important  producing  the  sedative  effects  of  alcohol. 

From  our  research  on  alcohol  and  pregnancy,  we  have  learned 
much  more  about  the  effects  of  alcohol  on  neuronal  development  in 
the  fetus.  We  have  learned  more  about  growth  factors  which  con- 
trol the  genesis  of  fetal  structure  and  how  alcohol  can  affect  it. 

Interestingly  enough,  we  have  developed  new  questionnaires 
which  will  be  able  to  identify  alcohol  use  and  misuse  in  pregnant 
women  at  an  earlier  point. 

We  have  also  made  much  progress  with  treatment.  In  a  major 
randomized-controlled  trial,  using  patients  from  a  major  American 
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company,  who  were  referred  to  alcoholism  treatment  through  em- 
ployee assistance  programs,  research  showed  that  an  early  hospi- 
talization combined  with  Alcoholics  Anonymous  had  a  much  better 
rate  at  securing  abstinence  by  the  end  of  the  year  than  mandatory 
attendance  at  Alcoholics  Anonymous  without  hospitalization. 

We  have  made  progress  in  identifying  biological  markers  to 
detect  drinking.  We  also  have  a  large  study  on  patient  treatment 
matching  in  nine  different  sites,  which  we  will  describe  for  the 
record.  Also,  there  is  hope  for  a  pharmacological  therapy,  using  the 
drug  maltrexone,  which  has  been  able  to  modify  drinking  in  the 
first  few  weeks. 

PREVENTION 

We  are  collaborating  with  Dr.  Johnson's  organization,  the  Office 
for  Substance  Abuse  Prevention,  on  a  major  study  in  prevention. 
This  is  a  multi-site  community  research  and  demonstration  study 
to  try  to  prevent  alcohol  problems.  Finally,  we  supported  the  re- 
search that  lead  to  the  passage  of  a  Federal  law  that  essentially 
encouraged  the  States  to  pass  legislation  requiring  a  21-year  mini- 
mum age  for  drinking,  or  lose  Federal  highway  funds. 

NIAAA's  research  shows  that  it  was  a  very  wise  activity,  because 
epidemiological  studies  of  the  last  few  years  indicate  that  several 
thousand  lives  of  young  people  have  been  saved  on  the  highways 
because  of  this  legislation. 

These  are  just  some  of  the  highlights  of  the  last  year  or  two,  Mr. 
Natcher. 

We  will  be  pleased  to  provide  others  for  the  record. 
[The  information  follows:] 
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NIAAA  RESEARCH  ACCOMPLISHMENTS 


Project  Match 

The  accumulated  evidence  from  treatment  outcome  studies  to  date 
seems  to  indicate  that  no  single  treatment  approach  is  effective 
for  all  persons  with  alcohol  problems.     Therefore  one  of  the  most 
promising  strategies  in  alcoholism  treatment  involves  assigning 
individuals  to  interventions  based  upon  relevant  patient 
characteristics.     In  1989  NIAAA  initiated  the  Project  MATCH  study- 
to  develop  practical  and  effective  models  which  can  aid  clinicians 
in  matching  patients  to  the  intervention  most  likely  to  be 
effective  for  them. 

Project  MATCH  is  the  first  national  trial  of  matching  and  one  of 
the  two  largest  current  NIAAA  initiatives.     Established  under  a 
cooperative  agreement,  which  allows  more  direct  interaction  between 
the  Institute  and  the  researchers,   the  project  consists  of  nine 
geographically  representative  clinical  sites  and  a  data 
coordinating  center.     Patients  of  widely  differing  psychological, 
behavioral  and  demographic  characteristics  are  being  randomly 
assigned  to  one  of  three  standard  outpatient  or  aftercare  treatment 
approaches,  and  are  being  extensively  monitored  following  their 
completion  of  treatment.     Through  the  data  coordinating  center, 
treatment  outcomes  in  various  types  of  settings  are  being  compared 
and  analyzed.     To  date,  patient  recruitment  and  retention  in 
treatment  have  been  excellent.     Project  MATCH  promises  findings 
which  will  be  of  major  interest  to  clinicians,  administrators  and 
legislators . 


Biochemical  Markers 

Because  denial  that  there  is  any  problem  with  drinking  is  a 
hallmark  of  alcoholism,   the  ability  to  accurately  identify  abusing 
persons  is  crucial  for  both  diagnosis  and  treatment. 

Current  NIAAA  research  is  identifying  novel  biological  markers  with 
potential  use  in  identifying  those  abusing  individuals  either 
previously  unrecognized,  or  noncompliant  with  treatment.  Objective 
tests  of  alcohol  abuse  must  be  both  specific  to  identification  of 
alcohol  vs.  other  substances  and  yet  also  sensitive  enough  to  pick 
up  even  sporadic  abuse.     Various  substances  including  both  enzymes 
which  bind  to  red  blood  cells  and  ethanol  metabolites  have  been 
investigated  as  potential  markers  of  excessive  alcohol  consumption. 
At  the  present  time,  a  test  which  measures  carbohydrate  deficient 
transferring  in  the  serum  appears  to  be  a  strong  indicator  of 
alcohol  abuse . 

The  interrelationship  of  particular  biochemical  substances, 
neurotransmitters,  and  brain  receptors  is  also  contributing  to 
deeper  understanding  of  the  long-term  changes  in  cellular 
physiology  and  function  of  alcoholics,  and  is  expected  to  lead  to 
safe  and  effective  therapies  for  managing  life- threatening  seizures 
which  occur  during  ethanol  withdrawal. 
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Prevention 

Considering  that  the  social  and  economic  destruction  wrought  by 
alcohol  abuse  and  alcoholism  in  the  United  States  far  exceeds  the 
loss  associated  with  any  other  contemporary  medical  problem,  NIAAA 
has  placed  major  research  emphasis  in  the  area  of 
prevention. 

Current  extramural  efforts  being  undertaken  in  conjunction  with  the 
Office  of  Substance  Abuse  Prevention  include  two  community-wide 
coordinated  prevention  trials  aimed  at  reducing  youth  access  to 
alcohol  and  reducing  alcohol-related  trauma.     Both  trials  offer 
pioneering  exploration  of  ways  to  facilitate  community  problem 
solving  and  citizen  involvement  in  alcoholism  prevention. 

In  the  intramural  arena,  a  clinical  program  undertaken  in 
collaboration  with  the  National  Naval  Medical  Center  in  Bethesda, 
Maryland  is  identifying  family  or  developmental  patterns  which  may 
predispose  naval  personnel  to  alcoholism  and  attempting  early 
intervention  to  prevent  its  emergence.  In  addition,  genetic  and 
molecular  studies  of  alcohol -using  and  control  families  are 
providing  insight  into  characteristics  which  may  identify 
individuals  at  risk. 

Based  on  substantial  evidence  that  family  history  of  alcohol  abuse 
is  an  important  predictor  of  subsequent  alcohol  abuse,  NIAAA  is 
developing  a  new  research  initiative  on  the  prevention  of  alcohol 
abuse  in  high  risk  youth,  including  children  of  alcoholics.  Already 
underway  are  several  projects  examining  the  relative  contribution 
of  biological  factors  to  the  etiology  of  alcohol  abuse  and 
alcoholism  and  their  inter- relationship  with  family,  social, 
psychological,  and  environmental  factors. 


597 


NI AAA'S  FUNDING  ALLOCATION 

Mr.  Natcher.  Thank  you,  Doctor. 

We  note  on  page  14  of  the  justification  that  funds  for  alcoholism 
research  grants  are  going  up  4.9  percent  in  1993;  is  that  correct? 

Dr.  Gordis.  That  is  correct  as  far  as  I  remember,  sir. 

Mr.  Natcher.  Why  is  the  percentage  increase  for  alcoholism 
smaller  than  the  increases  proposed  for  drug  abuse  and  mental 
health  research  generally,  Doctor? 

Dr.  Gordis.  I  cannot  speak  for  the  final  decisions  on  this.  Gener- 
ally, these  increases  are  roughly,  the  same  but  other  considerations 
may  have  lead  to  some  of  these  ADAMHA  funding  decisions. 

Mr.  Trachtenberg.  Mr.  Chairman,  if  I  may  add. 

Mr.  Natcher.  Go  right  ahead. 

Mr.  Trachtenberg.  There  were  significant  program  increases 
provided  to  ADAMHA  by  OMB  in  the  area  of  science  education 
and  biotechnology  which  raised  the  percentages  for  the  other  Insti- 
tutes. Unfortunately,  NIAAA  requested  less  in  these  areas  than 
the  other  Institutes.  That  is  what  accounts  for  the  differences  in 
percentages. 

NIAAA  RESEARCH  PROJECT  GRANTS 

Mr.  Natcher.  Dr.  Gordis,  we  see  the  number  of  new  and  compet- 
ing research  grants  is  going  to  drop  from  154  in  1992,  to  120  in 
1993.  Are  you  going  in  the  right  direction,  Doctor? 

Dr.  Gordis.  I  think  you  may  conclude  from  the  remarks  I  made 
before  that  if  the  right  direction  means  major  progress  in  our  sci- 
ence, I  think  the  answer  is  yes.  The  number  of  grants  in  total  re- 
mains essentially  the  same  but  the  mix  of  competing  and  noncompet- 
ing  project  grants  shifts  from  1992  to  1993. 

SUCCESS  RATES 

Mr.  Natcher.  The  Alcoholism  Institute  seems  to  have  a  higher 
success  rate  for  grant  applications  than  the  other  two  Institutes. 
What  accounts  for  this? 

Dr.  Gordis.  Well,  we  expect  that  to  be  a  one-year  blip  on  the 
curve,  Mr.  Natcher.  By  1993,  we  expect  it  to  be  at  the  same  level  as 
everyone  else.  One  of  the  anomalies  that  occur  in  a  small  Institute 
like  ours  is  that  funding  fluctuations  from  year  to  year,  changes  in 
review  criteria,  and  modest  changes  in  the  number  of  new  and 
competing  grants  tend  to  have  a  greater  effect  on  the  success  rate. 
I  think  it  is  a  combination  of  factors  which  artificially  inflated  our 
success  rate  in  1992.  We  anticipate  that  by  1993  our  success  rate 
will  not  be  much  different  than  the  other  Institutes. 

Mr.  Natcher.  Has  it  always  been  the  case  that  your  Institute 
has  had  a  higher  success  rate? 

Dr.  Gordis.  I  would  have  to  look  up  the  numbers  for  the  last  few 
years  to  be  sure.  I  will  provide  that  for  the  record. 

[The  information  follows:] 
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COMPARISON  OF  ADAM  HA  INSTITUTE  SUCCESS  RATES 

[In  percent] 


YEAR  ADAM  HA      NIAAA        NIMH  NIDA 


1983  

  24 

25 

22 

29 

1984  

  27 

19 

28 

34 

1985  

  31 

29 

31 

40 

1986  

 :   28 

29 

26 

36 

1987  

  38 

35 

33 

47 

1988  

  23 

24 

29 

16 

1989  

  33 

37 

29 

36 

1990  

  30 

35 

25 

36 

1991  

  29 

25 

28 

31 

1992  Est  

  26 

34 

24 

25 

1993  Est  

  25 

26 

23 

29 

NIAAA  RESEARCH  CENTERS 

Mr.  Natcher.  Will  there  be  any  adverse  impact  from  level  fund- 
ing your  research  centers  in  1993? 

Dr.  Gordis.  Well,  we  believe  that  the  present  budget  strikes  a 
balance  between  the  realities  of  the  present  economic  situation  and 
the  needs  of  our  field.  There  are  wonderful  ideas  circulating  in  the 
research  community  which  will  not  come  to  fruition  at  this  time, 
but  I  think  my  statement  essentially  defines  the  situation. 

NIAAA  SCIENCE  EDUCATION  INITIATIVE 

Mr.  Natcher.  What  is  the  extent  of  the  science  education  initia- 
tive funded  by  your  Institute,  Doctor? 

Dr.  Gordis.  Mr.  Natcher,  the  Science  Education  Partnership 
Awards  are  an  ADAMHA  initiative. 

Mr.  Trachtenberg.  NIAAA's  share  of  ADAMHA's  $6,361,000 
Science  Education  budget  will  be  $918,000  in  fiscal  year  1993. 

RESEARCH  ON  INTENTIONAL  AND  UNINTENTIONAL  INJURIES 

Mr.  Natcher.  You  are  planning  to  spend  about  $3,800,000  in  the 
area  of  intentional  and  unintentional  injuries.  What  are  the  pri- 
mary things  that  you  are  looking  at  here,  Doctor? 

Dr.  Gordis.  The  research  on  intentional  and  unintentional  inju- 
ries covers  a  very  wide  spectrum  of  science.  First  of  all,  it  involves 
epidemiology,  the  study  of  the  frequency  of  these  injuries  and  the 
role  alcohol  plays,  whether  it  is  automobile  accidents  or  drownings 
or  other  injuries  of  that  sort. 

As  far  as  drinking  and  driving  goes,  we  have  a  large  portfolio  of 
research  on  various  aspects  of  this.  Our  research  ranges  from 
studying  the  results  of  social  regulatory  policy  on  one  hand,  to 
studying  the  nature  of  the  people  who  choose  to  drink  and  drive.  A 
variety  of  new  work  is  being  conducted.  For  example,  in  Vermont, 
the  researchers  are  testing  psychobiological  measures  of  alcohol 
tolerance  that  will  make  the  identification  of  impaired  drivers 
more  effective. 

Also,  we  are  studying  the  nature  of  aggression;  the  relationship 
of  alcohol  to  aggressive  behavior;  the  relationship  of  patient  char- 
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acteristics  which  lead  some  people  to  become  aggressive  under  the 
influence  of  alcohol;  and  other  social  differences. 

YOUTH  DRINKING 

Mr.  Natcher.  Is  the  problem  of  excessive  drinking  by  high 
school  and  college-age  people  becoming  worse? 

Dr.  Gordis.  No,  it  has  become  better.  The  survey  of  high  school 
seniors  shows  that  the  percentage  of  kids  using  alcohol  regularly  in 
dangerous  ways  is  dropping  slightly.  We  hope  that  trend  will  con- 
tinue. However,  we  do  still  have  major  problems  here.  This  per- 
centage represent  a  significant  fraction  of  kids  who  drank  five 
drinks  or  more  on  a  single  occasion  during  the  two  weeks  preced- 
ing the  survey.  Appropriately  29.9  percent  reported  these  episodes 
of  heavy  drinking.  There  is  no  question  that  troublesome  drinking 
permeates  the  high  schools  to  an  alarming  degree. 

Mr.  Natcher.  Mr.  Pursell. 

FUNDING  FOR  MICHIGAN 

Mr.  Pursell.  How  much  money  do  we  distribute  through  your 
agency  to  block  grants  in  the  State  of  Michigan? 

Mr.  Trachtenberg.  The  ADMS  Block  Grant  Award  for  Michigan 
would  be  $46,668,000  in  1993. 

Mr.  Pursell.  What  did  they  get  last  year? 

Dr.  Primm.  They  received  $46,210,000. 

Mr.  Pursell.  So  it  is  going  up  $300,000? 

Can  anybody  tell  me  how  that  money  is  being  used?  Who  has  the 
oversight  on  that  $46,668,000? 

Mr.  Trachtenberg.  Well  the  ADMS  Block  Grant  is  a  grant  to 
the  State  for  mental  health,  drugs,  and  alcohol  prevention  and 
treatment  services.  The  State  is  statuitorily  responsible  for  allocat- 
ing funds  to  the  various  communities  in  concurrence  with  Federal 
law. 

The  Office  for  Treatment  Improvement  is  trying  to  develop 
better  accountability  and  a  better  knowledge  base  as  to  how  these 
funds  are  being  utilized,  and  to  assure  these  funds  are  being  used 
where  the  need  really  exists. 

EVALUATION  AND  DEVELOPMENT  OF  STATE  GRANT  PROGRAMS 

Mr.  Pursell.  I  personally  I  think  we  are  putting  more  money 
into  research  than  we  need  and  not  enough  in  outreach  and  pre- 
vention programs. 

Can  we  oversight  the  State  of  Michigan  and  can  you  tell  me  that 
they  are  effectively  using  the  $46,668,000  to  do  a  good  job? 

Mr.  Trachtenberg.  Right  now  I  cannot  tell  you  that.  I  can  find 
out  when  Michigan  is  scheduled  to  undergo  review  and  provide  you 
that  information. 

However,  in  two  years,  after  we  fully  implement  the  State 
System  Development  Program,  we  will  know  not  only  how  well 
States  are  using  with  these  funds,  but  also  whether  they  are  apply- 
ing the  research  findings  appropriately  to  ensure  that  the  money  is 
going  where  the  need  exists. 

Mr.  Pursell.  How  many  years  has  the  State  of  Michigan  been 
getting  block  grants? 
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Mr.  Trachtenberg.  It  began  in  1982.  During  the  1980s,  as  a 
result  of  the  way  the  Congress  wrote  the  block  grant  legislation, 
ADAMHA  basically  provided  funds  to  the  states  within  minimal 
amounts  of  technical  assistance. 

The  point  to  underscore  is  that,  with  the  creation  of  the  Office 
for  Substance  Abuse  Prevention  and  the  Office  for  Treatment  Im- 
provement, the  Federal  role  is  changing.  We  are  developing  a  new 
leadership  role  for  ADAMHA  that,  frankly,  for  the  last  9V2  years 
or  so  did  not  exist. 

This  change  is  going  to  be  an  important  step  for  the  future.  For 
example  the  Office  for  Treatment  Improvement  is  now  working,  on 
a  consensus  basis  with  the  States,  to  develop  treatment  improve- 
ment protocols.  It  is  taking  the  information  developed  by  NIMH's 
and  NIDA's  research,  and  developing  new  treatment  approaches. 
The  best  way  to  treat  pregnant  addicts  is  an  example  of  a  particu- 
lar specific  issue  where  Oti  is  developing  model  treatment  prac- 
tices. 

We  have  never  done  anything  like  this  before.  It  is  a  major  un- 
dertaking. 

Having  people  like  Dr.  Primm  to  guide  the  kinds  of  things  that 
are  being  developed  now  in  the  Office  for  Treatment  Improvement 
is  critical. 

Mr.  Pursell.  Do  you  have  people  looking  at  the  State  block 
grant  program  in  various  communities  and  see  how  it  is  working 
with  the  school  system? 

Mr.  Trachtenberg.  The  law  requires  that  we  conduct  compli- 
ance reviews  of  the  block  grant.  We  have  been  doing  that,  but  stat- 
utes do  not  require  coordination  with  school  based  programs. 

Michigan  has  undergone  two  reviews  over  the  past  10  years. 

Mr.  Pursell.  What  are  the  results  of  the  review? 

Mr.  Trachtenberg.  I  will  have  to  provide  that  for  the  record. 
The  information  base  that  we  will  have  as  a  result  of  the  State 
System  Development  Program  will  significantly  enhance  our 
knowledge  of  how  the  states  are  using  these  funds. 

[The  information  follows:] 

Office  for  Treatment  Improvement  Compliance  Reviews  of  Michigan  Block 

Grant  Program 

Two  compliance  reviews  have  been  conduced.  The  first,  an  on-site  review  was  con- 
ducted in  August,  1983.  The  report  indicates  that  Michigan  was  in  compliance  with 
the  ADMS  Block  Grant  statute.  A  copy  of  the  full  report  will  be  provided  to  the 
Committee  upon  request. 

The  second,  a  mail-in  review,  was  conducted  in  the  spring  of  1989.  Michigan  was 
one  of  nine  States  selected  for  the  "mail-in  review"  which  consisted  of  the  program 
office  mailing  a  copy  of  the  compliance  questionnaire  to  the  States.  The  States  re- 
sponded to  the  questions  and  provided  documentation  to  support  set-aside  and  other 
statutory  requirements.  Michigan  was  notified  that  it  was  found  to  be  in  compliance 
based  on  the  information  reviewed. 

ADMINISTRATIVE  OVERSIGHT  OF  STATE  BLOCK  GRANT  FUNDS 

Mr.  Pursell.  Does  the  block  grant  money,  when  it  goes  into  the 
State  Office  of  Drug  Abuse,  get  distributed  in  a  coordinated 
manner  so  we  have  accountability  and  responsibility? 

Mr.  Trachtenberg.  There  is  a  single  State  office  of  alcohol  abuse 
and  drug  abuse  in  Michigan;  the  funding  is  directed  through  the 
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legislature  to  that  office.  That  office  then  disseminates  those  funds 
through  the  various  local  treatment  and  prevention  programs. 

Mr.  Pursell.  What  is  the  Federal  role  after  the  money  leaves 
here? 

Mr.  Trachtenberg.  Up  to  a  few  years  ago,  the  Federal  role  was 
minimal.  We  only  assured  that  the  appropriate  dollars  were  going 
to  Michigan,  or  any  other  State.  We  depended  largely  on  the  asser- 
tion of  the  State  that  the  monies  had  been  well  spent. 

There  is  a  group  of  assurances  that  the  governor  or  his  or  her 
representative  would  provide  to  us  and  we  relied  on  that.  The  fact 
is  I  don't  know  specifically  how  good  the  data  system  is  in  Michi- 
gan. But  we  know  that  generally  States  have  great  difficulty  assur- 
ing that  funds  are  indeed  going  where  the  greatest  need  exists. 

Although  that  is  a  requirement  in  the  legislation,  I  don't  think  it 
is  a  requirement  that  has  been  fulfilled  as  well  as  it  should  have 
been  by  many  States.  Whether  or  not  Michigan  has  this  type  of  dif- 
ficulty I  cannot  attest  for  sure. 

STATE  SYSTEMS  DEVELOPMENT  PROGRAM  (SSDP) 

Mr.  Pursell.  How  long  will  it  be  before  it  is  up  and  running  and 
operational? 

Mr.  Trachtenberg.  The  contracts  were  awarded  last  year  for 
conducting  technical  reviews  of  State  activities.  The  first  States  are 
undergoing  review  right  now. 

We  will  be  awarding  contracts  in  1992  to  conduct  needs  assess- 
ment studies  in  each  State  and  collecting  information  by  1993. 

Mr.  Pursell.  Will  there  be  a  different  contract? 

Is  it  an  outside  group  doing  that? 

Mr.  Trachtenberg.  We  will  still  be  providing  the  funds  to  the 
same  single  State  office  in  Michigan,  but  the  oversight  activities 
will  be  a  combination  of  OTI  staff  and  individuals  that  we  employ 
through  contracts  and  other  mechanisms. 

Mr.  Pursell.  What  would  be  the  average  amount  of  contract? 

Mr.  Trachtenberg.  We  estimate  that  the  average  cost  will  be 
something  on  the  order  of  $850,000  per  State. 

Mr.  Pursell.  Will  one  contractor  have  more  responsibilities  in 
individual  States? 

Mr.  Trachtenberg.  We  will  have  one  resource  contractor  who 
has  nationwide  responsibility  for  technical  assistance  and  individ- 
ual contracts  with  the  13  best  States  in  FY  1992  to  conduct  needs 
assessments. 

These  are  States  we  think  already  have  reasonably  good  data 
systems.  We  are  going  to  try  to  develop  those  systems  within  the 
States  where  they  do  not  currently  exist. 

Mr.  Pursell.  Is  that  going  on  now? 

Mr.  Trachtenberg.  States  are  collecting  some  data  but  not  with 
the  kind  of  documentation  and  detailed  information  the  authoriz- 
ing language  of  the  block  grant  demands. 

Mr.  Pursell.  Will  the  contractor's  responsibility  be  to  evaluate 
that  and  make  recommendations  for  the  program? 

Mr.  Trachtenberg.  That  will  be  the  responsibility  of  the  Office 
for  Treatment  Improvement.  We  are  not  turning  it  over  to  a  con- 
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tractor.  It  will  be  our  staffs  responsibility  to  make  sure  this  hap- 
pens. 

Mr.  Pursell.  Is  this  contractor  an  outside  contractor  who  is 
coming  in  to  evaluate  Michigan? 

Mr.  Trachtenberg.  The  contractor  will  use  non-federal  experts 
to  provide  the  states  technical  assistance.  We  now  have  a  treat- 
ment information  exchange  where  we  will  use  the  expertise  that  is 
most  appropriate  to  that  area.  This  will  be  very  much  of  a  partner- 
ship with  the  States. 

MATCHING  FUNDS  TO  SSDP 

Mr.  Pursell.  Is  there  any  local  match  to  the  Federal  money? 

Mr.  Trachtenberg.  Yes.  But  it  varies  from  state  to  state. 

Mr.  Pursell.  Is  the  State  putting  in  a  local  match? 

Mr.  Trachtenberg.  They  are  not,  but  funding  will  come  out  of 
the  5  percent  set-aside  that  Congress  authorized  in  the  block  grant 
to  provide  states  technical  assistance  and  collect  data.  So,  in  effect, 
the  States  have  a  strong  influence  and  investment  in  this  activity 
because  it  is  being  funded  from  the  block  grant  itself. 

EVALUATION  OF  CONTRACTORS 

Mr.  Pursell.  Do  you  have  any  opportunity  to  evaluate  the  credi- 
bility of  the  contractors? 

Mr.  Trachtenberg.  We  will  do  it  like  other  contract  or  grant 
review  and  bring  in  State  representatives  to  sit  on  the  review 
panels  to  assess  the  various  competitors.  We  do  that  as  a  matter  of 
course. 

FUNDING  FOR  RESEARCH  V.  SERVICES 

Mr.  Pursell.  I  go  home  every  week.  I  see  drug  centers  and  the 
prevention  centers  in  urban  and  rural  areas.  There  is  a  long  list  of 
needs  for  dollars  for  items  like  counseling.  And,  yet,  we  are  spend- 
ing an  inordinate  amount  of  our  money  on  research. 

I  have  a  problem  with  that. 

Mr.  Trachtenberg.  I  am  a  lawyer,  Mr.  Pursell.  I  am  not  a  scien- 
tist. 

Maybe  that  gives  me  more  credibility,  or  maybe  less.  Also,  I  am 
leaving  the  Federal  Government  at  the  end  of  this  month.  Howev- 
er, my  opinion  is  that  when  you  look  at  the  enormous  cost  to  socie- 
ty of  alcohol,  drugs  and  mental  disorders,  we  are  spending  about 
two-tenths  of  1  cent  on  research  for  every  dollar  these  illnesses  are 
costing  society.  That  is  not  a  tremendous  amount. 

We  do  know  a  lot.  There  is  a  lot  of  information  that  we  have 
that  must  be  disseminated,  and  we  are  in  the  process  of  doing  that. 

Mr.  Pursell.  That  is  the  bigger  issue — the  transfer  issue — get- 
ting the  results  of  research  into  the  schools  and  changing  behavior. 

Mr.  Trachtenberg.  I  accept  what  you  say.  I  am  not  sure  I  can 
completely  support  it. 

I  have  someone  who  has  worked  in  the  community  to  reduce 
drug  abuse  sitting  at  this  table  who  was  brought  in  as  one  of  the 
Nation's  treatment  experts. 

Dr.  Primm,  maybe  you  can  elaborate  on  why  the  knowledge  base 
needs  to  grow  more. 
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Mr.  Pursell.  I  know  my  time  just  about  expired. 

If  you  are  a  teacher,  a  football  coach  or  otherwise  involved  in  the 
community,  you  see  the  kids  on  your  team  and  one  of  them  is 
drinking,  you  don't  need  research  to  know  you  have  a  problem. 
You  address  that  by  changing  habits  and  patterns  of  discipline.  It 
seems  to  me  we  are  spending  millions  of  dollars  year  after  year  on 
research  and  somehow  we  don't  have  an  operation  to  change  com- 
munities. 

Mr.  Trachtenberg.  Mr.  Pursell,  only  one  third  of  our  budget  is 
research.  The  two-thirds  is  services  and  prevention. 

Mr.  Pursell.  How  much  is  the  one  third? 

Mr.  Trachtenberg.  Approximately  $1,000,000,000. 

Mr.  Pursell.  $1,000,000,000  is  a  significant  amount  of  money. 
Let's  cut  that  in  half.  Let's  give  you  half  a  billion  dollars  for  re- 
search and  put  the  rest  in  block  grants.  Would  that  make  some 
common  sense? 

Mr.  Trachtenberg.  No,  I  don't  think  that  would.  I  earnestly 
don't  think  that  would. 
Mr.  Pursell.  Okay,  Mr.  Chairman,  thank  you. 

ADAMHA  MINORITY  REPORT 

Mr.  Stokes  [presiding].  Dr.  Gordis,  I  want  to  acknowledge  receipt 
of  a  report  prepared  by  the  Alcohol  and  Drug  Abuse  and  Mental 
Health  Administration  which  is  in  response  to  the  House  Approba- 
tions Committee  mandate  to  develop  p  Dlan  to  increase  umding  and 
resources  directed  toward  minority  health  and  training. 

Current  research  activities  and  training  initiatives  as  well  as 
plans  to  increase  funding  are  addressed.  This  report  is  dated  Octo- 
ber 1991,  signed  by  Dr.  Frederick  K.  Goodwin,  Administrator. 

Without  objection,  we  will  place  it  in  the  record  at  this  point. 

[The  information  follows:] 
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Minority  Health  and  Training 


INTRODUCTION 

In  its  report  accompanying  the  FY  1991  Labor,  Health  and  Human 
Services,  Education,  and  Related  Agencies  appropriations  bill,  the 
Conferees  stated: 

The  conferees  are  in  agreement  that  the  Department  of  Health 
and  Human  Services  must  increase  resources  to  minority  health 
and  training.     Accordingly,   the  NIH,  HRSA  and  ADAMHA  are 
directed  to  develop  plans  that  would  substantially  increase 
funding  and  resources  in  these  areas  over  the  next  four 
years .     Such  plans  should  ensure  that  resources  are 
especially  targeted  to  minority  undergraduate  institutions, 
and  institutions  whose  key  thrust  is  the  training  of 
minorities  that  are  underrepresented  in  the  medical  and  other 
health  professions.     The  agencies  are  directed  to  report  to 
the  appropriations  committees  within  six  months  from  the  date 
of  enactment  of  this  legislation  and  semi-annually 
thereafter.     (Conference  Report  No.   101-908,  page  23). 

The  following  report  has  been  prepared  by  the  Alcohol ,  Drug  Abuse , 
and  Mental  Health  Administration  (ADAMHA)  in  response  to  this 
request . 

This  report  describes  the  current  activities  of  the  component 
Institutes  of  ADAMHA:  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA) ,  National  Institute  on  Drug  Abuse  (NIDA)  and 
National  Institute  of  Mental  Health  (NIMH) ,  Office  for  Substance 
Abuse  Prevention  (OSAP)  and  the  Office  for  Treatment  Improvement 
(OTI)  related  to  minority  health  and  training  and  outlines  ADAMHA' s 
preliminary  plans  to  address  the  Committee's  mandates. 

ADAMHA  is  committed  to  coordinated  and  focused  research  capacity- 
building  services  to  community  organizations  aimed  at  prevention  of 
substance  abuse,  and  support  of  innovative  mechanisms  to  improve 
delivery  of  treatment  services  for  drug  abuse,  and  the  associated 
problems  of  alcoholism  and  mental  illness  among  racial/ethnic 
minority  populations.     The  activities  are  designed  to  reduce  the 
disproportionate  morbidity  and  mortality  associated  with  substance 
abuse,  addictive  disorders  and  mental  illness  among  these  groups. 
ADAMHA  also  is  committed  to  ensuring  that  there  is  a  nationwide 
cadre  of  trained  scientists  able  to  contribute  to  ever  expanding 
knowledge  of  substance  abuse,  addictive  and  mental  disorders.  At 
stake  is  the  quality  of  science  in  the  U.S.  and  our  need  to  nurture 
and  cultivate  our  diverse  human  resources  for  the  future. 

In  recent  decades  it  has  become  clear  that  the  image  of  the  U.S.  as 
a  "melting  pot"  of  racial  and  ethnic  groups  is  no  longer  an 
appropriate  one.     We  have  begun  to  accept  and  affirm  diversity  as  a 
basis  for  national  strength.     The  predominant  minority  populations 
of  the  U.S.  can  be  categorized  as  Blacks,  Hispanics,  Asian  and 
Pacific  Islander  Americans,  and  American  Indians/Alaska  Natives. 
Within  each  racial  or  ethnic  category,   significant  subgroup 
differences  exist,   tempering  generalizations  about  health  and 
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mental  health  needs  and  emphasizing  the  complexity  of  the  task  of 
understanding  and  meeting  the  needs  of  minority  populations. 

The  perception  and  definition  of  substance  abuse,  addictive 
disorders  and  mental  illness;  identification  and  treatment  of  these 
illnesses;  the  spectrum  of  support  mechanisms  and  their 
availability;  appropriateness  and  accessibility;  and  help- seeking 
behaviors  and  the  interaction  with  service  providers  are  some  of 
the  factors  that  affect  the  outcome  of  these  illnesses. 
Racial/ethnic  minority  population  responses  to  these  factors 
provide  a  spectrum  of  issues  worthy  of  investigation.     Support  is 
available  to  investigators  to  study  clinical,  applied,  and  basic 
science  issues  relevant  to  minority  groups. 

In  FY  1990,  ADAMHA  and  the  National  Institutes  of  Health  (NIH) 
issued  a  joint  statement  concerning  the  inclusion  of  minorities  in 
study  populations.     This  statement  was  published  as  a  reiteration 
and  further  interpretation  of  existing  ADAMHA/NIH  policies 
addressing  this  issue.     Because  there  are  clear  scientific  and 
public  health  reasons  for  specifically  including  members  of 
minority  groups ,  ADAMHA  and  the  NIH  now  require  that  proposals  for 
research  support  include  minorities  in  study  populations,  unless 
compelling  justification  exists  for  their  exclusion.     All  aspects 
of  clinical  research  are  subject  to  this  policy,  including  human 
studies  of  the  etiology,  treatment,  diagnosis,  prevention,  and 
epidemiology  of  diseases,  disorders  and  conditions,  and  also 
including  but  not  limited  to  clinical  trials  and  research  on  health 
services  and  its  impact  on  disease.     ADAMHA  and  NIH  recognize  that 
it  may  not  be  feasible  or  appropriate  in  all  research  projects  to 
include  the  full  array  of  minority  populations;  however,  applicants 
are  urged  to  assess  carefully  the  feasibility  of  including  the 
broadest  possible  representation. 

While  the  focus  of  this  policy  is  on  the  inclusion  of  minorities  in 
general  population  studies,  ADAMHA  and  NIH  also  encourage  attention 
to  gaps  in  knowledge  about  specific  minorities  and  health  problems 
that  significantly  affect  them.     The  need  to  address  such  gaps  may 
be  appropriate  justification,  in  some  cases,  for  focusing  a 
particular  study  on  a  single  group. 

I.         CURRENT  ACTIVITIES  RELATED  TO  MINORITY  HEALTH 

A.         National  Institute  on  Drug  Abuse  (NIDA) 

NIDA  has  a  broad  program  of  research  relating  to  the  needs  of 
racial/ethnic  populations.     General  areas  over  the  past  year 
have  included  studies  in  epidemiology,  prevention 
demonstrations,  research  dissemination,  and  technology 
transfer;  highlights  include  epidemiologic  surveys,  women, 
and  AIDS  prevention  and  education  efforts. 

Minority  groups  are  at  a  greater  risk  of  encountering  illicit 
drug  use.     The  latest  available  data  on  drug  use  in  the 
general  population,   from  the  1990  National  Household  Survey 
on  Drug  Abuse  (NHSDA) ,  indicate  that  the  prevalence  of  drug 
use  within  the  household  population  is  generally  higher  in 
central  cities  than  in  suburban  or  rural  areas.  Minority 
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populations  by  and  large  reside  in  urban  areas;  while  Blacks 
account  for  approximately  12  percent  of  the  total  U.S. 
population,   57  percent  live  in  high  drug  use  areas,  central 
cities.     The  situation  for  Hispanics  living  in  families  is 
similar;  Hispanics  comprise  about  seven  percent  of  the  U.S. 
population  with  55  percent  living  in  central  cities. 
Conversely,  although  whites  account  for  85  percent  of  the 
U.S.  population,   only  27  percent  reside  in  central  cities 
thus  reducing  their  chance  of  exposure. 

Past  month  use  of  any  illicit  drug  was  6.6  percent  in  1990 
among  Hispanics.     The  rate  for  non-Hispanic  whites  is  6.2 
percent  for  1990.     Past  month  drug  use  of  non-Hispanic  Blacks 
was  8.6  percent  in  1990,  down  from  15.7  percent  in  1985.  The 
trends  for  past  year  cocaine  use  are  not  as  encouraging  for 
minority  groups,  however.     The  rates  of  past  year  cocaine  use 
for  Blacks  and  Hispanics  did  not  significantly  change  from 
1988  to  1990,  while  the  rates  of  past  year  cocaine  use  for 
whites  declined  significantly  from  4  percent  to  2.8  percent. 
Similarly,  current  cocaine  use  decreased  dramatically  for 
Whites,   from  1.3  percent  in  1988  to  0 . 6  percent  in  1990. 
Rates  of  current  cocaine  use  however,  for  Blacks,  were  1.7 
percent,  and  1.9  percent  for  Hispanics.     As  reported  by  the 
Drug  Abuse  Warning  Network  (DAWN),   among  all  racial  groups, 
Blacks  have  the  highest  rates  per  100,000  U.S.  population  of 
emergency  room  episodes  for  cocaine,  heroin,   and  marijuana. 

Racial,   ethnic,  and  cultural  factors  have  an  influence  on 
virtually  every  area  of  drug  abuse.     The  1989  High  School 
Senior  Survey  indicates  that  rates  of  use  of  marijuana, 
inhalants,  cocaine,   alcohol  and  cigarettes  are  lower  among 
Black  seniors  when  compared  with  whites .     Cocaine  use  among 
White  seniors  is  more  than  three  times  the  rate  for  Blacks 
for  lifetime  prevalence  and  annual  use .     Because  the  high 
school  survey  assesses  prevalence  based  on  data  collected  on 
a  particular  day,   it  must  be  remembered  that  absentees  and 
dropouts  will  not  have  been  questioned.     Since  the  dropout 
rate  for  minorities  is  higher  than  for  whites,  and  since  drug 
use  is  higher  among  dropouts  than  for  those  in  school,   it  is 
likely  that  the  prevalence  of  drug  use  among  minorities  in 
this  age  group  is  underestimated. 

This  year  NIDA  has  modified  this  survey  to  include  eighth  and 
tenth  graders.     An  interesting  question  is  what  happens  to 
the  minority  high  school  students  who  do  not  use  drugs  to  the 
same  extent  as  their  non-minority  peers.     Continuing  follow- 
up  panel  studies  of  a  subsample  of  those  students  attending 
at  least  a  two  year  college  is  being  conducted  to  assess  this 
question.     Information  from  these  studies  will  carry 
implications  for  the  development  of  prevention  strategies  to 
reach  this  population.     Studies  of  dropouts  are  also  planned. 

Adverse  consequences  suffered  by  minority  populations  include 
not  only  negative  effects  on  employment,   school  achievement, 
and  family  stability  but  also  increased  morbidity  and 
mortality.     AIDS  is  one  of  the  most  tragic  of  these 
consequences.     As  of  July  1990,  Black  and  Hispanic  adults 
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comprised  43  percent  of  reported  AIDS  cases,  of  which  20 
percent  were  related  to  injection  drug  use.     Seventy- seven 
percent  of  pediatric  AIDS  cases  are  Black  or  Hispanic,  of 
which  50  percent  were  from  mothers  associated  with  injection 
drug  abuse  as  a  risk  factor  for  AIDS . 

Women  of  childbearing  age  engage  in  substance  abuse  to  a 
significant  degree.     The  NHSDA  reports  that  in  the  past  year, 
19  percent  of  White,   15  percent  of  Black,  and  16  percent  of 
Hispanic  women  age  15-44  used  some  illicit  drug.     Past  year 
cocaine  use  was  reported  by  5  percent  of  White,  4  percent  of 
Black,  and  6  percent  of  Hispanic  women,  while  past  year 
marijuana  use  was  reported  by  13,  12,  and  11  percent 
respectively.     Alcohol  use  carries  negative  health 
consequences  for  infants  exposed  in  utero,  and  was  reported 
by  79  percent  of  White,  and  59  percent  of  Black  and  Hispanic 
women.     The  data  clearly  indicate  that  women  of  all  races  use 
drugs,  licit  and  illicit  during  pregnancy. 

NIDA  sponsored  investigators  have  conducted  extensive 
studies  among  Hispanic  and  Black  women  in  California  that 
have  resulted  in  the  development  of  instruments  to  assess 
mediating  and  outcome  variables  that  can  guide  HIV  prevention 
efforts  in  minority  cultures.     This  instrument  measures 
concerns  and  sources  of  stress  in  minority  women  at  risk  for 
HIV  infection.     Previously,  standard  outcome  measures  have 
not  been  developed  and  standardized  on  minority  women;  this 
instrument  is  an  important  tool  for  quantifying  sources  of 
stress  in  a  minority  female  population. 

Use  of  this  instrument  has  clarified  concerns  and  stresses  of 
Hispanic  women  and  has  shown  that  the  major  concern  of  these 
women  is  to  be  an  adequate  provider  for  their  family, 
especially  their  children.     Threats  to  this  provider  role 
(poverty,  potential  loss  of  health,   lack  of  information)  are 
situational  realities  that  must  guide  any  intervention.  In 
addition,  minority  women  high  in  self-esteem  and  sense  of 
coherence  engage  in  fewer  HIV  risk  behaviors.     Also,  women 
able  to  access  social  resources  engaged  in  fewer  risk 
behaviors.     These  results  should  guide  prevention/ 
intervention  strategies  to  empower  women  to  improve  their 
lives  and  avoid  HIV  infection. 

NIDA  considers  drug  abuse  treatment  as  a  primary  strategy  for 
the  prevention  of  the  spread  of  HIV  infection.     The  NIDA- 
supported  National  AIDS  Demonstration  (NADR)  projects  begun 
in  1987  have  collected  information  on  the  efficacy  of 
outreach  strategies  designed  to  interface  with  two 
populations  at  significantly  high  risk  for  contracting  and 
transmitting  HIV:     IDUs  and  their  sexual  partners.     As  of 
July  1,   1990,   the  projects  included  40,000  IDUs  and  their  sex 
partners  in  41  community-based  programs.     Preliminary  data 
(as  of  January  1990)  is  based  on  follow-up  interviews  of 
1,584  participants,   the  majority  of  whom  are  male  (73 
percent),  Black  (41  percent)  or  Latino  (35  percent),  under 
the  age  of  35  (56  percent) ,  have  at  least  a  high  school 
education  (54  percent)  and  were  unemployed  at  the  time  of 
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interview  (55  percent).     Illegal  activities,  including 
prostitution,  were  a  major  source  of  income  for  27  percent  of 
the  total. 

The  vast  majority  of  at-risk  women  are  members  of  ethnic 
minorities.     Women  in  general,  have  been  particularly 
difficult  to  recruit  into  studies  and  therefore,  comprise  a 
minority  of  outreach  participants.     Among  the  injection  drug 
users,  48  percent  are  Black  and  18  percent  Hispanic;  among 
non- inj ection  drug  users,  women  who  have  sexual  partners  who 
inject  drugs  are  57  percent  Black  and  33  percent  Hispanic. 
Seven  percent  of  injection  drug  using  women  and  ten  percent 
of  non- inj ecting  women  were  pregnant  at  the  time  of  the 
interview. 

In  other  investigations,  a  prevention/intervention  program 
targeted  towards  Blacks  was  developed  and  evaluated.     This  is 
a  risk- reduction  program  for  injection  drug  users  who  were 
either  in  methadone  programs  or  recruited  "off  the  streets". 
Participants  were  primarily  Black  males.     A  number  of  risk 
reduction  strategies,  with  emphasis  on  quitting  drug  use  and 
safer  sexual  practices  were  employed.     Post- intervention  test 
scores  on  measures  of  needle  and  "works"  sharing  and  bleach 
use  indicated  changes  toward  risk  reduction  behaviors . 
Similarly,  a  number  of  indicators  of  drug  use  also  showed 
declines.     This  study  is  important  because  it  showed  that  it 
is  possible  to  motivate  persons  and  change  behavior  in  low 
prevalence  areas . 

B.         National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA) 

NIAAA  research  programs  include  studies  in  which  there  is  a 
strong  focus  on  alcohol  problems  among  racial  and  ethnic 
minority  groups  and  communities.     Racial  differences  in  the 
incidence  of  alcohol  sensitivity  and  alcoholism  may  be,  in 
part,  attributed  to  genetic  background.     NIAAA  is  conducting 
research  to  examine  the  biological  and  genetic  variation  of 
minorities  to  identify  the  factors  influencing  susceptibility 
to  alcohol  abuse  and  alcoholism.     Researchers  will  compare 
data  from  various  epidemiological  studies  on  familial 
alcoholism  to  evaluate  specific  differences  among  minority 
populations . 

Studies  also  address  drinking  patterns  in  minority 
populations,  along  with  social  and  cultural  factors  affecting 
alcohol  consumption,  and  associated  behavioral  problems. 
Part  of  NIAAA' s  effort  on  fetal  alcohol  syndrome  has  been  to 
determine  why  some  minority  groups  appear  to  be  at  high  risk. 
NIAAA  plans  to  intensify  efforts  to  develop  an  objective 
measure  of  alcohol  consumption  to  aid  in  the  evaluation  of 
the  possible  effect  of  moderate  maternal  drinking. 

Alcohol  use  is  a  factor  in  a  wide  range  of  serious  and  often 
fatal  disorders  including  cancer,  cirrhosis  of  the  liver,  and 
AIDS,  and  epidemiological  studies  suggest  that  some 
minorities  are  at  a  higher  risk  of  developing  these  diseases. 
NIAAA  is  striving  to  develop  new  knowledge  to  understand  the 
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impact  of  alcohol  use  on  behaviors  that  increase  the  risk  of 
contracting  AIDS  in  populations  that  have  a  higher 
vulnerability.     In  consultation  with  the  National  Institute 
on  Drug  Abuse  (NIDA) ,   the  Institute  is  also  evaluating 
treatment  interventions  for  homeless  individuals  with  alcohol 
and/or  other  drug  problems.     Minority  populations  have  been 
included  in  this  research  demonstration  project,  since  many 
minorities  are  overrepresented  in  the  homeless  population. 

Studies  of  alcohol  consumption  among  Hispanic  Americans  have 
generally  concluded  that  there  is  a  higher  prevalence  of 
current  heavy  drinking  and  alcohol -related  problems  among 
Hispanic  males  than  non-Hispanic  males.     Hispanic  females, 
however,  have  lower  rates  of  heavy  drinking  and  alcohol 
problems,   and  higher  rates  of  abstention.     Studies  have  also 
pointed  out  that  alcohol  problems  among  Hispanic  males  do  not 
decline  from  the  twenties  to  thirties  as  occurs  in  the 
general  U.S.  population. 

Hispanics  reveal  different  drinking  patterns  that  are 
dependent  upon  their  country  of  origin.     The  proportion  of 
abstainers  among  immigrant  Mexican-American  women  is 
considerably  higher  than  among  women  in  Mexico,   in  direct 
contrast  to  increased  alcohol  use  by  immigrant  Mexican  men. 
Mexican-American  men  have  both  the  highest  rate  of  abstention 
and  the  highest  rate  of  heavy  drinking  when  compared  with 
Cubans,  Puerto  Ricans ,  and  other  Latin  Americans.  Current 
analytic  efforts  include  patterns  of  consumption  as  a 
function  of  immigrant  status,  acculturation,  urbanity  and 
region;   the  relationships  between  consumption  and  diagnosis, 
physical  functioning,  utilization  of  health  services,  and 
depression. 

Population  studies  have  shown  that  while  Blacks  have  higher 
proportions  of  abstainers  relative  to  whites;   among  drinkers, 
Blacks  have  proportions  of  heavier  drinkers  similar  to  other 
groups.     Recent  studies  indicate  that  these  differences 
emerge  as  a  function  of  age.     While  frequent -heavy  drinking 
appears  to  decline  with  increasing  age  among  young  adults, 
frequent -heavy  drinking  among  Blacks  increases.     This  age 
trend  is  consistent  with  other  studies  that  show  that  Black 
teenagers  generally  have  lower  rates  of  alcohol  use  when 
compared  with  whites.     Although  overall  drinking  levels  are 
lower  among  Blacks,  higher  rates  of  drinking-related  problems 
(medical,  personal,  and  social)  are  reported  for  Black  males 
than  for  White  males. 

An  increased  incidence  of  Fetal  Alcohol  Syndrome  is  found  in 
Black  and  American  Indian  mothers  of  low  socioeconomic 
status.     The  estimated  rate  in  these  populations  was  2.6  per 
1,000  compared  with  0.6  per  1,000  when  the  mothers  were  White 
and  of  middle  socioeconomic  status.     Although  Blacks  seem  to 
be  more  susceptible  to  the  deleterious  effects  of  prenatal 
alcohol  exposure,   it  is  clear  that  no  ethnic  or  racial  groups 
are  immune  to  the  teratogenic  actions  of  alcohol. 
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The  mortality  rates  for  American  Indians  and  Alaska  Natives 
reflect  the  extent  of  alcohol-related  problems.  Alcohol- 
related  deaths  for  25  to  44  year  old  American  Indians  and 
Alaska  Natives  are  particularly  prevalent.     In  this  age 
group,  the  1985  mortality  rate  for  unintentional  injuries  was 
three  times  that  of  the  rate  for  the  U.S.  as  a  whole,  and  the 
death  rate  for  cirrhosis  was  5  times  that  of  the  general 
population.     Although  American  Indian  and  Alaska  Native  women 
drink  considerably  less  than  men,  they  account  for  nearly 
half  of  cirrhosis  deaths. 

As  in  many  Indian  societies,  alcohol  has  a  tragic  impact  for 
the  Cheyenne,  Pima,  and  Jemez  Pueblo  populations;  alcoholism 
accounts  for  more  than  50  percent  of  deaths  in  these 
communities  and  degrades  the  quality  of  family  and  social 
relationships.     One  intramural  study  is  underway  to  identify 
alcoholism  risk  genes.     This  involves  collecting  and  testing 
for  linkage  in  families  in  which  alcoholism  is  highly 
prevalent.     Careful,  structured,   in  depth  evaluations  will 
permit  accurate  comparisons  of  the  clinical  phenomenology  of 
alcoholism  in  these  Indian  populations  with  each  other  and  to 
Whites.     Scientists  expect  to  gain  clues  as  to  the  causes  of 
alcoholism  by  defining  age  of  onset  and  severity,  by 
accurately  defining  psychiatric  comorbidity,  and  by  following 
the  transmission  of  pathologies  in  families. 

Other  research  underway  with  urban  American  Indian  adolescent 
alcohol  and  drug  users  will  provide  a  description  of  the 
prevalence  and  change  over  time  of  substance  abuse  in  this 
population.     It  will  also  identify  the  risk  and  protective 
factors  that  promote  or  inhibit  initiation  and  continued 
abuse,  and  will  develop  a  screening  battery  for  early 
identification  of  substance  abusing  urban  American  Indian 
adolescents . 

Despite  the  diversity  within  the  four  major  racial  and  ethnic 
minority  groups,  there  are  collective  patterns  of  alcohol  use 
and  alcohol -related  problems  that  may  be  quite  different  from 
those  of  the  population  as  a  whole.     To  enlarge  the  portfolio 
of  minority- oriented  grants,  the  NIAAA  is  currently 
developing  a  program  announcement  that  focuses  on  Blacks, 
Hispanics,  and  American  Indians.     It  summarizes  what  is  known 
about  the  prevalence  of  alcohol -related  problems  among  these 
particular  ethnic  populations;  unanswered  questions 
concerning  these  problems  (e.g.,  discrepancies  between  self 
reported  use  or  abuse  of  alcohol  and  morbidity/mortality 
statistics) ;  and  suggested  remedies  for  the  identified 
problems . 

Although  many  prevention  programs  are  targeted  toward  these 
minority  groups,  very  few  attempts  have  been  made  to  conduct 
prevention  research.     This  announcement  describes  a  number  of 
opportunities  for  pre- intervention  and  intervention  research. 
It  also  describes  methodological  approaches  that  can  enhance 
the  development  of  viable  prevention  research. 


612 


C.         National  Institute  of  Mental  Health  (NIMH) 

The  Minority  Mental  Health  Research  Centers  program  was 
developed  by  the  NIMH  to  conduct  research  and  research 
development  activities  relevant  to  minority  groups.  The 
centers  also  provide  a  setting  for  the  training  of  minority 
students  as  researchers.     These  centers  are  problem-oriented, 
comprehensive  and  multi-disciplinary  in  their  approach.  Each 
center  has  a  clearly  defined  set  of  scientific  problems  of 
major  importance  to  the  understanding  of  a  specific  minority 
group.     The  centers  provide  a  research  environment  wherein 
hypothesis  development  and  testing  can  unfold  in  the  context 
of  both  pilot  and  follow-up  studies,  and  where  new 
methodologies  and  data  gathering  techniques  can  be  developed 
and  tested. 

In  a  major  new  impetus  for  minority  population  research,  NIMH 
funded  two  new  Minority  Mental  Health  Research  Centers  in  FY 
1990:     the  Research  Center  for  Black  Mental  Health  at  the 
University  of  Michigan  and  the  Research  Center  on  the 
Psychobiology  of  Ethnicity  at  the  University  of  California  at 
Los  Angeles.     The  latter  has  been  established  to  examine 
ethnic  differences  in  response  to  psychoactive  medications. 
These  two  centers  brings  the  number  of  minority  mental  health 
research  centers  to  six.     The  other  centers  are:     an  American 
Indian  and  Alaska  Native  Mental  Health  Research  Center  at  the 
University  of  Colorado  Health  Sciences  Center;   the  National 
Research  Center  on  Asian  American  Mental  Health  at  the 
University  of  California  at  Los  Angeles;   the  Hispanic 
Research  Center  at  Fordham  University;  and  the  Center  for 
Cross -Cultural  Research  at  the  University  of  Texas  Medical 
Branch  at  Galveston. 

Research  being  conducted  at  Duke  University  is  focusing  on 
Black  pre-adolescents  identified  as  "at  risk"  because  of  poor 
peer  relations;     Socially  rejected  children  have  been  found 
to  be  at  greater  risk  for  mental  health  problems  than  non- 
rejected  children.     A  sample  of  rejected  youngsters  is  being 
given  a  6 -month  program  of  social  relations  training,   and  a 
subset  of  low-achieving  youngsters  also  received  special 
academic  tutoring.     Effectiveness  of  the  programs  will  be 
determined  by  relative  incidence  of  psychological  disorder, 
delinquency,   school  dropout  rate  and  teenage  pregnancy 
beginning  two  years  after  the  completion  of  intervention. 

Learning  problems  at  an  early  age  are  important  predictors  of 
psychiatric  symptoms,  particularly  depressive  symptoms  and 
possibly  depressive  disorder  in  adolescence.  Early 
aggressive  behavior  involving  breaking  rules  and  fighting 
also  has  been  found  to  predict  later  antisocial  behavior, 
criminality  and  substance  abuse.     Interventions  directed  at 
learning  and  behavior  management  are  being  tested  in  inner - 
city  schools  by  Johns  Hopkins  University's  Preventive 
Intervention  Research  Center.     The  first  intervention 
consists  of  a  strengthened  curriculum  for  the  entire  class 
(first  and  second  grades),   to  improve  reading  and  other 
academic  skills.     The  second  intervention,   also  directed  at 
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the  entire  class ,  involves  a  behavior  management  method  that 
rewards  pro- social  behavior.     The  effectiveness  of  these 
interventions  will  be  assessed  annually  through  the  sixth 
grade . 

Social  support  has  been  frequently  implicated  as  a  mediating 
variable  between  stress  and  psychological  symptoms .  As  a 
result,   interventions  manipulating  social  support  systems  of 
high-risk  individuals  are  a  common  prevention  strategy.  A 
prospective  longitudinal  study  is  assessing  the  extent, 
types,  sources  and  changes  over  time  of  the  typical  support 
available  to  Black  and  Hispanic  mothers  of  chronically  ill 
and  seriously,  acutely  ill  children.     Recent  findings 
indicate  that  the  absence  of  a  male  confidant  predisposes 
women  to  depression  after  a  stressful  life  event. 

D.        Office  for  Substance  Abuse  Prevention  (OSAP) 

Historically,   the  strategies,  programs,  and  services  of  the 
Office  of  Substance  Abuse  Prevention  (OSAP)  have  been 
structured  to  address  alcohol  and  other  drug  prevention  needs 
of  multi-cultural  ethnic  communities.     Ethnic  minorities  are 
disproportionately  represented  among  many  of  the  at  risk 
populations  targeted  by  the  OSAP  demonstrations  programs.  As 
a  result,   special  efforts  have  been  made  to  ensure  that  OSAP 
programs  are  culturally  relevant. 

From  FY  1987  to  FY  1990,  OSAP  has  funded  245  High-Risk  Youth 
demonstration  grants  and  100  Model  Projects  for  Pregnant  and 
Postpartum  Women  and  their  Infants.     The  majority  of  these 
programs  are  run  by  minority  organizations  and  serve  minority 
populations.     Of  the  High-Risk  Youth  grants  approximately  25 
percent  target  Black  populations,   11  percent  serve 
multiracial  communities,   9  percent  target  Native  Americans, 
23  percent  target  Hispanics ,  4  percent  target  Asians  and 
Pacific  Islanders,  and  28  percent  target  whites.     Of  the  100 
Pregnant/Postpartum  Women  grants,  52  percent  of  the  programs 
target  multiracial  populations,  20  percent  target  Black 
populations,   13  percent  target  Whites,   6  percent  target 
Hispanics,  and  1  percent  target  Asian/Pacific  Islander 
populations . 

OSAP  provides  technical  assistance  and  capacity-building 
services  to  grantees  and  other  minority  organizations  to 
ensure  that  these  groups  have  the  organizational  and  business 
skills  to  secure  funds,  conduct  sound  prevention  programs, 
evaluate  programs  reliably  and  publish  results,  and 
accomplish  other  tasks  necessary  to  advance  the  state  of 
knowledge  of  prevention  in  general,  and  especially  of 
prevention  with  minority  populations.     OSAP  offers  numerous 
support  services  to  grantees,  and  especially  attempts  to 
ensure  that  programs  use  culturally- sensitive  and  specific 
materials.     OSAP  maintains  a  database  and  copies  of  effective 
culturally- sensitive  materials  that  are  disseminated  to 
grantees  upon  request  through  contractors.  Technical 
assistance  in  the  form  of  speakers,   training,  financial 
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management,  general  management,  and  other  skills,  is  offered 
to  all  grantees. 

OSAP  provides  support  for  the  Secretary's  Black  Male 
Initiative  including  OSAP  staff  representation  to  this 
effort.     One  spin  off  from  this  involvement  is  OSAP's 
sponsorship  of  "The  Second  National  Conference  on  Preventing 
and  Treating  Alcohol  and  Other  Drug  Abuse,  HIV  Infection  and 
AIDS  in  Black  Communities."     The  From  Advocacy  to  Action 
conference  is  designed  to:     foster  locally-based  strategies 
to  disseminate  state-of-the-art  information  about  what  works 
in  the  Black  community;   focus  talent  to  design,   test  and 
replicate  innovative  prevention  and  treatment  services  for 
Black  males;  promote  understanding  about  the  complexity  of 
the  issues  regarding  alcohol  and  other  drug  abuse  in  Black 
communities;  and  advocate  mentoring  programs. 

OSAP  has  also  convened  an  Hispanic  High  Risk  Youth  Work  Group 
consisting  of  OSAP  grantees  and  other  professionals 
experienced  in  working  with  this  target  population.  The 
purpose  is  to  synthesize  knowledge,   examine  theory  and 
practice,  and  study  issues  specific  to  the  development  of 
prevention  and  treatment  strategies  for  high  risk  Hispanic 
youth.     This  group  has  met  and  has  commissioned  a  study  by 
two  well-known  Hispanic  experts  to  review  the  literature  on 
prevalence  among,   and  prevention/intervention  models  for  this 
population.     The  emphasis  of  efforts  of  this  work  group  is  to 
advance  the  state  of  knowledge  of  what  works  with  this 
population,   to  bridge  the  gap  between  theory  and  practice,  to 
respond  to  the  needs  of  OSAP  grantees  serving  this 
population,   and  to  expand  the  network  of  Hispanic  groups 
involved  in  addressing  the  problems  of  high  risk  Hispanic 
youth. 

Native  American  initiatives  have  included  a  study  which 
provided  an  overview  of  prevention  programs  targeted  towards 
Native  Americans  which  was  disseminated  to  all  OSAP  grantees 
and  widely  throughout  the  field.     A  Fact  Sheet  was  developed 
from  the  results  of  this  study  and  is  available  through 
OSAP's  National  Clearinghouse  on  Alcohol  and  Drug 
Information,  which  disseminates  information  and  materials 
throughout  the  country.     In  addition,  OSAP  requested  a  study 
of  culturally- relevant  evaluation  tools  for  Native  American 
populations.  The  results  of  this  study  clarified  the  intense 
need  for  such  materials  in  the  prevention  field. 

OSAP  has  actively  supported  ADAMHA's  historically  Black 
colleges  and  universities  initiative  in  compliance  with 
President  Bush's  Executive  Order.     Three  HBCUs  received  high- 
risk  demonstration  grants:     Edwards  Waters  College, 
Jacksonville,  Florida;  Coppin  State  College,  Baltimore, 
Maryland;  and  Southern  University,  Baton  Rouge,  Louisiana. 
Each  is  using  a  unique  and  different  approach  in  its 
prevention  demonstration  program. 

In  addition  to  materials  development  and  publications  in 
support  of  technical  assistance  and  other  program  efforts, 
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OSAP  has  attempted  to  remedy  the  serious  shortage  of 
culturally  relevant  materials  for  service  providers  who  work 
with  multi-cultural  youth  and  families.     Through  the  National 
Clearinghouse  on  Alcohol  and  Drug  Information  (NCADI), 
culturally-specific  materials  are  collected  and  distributed. 
NCADI  maintains  mailing  lists  of  minority  organizations 
across  the  country  for  special  mailings  of  targeted  and 
culturally- relevant  materials.     OSAP  continues  to  develop  new 
materials  targeted  for  High  Risk  Target  Groups  with  bilingual 
materials  published  for  youngsters  and  adults. 

OSAP's  program  efforts  toward  minority  populations  have 
continued  in  FT  1990  and  have  been  enhanced  through  the 
addition  of  two  new  programs.     The  Community  Partnership 
program,   initiated  during  FY  1990,   is  a  cross-cultural  or 
multi- cultural  program  based  on  the  needs  of  individual 
communities .     This  effort  supports  the  formation  of 
public/private  sector  partnerships  in  individual  communities 
across  the  Nation  to  develop  comprehensive  programs  for 
substance  abuse  prevention  and  treatment.     During  FY  1990,  95 
awards  were  awarded.     Of  these,  approximately  35  percent 
target  Black  populations,  3  percent  target  Native  Americans, 
16  percent  target  Hispanics ,   2  percent  target  Asians  and 
Pacific  Islanders,  and  44  percent  target  whites. 

Also  during  FY  1990,   14  awards  were  made  to  support 
innovative  approaches  designed  to  reach  hard-to-reach  and/or 
high-risk  audiences  in  specific  populations  through  mass 
communications  or  that  respond  to  demonstrated  needs  for 
specialized  materials  targeted  to  populations  in  high-risk 
environments.     Of  these,  approximately  15  percent  target 
Black  populations,   8  percent  target  Native  Americans,  23 
percent  target  Hispanics,   8  percent  target  Asians  and  Pacific 
Islanders,  and  46  percent  target  Whites. 

OSAP's  support  of  minority  health  care  initiatives  is  in 
keeping  with  ADAMHA's  commitment  to  establish  linkages, 
promote  communication,  cooperation,  and  networking  in  support 
of  "capacity  building"  for  the  development  of  effective 
prevention  programming  for  multi-cultural  ethnic  minorities. 
OSAP  hopes  to  attract  more  minority  applications  for 
demonstration  grant  funding,  and  will  continue  to  offer 
numerous  types  of  technical  assistance. 

E.        Office  for  Treatment  Improvement  (OTI) 

The  Office  for  Treatment  (OTI)  was  created  in  FY  1990  to 
provide  a  focal  point  within  ADAMHA  to  meet  the  expanding 
Federal  effort  to  promote  and  enhance  existing    programs  and 
new  approaches  in  the  treatment  of  drug  abuse  and  the 
associated  problems  of  alcoholism  and  mental  illness.  In 
recognition  of  the  urgency  of  this  mission,  OTI  identified 
priorities  that  form  the  cornerstone  of  the  overall  treatment 
improvement  strategy:     1)  developing  enhancements  of 
treatment  services  in  high  need  and  intensity  areas  of  drug 
abuse;   2)  developing  specialized  treatment  enhancement 
programs  for  critical  populations  including  racial  and  ethnic 
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minority  populations;  and  3)  criminal  justice  system  programs 
with  specific  emphasis  on  incarcerated  drug  abusers  and  those 
on  probationary  release. 

The  OTI  strategy  with  respect  to  its  discretionary  grant 
programs  is  to  support  innovative  mechanisms  to  improve  the 
delivery  of  treatment  services  at  both  the  individual  program 
level  and  the  broader  systemic  level.     For  many  racial  and 
ethnic  minority  populations,  who  are  disproportionately 
represented  among  those  at-risk  of  substance  abuse  or  those 
in  treatment,  OTI  grants  are  intended  to  provide  a  mechanism 
to  link,   integrate,  and  improve  existing  treatment  services 
with  other  relevant  community-based  health  and  mental  health 
services . 

OTI  will  continue  to  utilize  these  grant  programs  to  improve 
the  effectiveness  and  efficiency  of  drug  abuse  treatment 
delivered  to  minority  populations.     Through  the  diverse 
complement  of  community-based  and  culturally/ethnically 
focused  programs  funded,   it  is  hoped  that  we  will  not  only 
improve  the  delivery  of  treatment  services  by  one  program  to 
one  community,  but  achieve  a  broader,   system-wide  impact  on 
many  programs  and  communities. 

The  Treatment  Grants  in  Crisis  Areas  program  is  designed  to 
provide  large  cities  that  have  a  high  incidence  of  drug  abuse 
with  funds  to  improve  their  system  for  the  delivery  of  drug 
abuse  treatment  services.     In  FY  1990,  OTI  awarded  eight 
treatment  improvement  grants  to  New  York;  Boston;  Baltimore; 
San  Juan,   Puerto  Rico;  Atlanta;  Milwaukee;  Albuquerque;  and 
Los  Angeles.     While  this  program  is  not  intended  to  provide 
services  exclusively  to  racial  and  ethnic  minority 
populations,   the  nature  of  the  epidemiology  of  drug  abuse, 
especially  in  these  cities,    indicates  that  a  substantial 
impact  can  be  achieved  on  drug  abusers  from  these  groups. 
Based  on  a  consideration  of  the  number  of  racial  and  ethnic 
drug  abusers  to  be  served  in  these  various  target  city 
programs,  we  estimate  that  approximately  75  percent  of  the 
target  city  funding  impact  racial  and  ethnic  minority 
populations . 

The  Critical  Populations  grant  program  supports  treatment 
improvement  initiatives  among  existing  treatment  providers  to 
enable  them  to  provide  a  more  comprehensive  array  of  services 
to  at-risk  population  groups  that  are  facing  critical  primary 
health  and  socioeconomic  difficulties  as  a  result  of  their 
drug  abuse.     The  three  critical  populations  identified  as  the 
target  populations  identified  as  the  target  populations  for 
these  treatment  improvement  funds  include:     (1)  minority 
populations;    (2)  adolescents;   and  (3)  residents  of  public 
housing.     Of  the  total  number  of  grants  awarded  in  FY  1990, 
45  percent  identified  one  or  more  racial  and  ethnic  minority 
population  as  the  target  population.     Twenty-one  percent  of 
the  projects  funded  were  adolescent  projects  that  also 
targeted  minority  adolescents.     Public  housing  represented 
six  percent  of  the  total  grants  awarded,  but  virtually  all  of 
these  grants  targeted  a  minority  population.     Finally,  14 
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percent  of  the  total  awards  made  were  to  programs  which 
targeted  multiple  target  populations  and  minority 
populations . 

The  model  drug  abuse  treatment  program  for  correctional 
settings  was  developed  to  enhance  the  quality  of  existing 
drug  abuse  treatment  for  incarcerated  individuals,  with  the 
ultimate  goal  improving  treatment  outcome.     Projects  funded 
had  to  demonstrate  emphasis  consistent  with  the  prevalence  of 
the  racial  and  ethnic  minority  populations  in  the  affected 
correctional  setting. 

The  model  drug  abuse  treatment  program  for  non- incarcerated 
criminal  justice  populations  was  developed  to  improve 
treatment  outcome  for  diversionary  and  high  risk  populations 
(who  were  also  adolescents  and/or  racial  or  ethnic 
minorities)  and  reduce  the  frequency  with  which  these 
populations  interact  with  the  criminal  justice  system  and/or 
engage  in  criminal  behavior  because  of  their  addictive 
disorders.  The  Waiting  List  Reduction  Grant  Program  was 
developed  to  help  existing  drug  abuse  treatment  programs 
expand  their  capacity  to  serve  drug  abusers  on  waiting  lists 
to  receive  treatment.     In  FT  1989  and  1990,   72  percent  of  the 
357  grants  awarded  impacted  on  treatment  for  minority 
populations . 

The  Summer  Fellowship  in  Addiction  Medicine  and  Treatment  was 
developed  in  recognition  of  the  need  to  provide  minority 
medical  students  with  a  focused,  front-line  view  of  the 
medical  aspects  of  addiction.     The  program's  objectives 
were  to: 

o  Increase  the  overall  sensitivity  of  minority  medical 

students  to  addiction  as  a  disease; 

o  De -mystify  and  correct  many  of  the  misconceptions  and 

biases  which  exist  in  the  care  and  treatment  of  those 
with  addiction  disorders;  and 

o  Provide  a  learning  mechanism  to  relate  the  care  and 

treatment  of  the  addicted  patient  to  a  range  of  broader 
contextual  issues  in  primary  care. 

The  treatment  programs  selected  for  the  preceptorship 
reflected  the  program's  capacity  to  provide  a  wide  range  of 
practical  clinical  experiences.     In  the  program's  first  year, 
10  students  were  provided  a  structured  learning  experience  In 
the  treatment  of  drug  abusing  individuals  at  a  designated 
treatment  facility.     During  the  initial  training  sessions, 
emphasis  was  placed  on  the  special  needs  of  women  of 
childbearing  age  and  high-risk  youth.     A  two  day  orientation 
to  the  field  of  addiction  medicine  at  the  Morehouse  School  of 
Medicine  in  Atlanta,  Georgia. 

The  "Introduction  to  Chemical  Dependency"  included 
presentations  on  Pharmacology,   the  Epidemiology  of  Substance 
Abuse,  HIV  Disease  and  Substance  Abuse,   Prevention  and 
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Treatment  of  Substance  Abuse  in  Ethnic  communities,  Co- 
Morbidity,  Diagnosis,  Treatment  Models,   Prophylaxis  Treatment 
of  HIV  Disease  and  other  discussions  of  the  physical  and 
behavioral  effects  of  various  drug  types.     This  program  will 
expand  in  FY  1991  through  a  collaborative  effort  with  the 
ADAMHA  Institutes.     OTI  anticipates  expanding  the  program  to 
include  other  disciplines  such  as  social  workers,  nurses, 
psychologists,  and  ministers. 

II.       CURRENT  MINORITY  TRAINING  INITIATIVES 

A.  Increasing  Research  at  Predominately  Minority  Institutions 

The  Minority  Institutions  Research  Development  Program 
(MIRDP)  was  established  in  FY  1990  to  increase  the  capacity 
of  minority  institutions  and  their  faculty  to  conduct 
rigorous  ADM  research.     The  10  MIRDP  grants  awarded  by  NIAAA, 
NIDA  and  NIMH  in  FY  1990  will  assist  institutions  in 
augmenting  and  strengthening  their  research  infrastructure. 
The  grants  will  also  support  research  development  activities 
for  faculty  interested  in  conducting  ADM  research.  Minority 
students  will  benefit  from  participation  as  research 
assistants.     This  new  program  complements  the  strong  efforts 
ADAMHA  has  made  in  promoting  research  careers  for  minority 
students . 

B.  Minority  Research  Training 

The  objective  of  ADAMHA  programs  that  concentrate  on  minority 
trainees  is  to  ensure  that  minority  investigators  have  a 
prominent  leadership  role,  with  outstanding  training  and  a 
full  range  of  research  opportunities.     The  Minority  Access  to 
Research  Careers  (MARC)  program  provides  support  for  honors 
undergraduates  and  faculty  fellowships.     Grants  are  made  to 
institutions  with  substantial  minority  enrollments  to  provide 
high-level  research  experiences  for  promising  college 
students  working  closely  with  a  faculty  sponsor.     Support  is 
also  provided  for  selected  faculty  members  to  undertake  more 
specialized  research  fellowships.     Awards  were  recently  made 
to  three  new  MARC  programs -- the  University  of  Puerto  Rico  at 
Rio  Piedras,  the  University  of  New  Mexico  and  the  University 
of  Hawaii  at  Manoa.     A  total  of  12  institutions  now 
participate  in  this  effort. 

The  ADAMHA  Institutes  are  supporting  an  initiative  to 
increase  the  number  of  underrepresented  minority  scientists 
participating  in  biomedical  and  behavioral  research  as  a 
means  of  addressing  the  national  problem  of  a  declining 
scientific  pool.     The  Supplements  for  Underrepresented 
Minorities  in  Biomedical  and  Behavioral  Research  program 
provides  administrative  supplements  for  ongoing  projects  to 
attract  and  encourage  minority  individuals  who  wish  to  pursue 
biomedical  and  behavioral  research  careers.     By  providing 
these  opportunities  at  specific  points  in  the  research  career 
development  of  minority  scientists,  ADAMHA  anticipates  an 
increase  in  the  number  of  minority  investigators  in 
biomedical  and  behavioral  research. 
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ADAMHA  policy  is  to  promote  broad  and  systematic  efforts  to 
recruit  individuals  from  minority  groups  currently 
underrepresented  in  biomedical  and  behavioral  research. 
National  Research  Service  Award  (NRSA)  programs  in  major 
institutions  are  intended  to  attract  and  train  individuals  to 
pursue  independent  careers  as  investigators.  Accomplishments 
of  NRSA  programs  in  recruiting  and  training  minority  groups 
members  will  ensure  that  minority  scientists  are 
progressively  better  represented  in  the  national  research 
effort.     To  ensure  progress,  ADAMHA  assesses  the  merit, 
effectiveness  and  adequacy  of  plans  or  efforts  of 
institutions  applying  for  support  under  this  program  to 
recruit  minority  individuals .     Funding  of  programs  with 
inadequate  plans  or  poor  track  records  can  be  delayed  up  to  a 
year . 

Support  for  research  training  is  also  available  to  graduate 
students  in  key  disciplines  (psychiatry,  psychology, 
neuroscience ,  sociology,  nursing  and  social  work)  through  the 
NIMH  supported  Minority  Fellowship  Program  (MFP) .  These 
research  training  awards  are  made  to  national  professional 
associations.     MFP  directors  and  selection  committees  at  the 
respective  associations,  in  turn,  recruit,  select,  and 
closely  monitor  highly  qualified  graduate  students  in 
accredited  doctoral  programs  throughout  the  country. 

The  NIDA  Special  Population  Research  Development  Program 
provides  scientific  and  methodologic  mentoring  to  ethnic 
minority  investigators  seeking  to  engage  in  drug  abuse 
research  activities.     These  efforts  concentrate  on  developing 
statistical  and  analytical  skills,   identifying  and  validating 
research  instruments  and  methods,  and  other  research 
applications . 

To  increase  the  participation  of  minority  scientists  in 
research  on  HIV  infection  and  AIDS,  the  NIMH  Office  of  AIDS 
Programs  initiated  a  "Technical  Assistance  Program  for 
minority  researchers.     Phase  I  was  comprised  of  a  workshop 
that  provided  basic  orientation  to  the  grants  application 
process  and  the  theoretical  and  applied  aspects  of  research 
on  AIDS.     Phase  II  provided  intensive  individual  research 
consultation  leading  to  eventual  submission  of  research 
applications  particularly  focusing  on  the  special  and  unique 
concerns  of  minority  populations . 

III.     PLAN  FOR  INCREASING  RESOURCES  TO  MINORITY  HEALTH  AND  TRAINING 

Sections  I  and  II  of  this  report  detailed  the  efforts  the 
ADAMHA  Institutes  and  Offices  have  made  to  systematically 
address  both  the  disparities  in  health  status  of  Black 
Americans,  Hispanic  Americans,  Native  Americans,  Asian  and 
Pacific  Islander  Americans  and  the  participation  of 
individuals  belonging  to  these  groups  in  the  biomedical  and 
behavioral  research  enterprise  supported  by  ADAMHA.     In  this 
section  we  outline  the  approach  ADAMHA  will  use  to  increase 
funding  for  minority  health  and  training. 
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A.  With  a  reaffirmation  of  the  policy  regarding  the  inclusion  of 
minorities  in  study  populations,  it  can  be  expected  that  the 
amount  of  data  on  alcohol,  drug  abuse  and  mental  disorders 
among  racial  and  ethnic  minorities  will  increase  markedly. 
One  reason  often  cited  for  the  lag  in  the  development  of 
initiatives  to  address  minority  health  has  been  lack  of 
information.     This  apparent  obstacle  will  be  challenged  as 
new  data  emerges .     The  new  target  for  ADAMHA  will  be  to 
ensure  the  effectiveness  of  its  technology/information 
dissemination  to  those  organizations  and  institutions  with 
major  responsibilities  for  serving  minority  individuals.  The 
ADAMHA  Institutes  and  Offices  will  be  asked  to  draw  up  plans 
for  improving  technology  transfer/information  dissemination 
regarding  minorities. 

B.  In  attempting  to  expand  resources  to  minority  institutions, 
ADAMHA  will  join  the  ranks  of  the  other  PHS  agencies  in  the 
same  effort.     It  is  increasingly  important  that  we  ensure 
that  minority  institutions  and  institutions  whose  key  thrust 
is  the  training  of  underrepresented  minorities  are  able  to  be 
competitive  in  acquiring  funds  as  they  become  available. 
Identifying  those  institutions  interested  in  pursuing 
research  and  other  activities  in  the  alcohol,  drug  abuse  and 
mental  health  field  and  providing  appropriate  technical 
assistance  will  be  a  major  part  of  ADAMHA' s  outreach  effort. 

C.  ADAMHA  has  joined  NIH  in  the  important  effort  to  enhance 
public  awareness  of  the  continuing  benefits  that  derive  from 
the  conduct  of  science  with  a  major  Science  Education 
initiative.     The  program  focuses  on  school  children  from 
kindergarten  through  12th  grade  levels.     Enhanced  public 
understanding  is  expected  to  have  the  added  benefits  of 
encouraging  students  to  choose  careers  in  scientific  fields. 
To  ensure  that  these  efforts  reach  into  minority  communities 
the  Minority  Subcommittee  of  the  ADAMHA  Science  Education 
Work  Group  will  convene  a  group  of  experts  in  education  and 
media  with  experience  in  reaching  minority  communities  to 
advise  us  on  appropriate  strategies. 

D.  ADAMHA  has  begun  development  of  several  promising  future 
initiatives . 

1.         Expansion  of  MARC  Honors  Undergraduate  Research  Training 
Program 

Extension  of  the  MARC  Honers  Undergraduate  Research  Training 
Program  to  the  freshman  and  sophomore  years  is  intended  to 
address  both  the  current  deficiency  of,  and  the  anticipated 
crisis  regarding,  the  number  of  minority  students  earning 
degrees  in  science.     Current  data  reveal  that  only  5  percent 
of  the  bachelor  of  science  degrees  awarded  in  the  U.S.  and  1 
percent  of  the  science  and  engineering  doctorates,  have  been 
earned  by  Blacks;  for  Hispanics ,  3  percent  and  2  percent 
respectively;  and  for  the  American  Indians,  0.3  and  0.11 
percent.     These  numbers  are  reflected  in  the  employment  pool 
where,  of  all  employed  scientists  and  engineers  in  the  United 
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States,  only  0.5  percent  are  American  Indians  and  both  Blacks 
and  Hispanics  comprise  2  percent  respectively. 

The  concern  of  ADAMHA  is  to  increase  the  number  of  these 
underrepresented  ethnic  minority  individuals  who  will  choose 
research  careers  in  the  biomedical  sciences.     The  MARC  Honors 
Undergraduate  Research  Training  Program  was  designed  to 
increase  the  number  of  well -prepared  minority  students,  this 
includes  namely,  American  Indians,  Blacks,  Hispanics  and 
Pacific  Islanders,  who  can  compete  successfully  for  entry 
into  graduate  programs  leading  to  the  Ph.D.  or  M.D./Ph.D. 
degrees  in  the  biological  sciences  and  other  related  areas. 
While  the  Honors  Undergraduate  Research  Training  Program  has 
proven  successful  in  attracting  and  training  minority 
undergraduate  students  in  the  sciences,  more  needs  to  be 
done . 

This  proposal  would  extend  the  guidelines  of  the  MARC  Program 
to  allow  for  the  support  of  students  in  the  first  and  second 
years  of  their  college  careers  in  the  hope  of  attracting  them 
to,  and  maintaining  their  interest  in,  majoring  in  the 
sciences  and  mathematics  for  subsequent  careers  in  biomedical 
research.     Funds  would  also  support  expansion  of  the  MARC 
program  to  24  institutions  (double  the  number  supported  in  FY 
1991).     Resources, to  be  directed  to  this  activity: 

2.  Supplements  for  Underrepresented  Minorities  in  Biomedical  and 
Behavioral  Research  Supported  by  ADAMHA 

As  a  means  of  addressing  the  national  problem  of  a  declining 
scientific  pool,   this  program  to  increase  the  number  of 
minority  scientists  participating  in  biomedical  and 
behavioral  research  was  initiated  in  FY  1990.     It  provides 
funds  through  administrative  supplements  designed  to  provide 
a  continuum  of  support  for  underrepresented  minority 
scientists  and  students.     The  aim  of  these  programs  is  to 
attract  and  encourage  these  minority  individuals  to  pursue 
biomedical  research  careers  in  areas  within  the  missions  of 
all  the  awarding  components  of  the  ADAMHA.     The  Supplements 
program  has  been  well-received  by  the  field  both  principal 
investigators  and  minority  scientists  and  students. 

3.  Minority  High  School  Science  Education  Program 

In  FY  1991  ADAMHA  established  a  Minority  High  School  Science 
Education  Program  (MHSSEP)  through  supplements  to  the  ADAMHA 
Minority  Access  to  Research  Careers  (MARC)  Honors 
Undergraduate  Program.     The  program  seeks  to  afford 
opportunities  and  provide  motivation  to  make  the  choice  of  a 
research  career  a  viable  reality  for  an  increasing  number  of 
students  from  racial/ethnic  minority  groups  in  science 
careers .     The  MHSSEP  will  play  an  integral  role  in  motivating 
and  stimulating  interest  in  science  related  to  mental  and 
addictive  disorders  by  providing  high  school  students  with 
hands-on  experience  in  science  education  enrichment  programs. 
ADAMHA  MARC  programs  provide  a  unique  opportunity  to  offer 
mentoring  and  role  models  to  minority  high  school  students 
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through  contact  with  both  undergraduate  students 
participating  in  the  MARC  program  and  faculty  scientists. 

Since  not  all  MARC  programs  will  be  interested  in  developing 
a  MHSSEP  this  would  be  an  option  that  an  institution  could 
choose . 

4.  Science  Faculty  Improvement  in  Minority  Institutions 

Increasing  the  contributions  of  predominantly  minority 
institutions  and  institutions  with  substantial  minority 
enrollment  in  developing  new  knowledge  about  the  behavioral 
and  physical  problems  of  mental  illness  and  substance  abuse 
is  a  matter  of  practical  necessity  for  the  future  of  the 
research  mission  of  ADAMHA.     By  strengthening  the  science 
environment  in  these  institutions  they  will  be  able  to 
produce  minority  students  well  qualified  to  compete 
successfully  for  entry  into  advance  degree  programs  in 
discipline  related  to  alcoholism,  drug  abuse,   and  mental 
health. 

This  new  program  would  support  grants  to  minority 
institutions  to  allow  faculty  of  these  institutions  to 
participate  in  workshops,   seminars,   short  courses  or  similar 
activities  to  gain  new  knowledge,   learn  new  laboratory 
techniques  or  become  familiar  with  recent  theoretical 
developments  in  their  fields  which  they  can  bring  to  bear  on 
their  undergraduate  teaching  in  disciplines  related  to 
alcoholism,  drug  abuse,  and  mental  health. 

5.  Academic  Research  Enhancement  Award 

Since  FY  1985  NIH  has  made  special  efforts  to  stimulate 
research  in  educational  institutions  which  provide  the 
baccalaureate  training  for  a  significant  number  of  our 
nation's  research  scientists  but  which  historically  have  not 
been  major  participants  in  NIH  programs.     ADAMHA  is 
considering  the  use  of  this  mechanism  "Academic  Research 
Enhancement  Award  (AREA)"  to  encourage  research  in 
alcoholism,   drug  abuse  and  mental  health  in  predominantly 
minority  institutions  and  institutions  with  substantial 
minority  enrollment  which  offer  baccalaureate  or  advance 
degrees  in  sciences  related  to  alcohol,   drug  and  mental 
health  but  are  not  research  intensive. 

Principal  investigators  supported  under  an  AREA  Program  would 
benefit  a  unique  opportunity  to  conduct  independent, 
preliminary  research  studies  preparatory  to  seeking  more 
substantial  funding  through  traditional  ADAMHA  grant 
mechanisms .     Awardee  institutions  would  benefit  from  a 
strengthened  research  environment  initiated  through  AREA 
grants  and  furthered  by  participation  in  diverse  extramural 
programs  of  ADAMHA.     Students  would  benefit  from  exposure  to, 
and  participation  in,  research  and  thus  be  encouraged  to 
pursue  graduate  studies  in  disciplines  related  to  alcoholism, 
drug  abuse  and  mental  health. 
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Minority  Research  Initiation 

Over  the  next  decade  most  U.S.  universities  are  expected  to 
experience  a  significant  decline  in  the  number  of  scientists 
at  senior  ranks  participating  in  biomedical  and  behavioral 
science  research  due  to  retirements.     As  a  matter  of 
practical  necessity  to  maintain  the  quality,  distribution  and 
effectiveness  of  the  human  resources  base  in  science.  ADAMHA 
is  considering  a  the  Minority  Research  Initiation  (MRI) 
Program  to  promote  full  utilization  of  all  highly  qualified 
scientists.     Minority  scientists  who  (a)  hold  full-time 
faculty  or  research-related  positions  at  colleges  or 
universities  in  the  U.S.,   its  possessions  and  territories  and 
(b)  have  not  previously  received  Federal  research  support  as 
faculty  members  would  be  eligible  for  support  under  this 
program. 

The  preparation  of  a  competitive  research  proposal  normally 
requires  an  adequate  level  of  expertise  in  proposal 
preparation,  availability  of  time  to  give  the  care  and 
thoroughness  needed  to  develop  a  proposal  of  high  merit, 
adequate  resources,   including  institutional  support,  and  a 
well-established  research-oriented  infrastructure.     In  far 
too  many  instances,  new  researchers  have  heavy  teaching  loads 
and  are  not  familiar  with  the  rigors  of  preparing  proposals 
of  high  quality. 

To  address  this  problem,  investigators  who  are  eligible  for 
MRI  grants  would  apply  for  limited  support  to  plan  and 
prepare  a  research  proposal  for  submission  to  the  MRI 
program.     Planning  grants  would  be  intended  to  strengthen  the 
proposal  writing  and  planning  capabilities  of  investigators 
who  have  not  previously  received  Federal  research  support  as 
faculty  members  and  to  facilitate  preliminary  studies  and 
other  related  planning  for  proposed  projects.     It  is 
anticipated  that  each  grant  recipient  would  use  some  of  the 
academic  year  and  most  of  the  summer  months  to  prepare  a 
research  proposal. 

Instead  of  conducting  its  own  study  of  the  issue  of  minority 
health  and  training,  ADAMHA  has  elected  to  provide  partial 
support  for  a  twelve -month  project  initiated  by  the  Institute 
of  Medicine  (IOM) ,  National  Academy  of  Sciences 
(NAS)  that  is  directed  at  setting  a  priority  research  and 
action  agenda  for  increasing  participation  of 

underrepresented  minorities  in  clinical  practice  and  academic 
medicine . 

A  committee  will  be  appointed  by  IOM/NAS  to  plan  invitational 
workshops,   to  identify  topics  and  authors  for  commissioned 
background  papers,  and  to  deliberate  afterwards  in  order  to 
develop  recommendations.     Committee  members  will  be  drawn 
from  the  IOM  membership  and  beyond  to  represent  the  health 
professions,  academic  health  centers,  biomedical  research, 
the  private  sector,  key  federal  agencies,  Congress,  state 
government  and  foundations.     Every  effort  will  be  made  to 
identify  and  call  on  minority  leaders  from  these  domains  to 
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participate  in  the  workshops.     The  committee  will  be  composed 
to  encompass  a  range  of  views  about  medical  education, 
science  education,  training,  minority  recruitment,  retention, 
outreach  programs,  and  medical  education  financing. 

The  objective  of  the  workshops  will  be  to  analyze  past 
initiatives  in  light  of  a  changed  economic,  policy,  and 
political  environment  for  the  purpose  of  shaping  a  future- 
oriented  research  and  action  agenda  responsive  to  the 
realities  of  the  1990s.     An  outcome  of  these  activities  will 
be  a  publication  that  will  include  the  background 
commissioned  papers,  a  summary  of  the  workshop  discussion, 
and  recommendations  about  future  strategies  for  increasing 
minority  participation  in  the  health  professions. 
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Mr.  Stokes.  I  want  to  say  this  is  a  very  comprehensive,  well-done 
report  to  the  Congress,  one  of  the  first  times  we  have  seen  this  type 
of  strategic  plan  in  response  to  a  mandate  from  the  Congress. 

I  am  very  pleased  with  it.  If  there  are  any  comments  you  would 
like  to  make  on  it,  I  would  be  glad  to  receive  them. 

Dr.  Gordis.  It  is  nice  to  receive  compliments,  even  when  they  are 
not  totally  deserved.  We  did  not  write  the  entire  report.  However, 
we  share  your  enthusiasm  for  it. 

We  are  pleased  that  each  of  the  components  in  the  ADAMHA  is 
making  progress  as  far  as  minority  training  and  research. 

Mr.  Stokes.  Mr.  Trachtenberg,  do  you  want  to  respond? 

Mr.  Trachtenberg.  My  sense  is  once  I  get  a  compliment,  I 
should  just  keep  quiet. 

MENTAL  HEALTH  TREATMENT 

Mr.  Stokes.  Let  me  ask  some  other  questions.  Last  year  the  Com- 
mittee expressed  its  awareness  of  a  growing  problem  with  the  in- 
carceration of  the  mentally  ill  and  encouraged  NIMH  to  explore 
new  methods  of  treatment.  How  is  the  National  Institute  of  Mental 
Health  dealing  with  this? 

Dr.  Goodwin.  In  both  our  Community  Support  Program  for 
adults  and  our  CASSP  program  for  children,  there  is  a  major  focus 
on  the  jails.  In  addition,  in  September  1991  we  released  a  new  pro- 
gram announcement  for  Research  on  Law  and  Mental  Health.  We 
are  appalled  by  data — and  I  am  sure  you  are  as  well — indicating 
that  the  largest  residential  facility  for  the  mentally  ill  in  this  coun- 
try is  the  Los  Angeles  County  Jail. 

The  problem  is  not  just  mental  illness.  Of  the  mentally  ill  in  the 
criminal  justice  system,  75  percent  have  co-existing  alcohol  or  drug 
problems,  and  even  more  have  had  them  at  some  earlier  time  in 
their  lives. 

Our  goal  is  to  find  more  effective  ways  to  reduce  the  disturbing 
degree  of  fragmentation  in  the  system.  Currently,  mentally  ill  per- 
sons in  jails  have  no  easy  access  to  mental  health  services.  Progress 
will  involve  crossing  over  different  bureaucracies  at  the  local  and 
State  levels. 

This  is  the  biggest  single  problem.  It  is  not  that  the  services  are 
not  out  there,  but  they  are  disconnected.  One  of  the  approaches 
that  is  being  tried  is  the  use  of  a  case  manager. 

This  case  manager  has  personal  responsibility  for  a  given  client 
and,  in  fact,  negotiates  them  through  the  systems.  We  are  trying  to 
access  these  systems  through  waivers  from  programs  such  as  Med- 
icaid, whose  restrictions  may  have  made  sense  when  they  were  de- 
signed but  do  not  make  sense  for  people  who  are  in  jail,  primarily 
because  of  mental  illness. 

We  are  also  working  with  OTI.  Dr.  Primm  has  a  fairly  substan- 
tial investment  in  the  issue  of  drug  abuse  in  the  criminal  justice 
system.  Because  of  the  enormous  co-morbidity,  we  are  developing 
joint  projects  with  OTI  in  that  area.  These  efforts  are  only  in  their 
early  stages. 

I  cannot  say  yet  that  this  system  integration  is  going  to  work. 
The  key  thing  is  to  find  out  what  will  work. 
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People  all  have  seat-of-the-pants  ideas.  But  when  we  have  limited 
dollars  at  the  State  level,  even  more  limited  than  last  year,  what  is 
needed  are  comparisons.  Does  the  case  manager  approach  work 
better  than  something  else  and  does  it  recover  costs  given  the  addi- 
tional expenses?  That  is  why  we  are  doing  research  and  demonstra- 
tions, so  we  can  get  relatively  quick  answers  to  our  questions. 

Mr.  Stokes.  According  to  the  Bureau  of  Prisons,  by  1995  drug 
offenders,  who  constituted  up  to  25  percent  of  all  Federal  prisoners 
in  1980,  will  account  for  69  percent  of  all  the  Federal  prison  popu- 
lation. 

Many  inmates  are  not  receiving  treatment.  Moreover,  in  those  in- 
stances where  treatment  is  available,  GAO  found  that  half  of  the 
openings  in  our  nation's  prison  treatment  programs  are  unfilled. 

They  found  that  States  provide  substance  abuse  treatment  for 
less  than  20  percent  of  the  500,000  inmates  who  are  in  need.  Your 
budget  document  acknowledges  the  important  role  the  criminal  jus- 
tice system  plays  in  abuse  system. 

To  what  extent  have  we  been  able  to  ascertain  the  necessity  of 
drug  control  programs  in  these  settings? 

Dr.  Primm.  Up  to  this  moment  we  have  invested  approximately 
$30,000,000  in  the  criminal  justice  system,  some  of  it  for  non-incar- 
cerated individuals,  such  as  those  who  might  be  on  probation  or 
parole,  and  some  of  it  for  people  who  are  incarcerated. 

A  considerable  amount  of  this  money  was  invested  in  the  adoles- 
cent juvenile  justice  population.  You  ask  about  the  evaluation  of 
the  efficacy  of  those  programs  in  the  prison  setting.  We  are,  of 
course,  in  the  process  and  are  mandated  to  evaluate  every  grant 
that  we  award.  We  are  in  the  process  of  doing  that  at  the  present. 

I  cannot  report  to  you  exactly  how  efficient  they  are  because 
some  of  those  grants  awarded  in  1991  were  three-year  grants. 

Some  of  them  were  awarded  in  1990.  We  will  have  an  evaluation 
on  them  in  1993.  I  will  be  happy  to  submit  in  writing  to  you  a  pre- 
liminary report  on  what  is  going  on  to  the  best  of  our  ability  at 
this  time. 

[The  information  follows:] 

Office  of  Treatment  Improvement  Preliminary  Criminal  Justice  Project 

Evaluation 

Preliminary  evaluation  data  from  Office  for  Treatment  Improvement  (OTI)  model 
demonstration  grants  for  criminal  justice  populations  are  indicating  marked  reduc- 
tions in  criminality  for  clients  participating  in  substance  abuse  treatment.  Some  ex- 
amples include: 

The  Amity-Pima  County  Jail  project,  which  operates  a  modified  therapeutic  com- 
munity for  male  and  female  felony  inmates  in  Tucson,  Arizona?  has  demonstrated 
low  rearrest  rates  (35  percent  as  opposed  to  a  national  average  of  62  percent)  and 
high  employment  rates  (72  percent  for  males  and  86  percent  for  females)  after  their 
release. 

One  year  after  release  from  incarceration,  parolees  in  the  Oregon  Department  of 
Correction's  Parole  Transition  project  fell  by  half  and  recidivism  rates  were  reduced 
by  two-thirds. 

The  University  of  Alabama-Birmingham's  Treatment  Alternatives  to  Street  Crime 
(TASC)  program  in  its  first  year  of  OTI  funding  has  diverted  over  1,000  men  and 
women  out  of  the  criminal  justice  system  and  into  treatment.  Only  29  individuals 
were  rearrested. 

Mr.  Trachtenberg.  Let  me  add  one  other  thought  that  goes  back 
to  what  Mr.  Pursell  was  hitting  me  over  the  head  with.  NIDA  con- 
ducted research  a  few  years  ago  on  the  use  of  the  therapeutic  com- 
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munity  concept  in  the  jail  system.  That  particular  research  is  being 
applied  in  different  areas  of  the  country  right  now. 

It  is  one  of  the  most-  effective  ways  of  dealing  with  the  drug 
abuse  and  criminal  justice  population.  This  is  an  excellent  example 
of  how  research  can  be  applied  to  treatment. 

TIMING  OF  EFFECTIVE  TREATMENT 

Mr.  Stokes.  That  leads  me  to  a  question  I  was  going  to  ask.  At 
what  stage  or  stages,  pre-prosecution  or  after  incarceration,  would 
delivery  of  treatment  services  be  most  effective? 

Dr.  Primm.  I  think  it  begins  when  people  are  initially  arrested.  If 
they  are  drug  abusers,  we  should  not  necessarily  send  them  to 
prison. 

We  should  mandate  that  they  go  into  drug  treatment  programs. 
If  they  do  go  into  prison,  we  should  have  drug  programs  within  the 
prison  for  rehabilitation,  not  just  for  the  drug  abuse  but  to  teach 
the  people  how  to  live  in  society  and  so  they  don't  go  back  to  crime 
when  they  are  released. 

The  moment  they  get  out  of  prison,  they  should  be  hooked  up 
with  an  after-care  program,  continue  their  treatment  in  an  inde- 
pendent place  setting,  get  adjusted  to  programs  to  help  them  rejoin 
society  and  rejoin  the  mainstream. 

All  of  that  is  necessary  to  assist  individuals  from  continuing 
their  drug  abuse  behavior.  If  they  are  drug  abusers,  treatment 
should  be  provided  from  the  beginning  until  the  time  of  their  rein- 
volvement  in  the  community  itself. 

MENTAL  HEALTH  SERVICES  FOR  JUVENILE  OFFENDERS 

Mr.  Stokes.  In  reading  your  justifications  regarding  juvenile  of- 
fenders, it  is  my  understanding  from  your  justification  statements 
that  many  juvenile  offenders  are  being  placed  in  detention  facili- 
ties receiving  appropriate  mental  health  services.  What  are  some  of 
the  problems  that  we  are  seeing  in  this  area? 

Dr.  Primm.  Dr.  Goodwin  spoke  briefly  about  the  co-morbidity 
problems,  that  is  juvenile  offenders,  adolescents  and  the  juvenile 
offenders  having  alcoholism,  mental  health  and  drug  abuse  prob- 
lems. 

One  is  to  target  all  three  of  those  entities  in  a  setting  where  they 
are  a  captive  audience.  At  the  National  Institute  of  Mental  Health, 
studies  target  persons  who  are  involved  in  drug  abuse  and  have  a 
mental  health  disorder.  We  are  focusing  on  that. 

OTI  is  proposing  a  joint  project  with  the  National  Institute  of 
Mental  Health  to  focus  on  that. 

Mr.  Stokes.  My  time  has  expired. 

Mr.  Pursell. 

FUNDING  FOR  RESEARCH  V.  SERVICES 

Mr.  Pursell.  Lou,  you  come  from  a  big  city.  I  live  near  one.  I 
will  tell  you  that  the  frustration  out  there  is  just  enormous. 

Dr.  Primm,  when  you  talk  about  the  need  for  prisoners  to  have 
placement  after  serving  their  sentences,  you  are  right,  but  we  don't 
have  the  resources.  We  have  very  scarce  tax  bases.  Governors  are 
not  increasing  taxes.  We  have  recessions  and  major  unemployment 
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problems.  Yet  we  spend  more  money  on  research.  We  don't  have 
the  operation  vehicle  to  get  in  and  really  assist  the  community. 

I  am  not  saying  money  is  the  cure  all  for  all  this.  I  am  saying 
there  are  a  lot  of  things  we  don't  need  to  do  anymore.  We  have  to 
refocus  our  priorities  and  our  big  dollars  for  the  year  2000  and 
beyond.  I  just  see  the  inner  cities  and  some  of  the  rural  areas  get- 
ting worse. 

If  you  are  a  classroom  teacher  today,  half  your  students  are  in 
single  family  homes  and  many  have  drug  problems  at  home.  The 
teacher  knows  that. 

She  doesn't  need  the  research.  She  can  tell  there  are  10  kids  in 
that  classroom  that  need  a  lot  of  help  and  we  can't  give  them  that 
help. 

We  have  to  take  a  look  at  our  resources.  We  need  some  real 
brain-storming. 

Maybe  this  agency  has  to  be  split  into  a  big  operational  and 
small  research  arm.  I  am  just  frustrated. 

Mr.  Stokes  and  I  and  others  from  urban  areas  see  that  frustra- 
tion. 

I  know  my  district  like  the  back  of  my  hand,  the  teachers,  the 
law  enforcement  people.  There  is  a  lot  of  frustration  there. 

Mr.  Trachtenberg.  I  share  that.  My  daughter  is  a  fourth-grade 
teacher. 

Mr.  Pursell.  What  does  she  say? 

Mr.  Trachtenberg.  She  teaches  in  the  Greenbelt  area,  a  nice 
middle-class  area.  Half  the  class  has  seen  someone  killed  or  shot  in 
that  nice  suburban  area. 

It  is  extraordinary.  I  think  one  of  the  fundamentals  of  medicine 
is  triage,  and  maybe  we  must  take  a  look  at  where  our  resources 
are  going  and  make  sure  they  are  going  in  the  most  important 
areas. 

With  the  help  of  this  subcommittee  and  with  the  Congress  a 
couple  of  years  ago,  before  OTI  existed,  we  had  no  money  in  crimi- 
nal justice  treatment  programs.  At  least  now  we  have  something 
like  $25,000,000,  a  $9,000,000  increase. 

Mr.  Pursell.  I  testified  on  behalf  of  the  Omnibus  Criminal  Jus- 
tice Bill. 

We  pumped  a  lot  of  money  into  criminal  justice. 
Years  ago  we  had  millions  of  dollars  going  into  criminal  justice 
programs. 

Mr.  Trachtenberg.  After  the  days  of  LEAA,  it  dried  up.  With 
the  wisdom  of  this  subcommittee  and  Congress,  funds  are  being 
made  available  again. 

Twenty  five  million  dollars  is  not  a  whole  lot  to  deal  with  the 
size  of  the  population  on  which  we  are  focusing. 

SUCCESSFUL  TREATMENT  PROGRAMS  FOR  YOUTH 

Mr.  Pursell.  Could  you  show  for  the  Committee  or  the  record 
three  or  four  really  successful  projects,  especially  with  young 
people? 

[The  information  follows:] 
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Office  for  Treatment  Improvement 

Sucessful    Criminal  Justice  Projects 

The  Office  for  Treatment  Improvement's  (OTI)  Adolescence  Dual 
Diagnostic  Program  in  Pontiac,  Michigan,  which  is  administered  by 
Catholic  Social  Services  of  Oakland  County,   is  showing  that  six 
months  after  completing  treatment,  53  percent  of  clients  have 
remained  abstinent,  have  reduced  psychiatric  symptoms,  and  have 
been  employed  or  are  in  school. 

In  another  OTI  project  at  Walden  House  in  San  Francisco, 
fifty  hard-core  adolescents  are  currently  enrolled  or  have 
graduated.     The  majority  of  these  youth  had  been  convicted  of 
felony  crimes.     None  have  been  rearrested  and  there  have  only  been 
two  positive  drug  tests  in  the  first  seventeen  months  of  operation. 

The  Central  East  Alcoholism  and  Drug  (CEAD)  Treatment  Council 
is  an  OTI -funded,  after- school  treatment  program  in  rural,  central 
Illinois  that  has  reduced  drug  abuse  almost  fifty  percent  among 
participating  clients.     All  clients  are  involved  in  family 
counseling,  and  a  primary  emphasis  has  been  placed  on  helping 
clients  complete  their  secondary  education. 
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Office  for  Substance  Abuse  Prevention 


Prevention  Demonstration  Grants 


Evaluations  of  OSAP's  prevention  demonstration  grants  are  finding 
that  prevention  programs  that  target  a  comprehensive  array  of 
strategies  to  high  risk  young  people,   their  families,  and  their 
neighborhoods  are  most  likely  to  show  success  in  reducing  drug  and 
alcohol  rates  and  other  indicators  of  drug-related  disruptions. 
Examples  of  these  projects  include: 

SUPER  II:  Metropolitan  Atlanta  Council  on  Alcohol  and  Drugs 
OSAP  High  Risk  Youth  Grantee,  1987-1991 

This  is  an  after-school  program  targeting  inner-city  11-16  year  old 
African-American  (92%)  youth  and  their  families.     The  program 
expanded  upon  a  successful  program  operating  in  12  metropolitan 
Atlanta  school  systems.     The  program  works  in  three  community 
organizations:  The  Boys  Club  of  Metropolitan  Atlanta,  The  Girls 
Club  of  Metropolitan  Atlanta,   and  Exodus,   Inc.,   an  agency  providing 
outreach  to  high  school  drop  outs. 

Program  strategies  include:  skill  training;  peer  support  systems; 
mentoring;   family  skills  training;  coordination  of  comprehensive 
services  for  youth  and  families. 

Program  outcomes,  based  upon  a  3  month  follow-up  of  participants, 
showed  that: 


o  Youth:  74%  decline  in  tobacco  use 

78%  decline  in  marijuana  use 

63%  decline  in  use  of  other  drugs  (e.g.,  cocaine, 

crack,  inhalants) 
60%  decline  in  drug-related  problem  behaviors 
72%  decline  in  drunk/drugged  driving 
Significant  increase  in  peer  resistance  skills 

among  high  risk  youths 
Increased  knowledge  about  risks  associated  with 

drug  use  among  high  risk  youths 

o  Parents:         Increased  knowledge  of  good  communication, 

Improved  family  functioning 
Improved  respect  of  youth 

Increased  knowledge  about  drugs,  effects  of 
drugs,  and  warning  signs  of  drug  use. 
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GAPS   (Greater  Alliance  of  Prevention  Systems),   Chicago,  IL 
OSAP  High  Risk  Youth  Grantee,  1987-1990 

Comprehensive  community-based  prevention  program  targeted  at  high- 
risk,   inner-city  youth  of  Chicago's  West  Side.     A  lead  agency,  the 
Bobby  E.  Wright  Mental  Health  Center,   formed  a  collaboration  with 
four  other  community- agencies  to  operate  this  coalition. 

Program  strategies  include:  skill  training;  peer  support  systems; 
mentoring;  community  mobilization. 

Program  outcomes  are  based  upon  an  8  month  follow-up  of 
experimental  versus  control  group.     High  risk  youth  participating 
in  the  program  showed  the  following  changes: 

o  39%  reduction  in  tobacco  use 

o  24%  reduction  in  alcohol  use 

o  10%  reduction  in  marijuana  use  (but  not  statistically 

significant) 

o  13%  increase  in  self -reported  assertiveness 

o  35%  increase  in  cultural  pride 

Comparison  youth  not  in  the  program  showed  no  significant  changes 
on  any  of  these  variables . 
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PROJECT  STAR 

Mr.  Trachtenberg.  Project  Star  was  one.  It  was  a  NIDA  funded, 
university-run  program. 

Mr.  Pursell.  The  professor  worked  with  inner  city  kids? 

Mr.  Trachtenberg.  Yes.  Let's  hear  from  Dr.  Johnson  who 
worked  on  that  project. 

Dr.  Johnson.  I  wanted  to  build  on  the  example  of  Project  Star 
because  that  program  also  receives  some  funding  from  OSAP. 

Mr.  Pursell.  How  much  was  that? 

Dr.  Johnson.  It  was  $300,000. 

Project  Star  is  a  staged  program.  They  added  different  compo- 
nents to  the  program  each  year.  It  began  as  a  school  based  pro- 
gram, and  added  media  strategies,  family  strategies,  and  communi- 
ty-wide strategies. 

As  a  result  of  that  program,  OSAP  used  the  findings  to  develop 
our  community  partnership  grant  program.  In  fact,  you  have  one 
of  these  grants  in  your  district.  The  community  partnership  helps 
communities  to  develop  comprehensive  strategies  focusing  on  alco- 
hol and  other  drug  prevention.  The  Community  Partnership  pro- 
gram is  $113,852,000  in  FY  1993. 

From  the  Project  Star  program  we  developed  the  Community 
Partnership  Programs  and  now  have  programs  located  in  252  com- 
munities around  the  nation.  Because  this  is  a  relatively  new  pro- 
gram, it  is  early  and  we  cannot  say  yet  what  the  findings  are,  but 
we  can  say  they  are  using  the  strategies  that  come  from  research 
funded  by  NIDA. 

COMMUNITY  PARTNERSHIP  STUDY  PROGRAM 

Mr.  Pursell.  You  can  tell  then  if  the  good  ones  are  working  and 
the  bad  ones  are  not? 

Dr.  Johnson.  Yes.  We  built  a  strong  evaluation  component  into 
our  Community  Partnership  Study  Program.  In  addition  we  hope 
to  build  an  even  more  intense  evaluation  where  we  will  look  at  dif- 
ferent cities  and  match  them  with  similar  cities  and  see  if  we  can 
generalize  from  these  comparisons.  We  can  say  that  the  Communi- 
ty Partnership  programs  are  effective  in  a  particular  community. 

Mr.  Pursell.  Tell  me  what  changes  occurred  in  the  families. 

Dr.  Johnson.  What  we  are  doing  in  terms  of  the  Community 
Partnership  Program  is  focusing  on  the  entire  community.  We  are 
looking  at  the  young  people,  their  communities,  and  the  schools 
and  what  each  of  their  responsibilities  are. 

Mr.  Pursell.  How  many  families  are  you  dealing  with? 

Dr.  Johnson.  These  programs  deal  with  the  entire  community. 
We  have  other  programs  that  deal  specifically  with  youth  and  fam- 
ilies. Through  these  demonstration  programs  we  are  attempting  to 
apply  and  document  the  research. 

What  we  have  learned  is  that  the  bonding  of  the  young  person  to 
the  family,  to  the  school  and  to  the  community  makes  for  a  good 
solid  community  structure. 

Mr.  Pursell.  That  is  as  old  as  the  wind. 

Dr.  Johnson.  That  is  right,  but  how  do  you  reach  those  young 
people  and  their  families?  Our  challenge  was  not  only  to  place  the 
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program  there  but  to  have  the  families  and  young  people  utilize 
the  program. 

These  populations  are  very  hard  to  reach.  Just  because  you  es- 
tablish a  program  in  the  community  does  not  mean  that  people 
will  come.  You  have  to  learn  to  work  with  them. 

Mr.  Pursell.  Did  you  have  a  professor  out  there  working  with 
young  people  and  their  families  and  recording  the  changes? 

Dr.  Johnson.  That  is  right.  The  program  that  NIDA  has,  and 
that  we  have  similarly,  involves  trained  psychiatrists,  social  work- 
ers, and  others  who  work  with  the  young  people  and  their  families. 
You  have  to  involve  the  entire  community.  What  we  are  establish- 
ing are  community-focused  programs. 

Mr.  Pursell.  I  don't  think  you  can  involve  too  many  people. 

Dr.  Johnson.  But  when  the  child  leaves  the  family  and  goes  out 
into  the  community,  unless  it  is  an  organized  system  it  is  counter- 
productive. You  do  need  the  whole  community  involved.  You  have 
to  have  the  school  involved  in  that  type  of  teaching.  All  those  fac- 
tors have  to  be  involved  in  developing  a  comprehensive  approach. 

Mr.  Pursell.  Thank  you.  Lou? 

STAFFING 

Mr.  Stokes.  I  will  ask  some  questions  for  the  Chairman. 

Mr.  Trachtenberg,  you  are  the  Acting  Administrator  of  the 
Agency.  How  long  have  you  been  in  that  position? 

Mr.  Trachtenberg.  Less  than  a  month,  but  I  have  been  in  that 
position  two  times  before. 

Mr.  Stokes.  Yes,  you  have.  What  was  your  position  with  the 
Agency  prior  to  becoming  acting  Administrator? 

Mr.  Trachtenberg.  I  am  the  permanent  Deputy  Administrator, 
and  I  have  served  in  that  position  13  years. 

Mr.  Stokes.  Besides  the  position  of  Administrator,  what  other 
major  vacant  positions  are  in  the  Agency  at  this  time? 

Mr.  Trachtenberg.  The  position  of  Deputy  Administrator  will  be 
vacant  as  of  March  31.  The  Director  of  the  National  Institute  on 
Drug  Abuse  is  vacant.  That  is  it  in  terms  of  key  positions. 

Mr.  Stokes.  How  many  senior  executive  service  positions  does 
the  Agency  have? 

Mr.  Trachtenberg.  Approximately  47. 

Mr.  Stokes.  Are  all  of  those  filled  at  this  time? 

Mr.  Trachtenberg.  Yes. 

Mr.  Pursell.  Could  I  ask  a  question? 

Mr.  Stokes.  Yes. 

Mr.  Pursell.  How  many  FTEs,  about  2,000? 

Mr.  Trachtenberg.  Yes,  about  2,263. 

Mr.  Pursell.  Are  they  increased  this  year? 

Mr.  Trachtenberg.  Yes,  by  eighty-nine.  Fifty  will  go  to  the 
Office  for  Treatment  Improvement. 

FY  1993  BUDGET  REQUEST 

Mr.  Stokes.  Your  1993  budget  request  is  $3,300,000,000,  including 
transfers  from  the  special  forfeiture  fund.  How  does  that  compare 
with  the  1992  appropriation? 
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Mr.  Trachtenberg.  We  are  requesting  an  increase  of 
$184,130,000. 

Mr.  Stokes.  What  percentage  increase  does  that  represent? 
Mr.  Trachtenberg.  Approximately  6  percent. 

PROPOSED  NEW  PROGRAMS 

Mr.  Stokes.  Are  you  proposing  to  start  any  new  programs  in  this 
budget  and,  if  so,  what  are  they? 

Mr.  Trachtenberg.  We  are  seeking  the  legislative  authority  for 
the  capacity  expansion  program  which  will  be  carried  out  through 
Dr.  Primm  and  the  Office  for  Treatment  Improvement.  We  are 
starting  it  under  an  existing  ADAMHA  authority  as  a  demonstra- 
tion in  1992  with  $9,000,000  we  received  from  a  special  forfeiture 
fund.  We  are  requesting  a  total  amount  in  1993  of  $86,000,000  for 
this  program. 

PROPOSED  PROGRAM  TERMINATIONS 

Mr.  Stokes.  Which  programs  are  you  proposing  to  eliminate  in 

1993? 

Mr.  Trachtenberg.  We  are  proposing  to  eliminate  the  communi- 
ty youth  activity  program  in  OSAP,  $9,907,000;  clinical  training  at 
NIMH,  $10,835,000;  the  Protection  and  Advocacy  Program  of 
NIMH  $19,500,000;  and  Mental  Health  Prevention  Services  at 
$5,478,000,  for  a  total  of  $45— almost  $46,000,000. 

Mr.  Stokes.  Are  all  of  these  proposed  terminations  a  result  of 
budgetary  constraints  or  did  some  of  these  programs  deserve  to  be 
terminated  on  their  merits? 

Mr.  Trachtenberg.  I  think  in  all  these  programs  there  is  a  meri- 
torious basis  for  the  recommendations.  For  the  Mental  Health  Pre- 
vention Services  Programs,  NIMH  has  dollars  for  prevention  serv- 
ices in  the  CSP  program  and  there  is  a  strong  potential  for  overlap. 
The  community-youth  program  of  OSAP  overlaps  with  a  number  of 
other  high-risk  youth  programs  in  OSAP. 

When  I  first  testified  before  this  Committee  back  in  1981  or  1982, 
we  recommended  elimination  of  the  NIMH  clinical  training  pro- 
gram. It  has  been  in  existance  since  the  start  of  NIMH.  We  feel  we 
have  trained  a  sufficient  number  of  psychiatrists  in  the  fold  and 
the  market  forces  can  take  over. 

Protection  and  Advocacy  is  a  difficult  issue.  It  is  a  program  de- 
signed to  protect  the  rights  of  the  mentally  ill  who  are  institution- 
alized. We  think  it  should  be  a  state  funded  program.  The  state 
could  allocate  funds  if  they  had  to  from  the  ADMS  block  grant  to 
carry  it  out. 

That,  basically,  covers  all  programs. 

RESEARCH  FUNDING 

Mr.  Stokes.  What  percentage  of  your  total  budget  is  devoted  to 
research  activities? 

Mr.  Trachtenberg.  About  one-third.  About  $1,000,000,000. 

Mr.  Stokes.  Has  that  percentage  remained  about  the  same  in 
recent  years? 
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Mr.  Trachtenberg.  It  has  gone  down  from  about  50%  in  1986. 
We  are  requesting  this  year  an  overall  increase  of  about  5.8  per- 
cent. 

DRUG  ABUSE  FUNDING 

Mr.  Stokes.  What  portion  of  your  total  budget  is  devoted  to  drug 
abuse  activities? 

Mr.  Trachtenberg.  Approximately  one-half  of  the  total  budget  is 
dedicated  to  drug  abuse  activities,  and  of  that,  about  one-half  is 
dedicated  to  treatment. 

Mr.  Stokes.  Has  that  percentage  been  going  up  in  recent  years? 

Mr.  Trachtenberg.  Yes.  It  has  tripled  over  the  last  five  years. 

UNAUTHORIZED  PROGRAMS 

Mr.  Stokes.  How  much  of  your  1993  budget  request  is  not  cur- 
rently authorized? 

Mr.  Trachtenberg.  About  61  percent  is  not  currently  author- 
ized. This  includes  all  of  OSAP  and  OTI,  excluding  OTI  direct  oper- 
ations, NIMH  Protection  and  Advocacy,  Instrumentation  grants, 
and  research  training. 

Mr.  Stokes.  Is  the  Administration  asking  for  legislative  changes 
in  any  of  the  unauthorized  programs? 

Mr.  Trachtenberg.  The  Senate  has  passed  a  reauthorization  bill 
which  includes  a  reorganization  breaking  ADAMHA  into  a  services 
agency  with  the  three  research  institutes  going  over  to  the  NIH. 
The  Full  House  has  not  passed  a  bill.  The  House  bill  has  has  a  re- 
authorization proposal,  but  no  reorganization  proposal.  From  my 
understanding,  the  programs  we  are  proposing  are  included  in  both 
reauthorization  bills. 

PROPOSED  REORGANIZATION 

Mr.  Stokes.  Does  the  Administration  favor  reorganizing  your 
Agency  by  transferring  the  research  activity  to  the  National  Insti- 
tutes of  Health? 

Mr.  Trachtenberg.  Yes.  The  administration  does  support  the 
transfer  of  the  research  institutes  to  the  NIH. 

Mr.  Stokes.  How  would  such  a  transfer  benefit  the  research  pro- 
grams of  your  Agency? 

Mr.  Trachtenberg.  I  think,  first  and  foremost,  it  is  a  recognition 
and  acceptance  of  the  fact  that  mental  health  and  addictive  disor- 
ders constitute  as  much  a  health  problem — a  disease  state— as  any 
of  the  other  illnesses  that  are  the  responsibility  of  NIH.  It  reflects 
maturation  in  the  field,  an  acceptance  of  these  as  legitimate  health 
problems. 

I  think  the  potential  for  enhanced  interaction  between  the  insti- 
tutes and  other  institutes  of  NIH  will  be  beneficial,  even  though  it 
does  exist  now  to  a  considerable  extent. 

We  are  now  the  only  public  health  organization  that  has  co-equal 
responsibility  for  service  delivery  and  research.  You  are  always 
trying  to  balance  the  competing  issues  of  research  and  services.  It 
might  be  better  if  a  services  agency  came  before  this  subcommittee 
and  advocated  the  services,  and  the  research  was  advocated  by 
NIH. 

I  think  those  are,  at  least  as  I  see  it,  the  fundamental  reasons  for 
the  proposed  reorganization. 
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Mr.  Stokes.  Are  there  any  disadvantages  of  such  a  transfer? 

Mr.  Trachtenberg.  I  think  there  are.  I  think  the  unknown  is 
one.  We  don't  know  exactly  what  will  result  from  this  proposal.  To 
what  extent  the  maturity  of  these  scientific  fields  will  permit  suc- 
cessful competition  with  urology,  neuroscience  and  the  other  insti- 
tutes is  an  open  question. 

We  have  been  very  encouraged  by  the  support  that  we  have  re- 
ceived not  only  from  Secretary  Sullivan  but  from  Dr.  Healy,  the  Di- 
rector of  NIH,  in  terms  of  embracing  these  programs  within  NIH.  I 
think  I  would  be  less  than  candid  if  I  did  not  say  that  I  am  con- 
cerned about  how  the  institutes  will  flourish  at  NIH. 

On  the  other  hand,  I  have  no  reason  to  think  they  would  not. 

Mr.  Stokes.  Is  this  reorganization  plan  included  in  both  the 
House  and  Senate  authorizing  legislation? 

Mr.  Trachtenberg.  No,  sir,  it  is  not.  It  is  in  the  Senate  bill 
which  has  passed,  S.  1306,  but  the  reorganization  is  not  in  the 
House  bill. 

FY  1992  DELAYED  OBLIGATION 

Mr.  Stokes.  In  the  1992  Appropriations  Act,  Congress  included 
language  providing  that  $164,100,000  in  this  account  not  become 
available  for  obligation  until  September  30th,  the  last  day  of  the 
fiscal  year.  Does  this  have  an  adverse  impact  on  the  Agency? 

Mr.  Trachtenberg.  No.  We  obligated  about  the  same  amount 
last  year  on  the  last  day  of  the  fiscal  year.  It  will  be  a  bit  of  a 
burden  to  our  grant  and  contracts  officers,  but  I  think  we  can  ac- 
complish it. 

Mr.  Stokes.  Tell  us  which  activities  do  you  propose  to  fund  from 
this  amount  in  1992? 

Mr.  Trachtenberg.  NIMH  will  delay  obligations  of  $54,000,000; 
$53,000,000  in  NIDA;  $5,600,000  in  NIAAA;  $26,000,000  in  OSAP; 
and  $25,700,000  in  OTI. 

Mr.  Stokes.  Is  it  a  good  idea  to  continue  this  practice  in  1993? 

Mr.  Trachtenberg.  The  impact  will  not  be  felt  for  several  years. 
I  think  eventually  we  may  feel  the  impact,  but  you  are  not  going  to 
see  the  impact  immediately  in  1993. 

TRAVEL  AND  SALARY  AND  EXPENSES  REDUCTIONS 

Mr.  Stokes.  In  the  1992  Appropriations  Act,  Congress  made  an 
overall  reduction  in  salaries  and  expenses  costs  for  the  Department 
as  a  whole,  as  well  as  a  reduction  in  travel  funds  for  the  Public 
Health  Service.  What  was  your  Agency's  share  of  these  reductions? 

Mr.  Trachtenberg.  The  salaries  and  expense  reduction  was 
$7,192,000,  and  the  travel  reduction  was  $1,197,000. 

Mr.  Stokes.  How  was  your  share  determined? 

Mr.  Trachtenberg.  Mr.  Long,  our  Budget  Officer,  can  respond  to 
that. 

Mr.  Long.  The  same  methodology  was  used  in  distributing  both 
salary  and  expenses  and  travel  reductions  to  PHS  Agencies.  Half  of 
the  reduction  was  proportionate  to  each  agency's  share  of  total 
salary  and  expense  costs,  and  half  was  proportionate  to  each  agen- 
cy's requested  increase  in  such  costs. 
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Mr.  Stokes.  How  did  you  allocate  this  reduction  within  your 
Agency?  What  did  you  reduce? 

Mr.  Long.  ADAMHA  distributed  the  reduction  proportionate  to 
each  component  organization's  share  of  total  agency  salary  and  ex- 
pense costs.  Both  the  FY  1992  President's  budget  request  for  travel, 
which  included  increased  travel  in  some  new  programs,  and  actual 
FY  1991  obligations  were  considered  in  distributing  the  travel  re- 
duction. 

Mr.  Stokes.  Have  these  reductions  had  a  noticeable  impact  on 
the  Agency's  operations? 

Mr.  Trachtenberg.  I  cannot  say  that  it  is  the  end  of  the  world, 
but  I  am  very  concerned  about  them.  If  the  Committee  would  bear 
with  me  for  a  second,  our  budget  has  been  increasing  enormously. 
Since  1975  we  have  had  over  a  250  percent  increase  in  our  budget, 
while  staffing  has  increased  only  by  44  percent. 

I  am  very  troubled  that  we  are  not  going  to  be  doing  the  things 
for  which  we  are  responsible  and  that  we  must  to  assure  the  integ- 
rity and  the  credibility  of  our  programs. 

ADAMHA  responsibilities  are  broader  than  our  sister  agency,  in 
NIH,  in  that  we  work  with  community-based  organizations.  These 
are  not  always  the  most  sophisticated  organizations  which  we  sup- 
port. They  often  need  a  lot  of  hand  holding,  a  lot  of  technical  as- 
sistance, and  a  lot  of  oversight.  The  travel  reductions  and  salary 
and  expense  reductions  limit  our  ability  to  provide  technical  assist- 
ance and  monitor  these  programs.  I  am  afraid  what  the  outcome 
will  be  in  the  long  run. 

My  first  civilian  job  in  the  government  was  with  the  Office  of 
Economic  Opportunity  in  the  General  Counsel's  Office.  I  went 
through  some  of  the  problems  of  the  community  action  agencies, 
and  I  lived  through  some  of  the  newspaper  reports  about  misman- 
agement. We  have  not  had  that  kind  of  a  problem,  happily,  in  the 
last  13  years  in  ADAMHA.  I  would  not  want  to  see  it  start  now. 

So  I  am  concerned  from  the  travel  standpoint  as  well  as  the  re- 
duction in  salaries  and  expenses.  We  may  be  shortsighted. 

Mr.  Stokes.  Were  these  reductions  restored  in  the  1993  budget? 

Mr.  Trachtenberg.  A  31  percent  increase  is  requested  to  restore 
the  travel  cut,  but  the  reductions  in  salary  and  expenses  were  not 
restored. 

Mr.  Stokes.  I  want  to  go  back  to  some  of  my  own  questions  at 
this  point. 

Since  we  were  talking  about  travel,  though,  I  would  like  to  say  to 
you  that  I  am  certainly  concerned  that  your  agency  faces  travel  re- 
strictions because  two  of  the  persons  at  this  table  traveled  out  to 
my  congressional  district  during  the  past  year. 

Dr.  Elaine  Johnson  not  only  came  out,  she  also  brought  with  her 
a  number  of  her  staff  people,  conducted  two  days  of  training  for 
people  who  wanted  to  make  applications  to  her  agency  for  grants. 
It  was  one  of  the  most  appreciated  activities  we  have  ever  had  out 
there.  We  are  indebted  to  her  not  only  for  her  personal  attendance 
but  for  bringing  her  staff. 

And  Dr.  Beny  Primm  also  came  out  and  spent  some  time  and 
conducted  a  workshop  for  us  out  there  that  was  well  received  in 
the  community.  I  think  that  is  an  important  function  of  these 
agencies. 
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Mr.  Trachtenberg.  I  appreciate  the  good  words,  Mr.  Stokes. 

A  point  to  note  is  that  in  our  overall  pecking  order  of  priorities 
we  would  allow  patient  travel,  but  site  visit  travel  and  the  kind  of 
travel  you  describe  probably  would  be  at  the  low  rung.  I  question 
whether  we  could  do  it  now. 

Mr.  Stokes.  CDC  had  the  problem.  They  wanted  to  come  out  and 
do  something  in  our  District,  and  they  were  hampered  by  the  fund- 
ing. 

behavioral/  developmental  disorders 

Mr.  Stokes.  Let  me  get  into  a  couple  of  my  own  questions  here. 
Twelve  percent  or  8,100,000  of  the  country's  68,000,000  youths 
under  18  have  behavioral  or  developmental  disorders.  Many,  about 
one-third,  are  thought  to  be  severely  handicapped  by  these  illness- 
es. It  is  said  only  one-fifth  of  these  3,000,000  to  4,000,000  children 
are  receiving  appropriate  services. 

To  what  extent  is  NIMH  addressing  that? 

Mr.  Trachtenberg.  Dr.  Goodwin,  I  think,  could  address  that. 

Dr.  Goodwin.  The  service  problem  for  children  is  more  pro- 
nounced than  it  is  for  adults.  Part  of  that  is  lack  of  recognition  and 
lack  of  treatment  seeking,  and  part  of  it  is  lack  of  available  serv- 
ices and,  as  I  mentioned  before,  lack  of  integration  of  the  service 
systems. 

We  are  addressing  this  situation  as  fast  as  we  can.  I  think  that 
there  is  still  a  fairly  substantial  gap  in  what  we  are  able  to  do 
versus  what  is  being  done.  The  CASSP  program  is  specifically  de- 
signed for  linking  the  disparaite  components  of  the  system  and 
bridging  those  gaps. 

For  instance,  the  developmental  disability  system  is  rather  differ- 
ent from  the  treatment  system  for  the  mentally  ill.  In  most  states, 
these  systems  have  been  historically  separate  from  one  another. 

We  have  a  fairly  good  model  in  the  Robert  Wood  Johnson 
projects,  which  have  tried  to  take  existing  Medicaid  money  and 
make  it  more  flexible  and  blend  it  with  other  money.  Right  now, 
the  way  the  laws  are  set  up,  until  you  can  get  waivers  you  have 
separate  pots  of  money.  They,  however,  have  been  able  to  conduct 
demonstration  projects  where  these  funding  streams  are  blended 
more  effectively. 

A  more  critical  problem  is  that  there  is  still  a  fairly  substantial 
gap  in  the  knowledge  base  with  respect  to  children.  We  have  better 
ideas  today  with  regard  to  which  specific  treatments  work  for  spe- 
cific mental  disorders  in  children.  But  we  have  less  knowledge 
about  what  to  do  with  the  child  who  has  both  a  mental  and  an  ad- 
dictive disorder.  We  are  trying  to  use  the  demonstration  resources 
we  have  available  to  leverage  changes  in  the  Treatment  System. 
There  is  not  a  lot  to  go  around,  so  we  have  to  use  funds  carefully  in 
this  task  of  leveraging  change.  We  are  trying  to  keep  the  knowl- 
edge base  in  pace  with  service  system  needs.  That  is  why  a  top  pri- 
ority of  the  NIMH  is  the  National  Plan  for  Research  on  Child  and 
Adolescent  Mental  Disorders. 

It  is  clear  that  almost  all  adult  disorders  start  in  childhood  or 
adolescence.  So  the  prevention  of  further  pathology  must  also  start 
in  childhood. 
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There  is  a  problem  in  the  number  of  trained  individuals  who  pay 
attention  to  childhood  disorders.  Growth  in  this  area  has  not  kept 
pace  with  the  growth  in  the  number  of  mental  health  specialists  in 
the  adult  area. 

The  CASSP  program  that  I  am  describing,  is  funded  at  between 
$7,000,000  and  $8,000,000.  As  I  said,  that  is  primarily  leadership 
and  model  building.  Obviously,  primary  responsibility  for  delivery 
of  services  remains  with  the  States,  but  they  feel  that  the  kind  of 
help  we  can  give  them  is  building  model  programs,  offering  techni- 
cal assistance,  and  doing  some  gap  filling. 

VIOLENCE  INITIATIVE 

Mr.  Stokes.  Okay. 

Dr.  Goodwin,  I  want  to  ask  you  about  a  situation  where,  recently, 
you  made  some  public  statements  for  which  you  received  a  great 
deal  of  public  criticism.  You,  in  turn,  apologized  for  those  state- 
ments. I  have  had  some  conversations  with  you  about  it.  So  my 
question  is  not  related  to  that.  As  far  as  I  am  concerned  this  issue 
is  put  aside. 

But  you  made  reference,  at  that  time,  to  some  research  initia- 
tives at  NIMH  on  violence. 
Dr.  Goodwin.  Yes. 

Mr.  Stokes.  What  type  of  research  initiatives  are  going  on  in  this 
area?  Would  you  tell  us  something  about  that? 

Dr.  Goodwin.  The  comments  you  were  referring  to  were  made  as 
part  of  a  presentation  of  the  ADAMHA  initiative  on  violence, 
which  cuts  across  all  five  components  of  ADAMHA.  About  90  per- 
cent of  my  remarks  were  devoted  to  the  question  of  how  one  can 
identify  those  kids  who  are  at  greatest  risk  for  either  becoming  vic- 
tims or  perpetrators  of  violence  as  they  grow  up. 

Behavioral  science  and  clinical  research  are  giving  us  a  number 
of  clues  related  to  the  early  identification  of  conduct  disorders. 
There  is  a  pattern  in  which  the  child — as  early  as  four  to  six  years 
old — will  display  learning  disabilities  and  impulse  control  prob- 
lems. There  is  evidence  to  indicate  that  kids  can  get  this  way  as  a 
result  of  having  been  abused. 

The  point  is  if  we  are  going  to  intervene  effectively  with  psycho- 
social interventions  we  have  to  first  try  to  identify  those  children 
who  are  in  most  need  of  psychosocial  interventions.  I  am  referring 
to  interventions  which  are  based  on  a  multidisciplinary  approach 
involving  the  individual,  the  family  and  the  community.  I  think 
there  is  promising  evidence  that  we  can  prevent  many  of  these  con- 
duct disorders  from  progressing  to  delinquency  and  to  adult  crimi- 
nality. 

We  know  from  data  compiled  by  the  Justice  Department  that 
about  79  percent  of  violent  crimes  can  be  attributed  to  about  8  per- 
cent of  the  perpetrators.  So  it  is  a  very  magnified  problem. 

What  I  described  in  that  meeting  regarding  the  potential  identifi- 
cation of  factors  involves  starting  with  teachers  doing  classroom 
screening,  just  looking  for  simple  signs  of  kids  who  are  having  trou- 
ble controlling  their  behavior.  This  would  be  as  early  as  the  second 
or  third  grade.  The  key  is  to  try  to  intervene  before  the  kid  is 
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caught  up  in  the  criminal  justice  system.  Later  when  children  may 
be  in  criminal  activity,  the  problem  is  increasingly  intractable. 

There  are  studies  showing  that  teachers  can  rate  kids  with 
regard  to  disruptive  behaviors  in  the  classroom.  These  ratings 
could  be  followed  up  with  a  parent  telephone  interview,  and  with 
the  group  of  children  who  still  look  troubled,  teachers  would  do  a 
direct  interview.  This  is  a  triage  effort  to  avoid  an  enormously  ex- 
pensive intervention  for  the  entire  class. 

Once  you  identify  the  kids  with  these  problems,  then  there  are  a 
number  of  interventions  which,  in  small  studies,  have  been  effica- 
cious— for  example,  training  parents  in  the  recognition  of  pro-social 
behavior  and  teaching  them  how  immediately  to  reward  it  and  re- 
inforce it.  It  sounds  like  just  common  sense,  but,  in  fact,  parents 
really  do  need  such  skill  training. 

Secondly,  you  teach  the  parent  how  to  recognize  the  anti-social 
behavior  and  immediately  to  discipline,  not  physically,  but  to  set 
limits.  Parents  must  have  a  sense  of  confidence  that  they  have  a 
right  to  do  that. 

Then  there  are  other  approaches  which  involve  helping  the  chil- 
dren in  the  classroom  learn  different  problem-solving  skills.  Many 
of  these  kids  lash  out  because  they  are  in  a  certain  situation  and 
they  don't  know  how  to  get  from  here  to  there  without  being  ag- 
gressive. There  is,  for  example,  a  process  called  relationship  train- 
ing, which  again  may  sound  like  common  sense,  but  many  of  these 
kids  have  not  developed  the  capacity  to  form  normal  relationships, 
so  they  tend  to  fall  into  peer  groups  where  they  become  mutual 
outsiders. 

Some  studies  from  NIMH  show  if  you  do  all  three  of  these  strate- 
gies in  this  high  risk  group  for  as  little  as  12  sessions  that  you  can 
sustain  significant  improvements  in  the  aggressive  behavior  that 
last  up  to  24  months.  That  is  how  long  we  followed  them. 

I  was  talking  at  the  meeting  about  how  we  could  take  some  of 
these  preliminary  results  and  put  them  into  larger  research  dem- 
onstration projects  in  different  communities.  The  McArthur  Foun- 
dation, under  the  leadership  of  Tony  Earles  from  Harvard,  is  doing 
a  longitudinal  study  of  the  later  problems  with  delinquency  and 
perhaps  criminality.  We  would  like  to  collaborate  with  Dr.  Earles 
and  the  McArthur  Foundation  and  add  psychosocial  interventions. 

Mr.  Stokes.  What  type  of  funding  are  we  talking  about  in  this 
area? 

Dr.  Goodwin.  This  is  in  the  1994  planning  process.  We  have 
about  $35,000,000  in  the  FY  1993  President's  Budget  for  our  vio- 
lence research  of  which  99.8  percent  is  research  involving  humans. 
A  very  small  amount — two-tenths  of  one  percent  of  that — is  for 
animal  research,  and  we  think  that  will  have  to  expand.  As  we 
build  our  budget,  we  hope  to  get  the  collaboration  with  Dr.  Earles 
and  we  want  to  work  with  the  other  two  institutes  and  OSAP  and 
OTI. 

Conduct  disorder  appears  to  be  a  precursor  both  for  substance 
abuse  and  for  aggression  and  violence.  Substance  abuse  and  vio- 
lence often  go  together.  Often  substances  can  activate  latent  ten- 
dencies in  that  direction.  This  is  one  of  those  kinds  of  projects  that 
I  think  would  be  best  coordinated  from  the  Agency  level,  although 
NIMH  would  like  to  play  a  major  part  in  it. 
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Mr.  Stokes.  I  would  also  like  to  know  if  social  and  behavioral  sci- 
ence perspectives  are  addressed  in  this  initiative.  In  other  words, 
tell  us  to  what  extent  social  and  cultural  factors  in  violent  behav- 
ior are  being  explored  relative  to  biological  factors. 

Dr.  Goodwin.  When  people  use  the  term  individual  vulnerabil- 
ity, others  will  often  assume  you  mean  biology.  In  fact,  the  term 
connotes  anything  about  an  individual's  experience  and  back- 
ground— that  is,  biological,  psychological,  and  environmental. 

Children  who  are  abused  often  have  trouble  controlling  their 
own  aggression.  Whether  this  is  simple  learning  or  effects  of  the 
abuse  on  the  brain  is  unclear.  We  do  know  from  a  recent  study  of 
children  who  have  been  subjected  to  child  abuse  that  they  have 
perceptible  differences  in  brain  functions. 

There  are  many,  many  studies  now  showing  that  even  subtle 
forms  of  environmental  change  can  have  important  effects  on  the 
developing  brain.  Studies  have  been  done  in  which  simple  tech- 
niques like  stroking  the  infant  for  15  minutes  a  day,  has  been 
shown  to  cause  the  expansion,  or  sprouting,  of  neurons  in  the 
brain.  So  the  social  and  neurobiological  arenas  are  closely  linked. 

The  interventions  I  described  for  conduct  disorders  are  all  psy- 
chosocial. Skills  training,  relationship  training  and  parent  training 
are  all  psychosocial,  and  they  come  from  behavioral  research.  If  it 
were  not  for  that,  you  would  only  have  a  commonsense  notion  of 
what  to  do.  It  goes  beyond  common  sense  when  some  of  these 
highly  refined  techniques  are  developed. 

The  question  of  whether  there  will  be  biological  strategies  that 
could  help — I  hope  so,  but  at  this  point  most  of  them  are  psychoso- 
cial. 

FY  1993  BUDGET  REQUEST  FOR  TRAVEL 

Mr.  Stokes.  I  want  to  go  back  to  some  of  the  Chairman's  ques- 
tions. 

We  note  on  page  17  of  the  justifications  that  you  are  proposing 
an  increase  of  $896,000  for  travel  expenses  for  1993,  or  31  percent. 
Why  is  it  necessary  to  go  up  by  31  percent? 

Mr.  Trachtenberg.  That  will  almost  get  us  to  where  we  are  in 
1991  in  terms  of  travel.  It  is  trying  to  build  in  inflation  of  3  per- 
cent, travel  for  the  89  new  positons,  and  travel  for  program  expan- 
sion, especially  associated  with  OSAP  and  OTI. 

Mr.  Stokes.  What  portion  of  your  travel  is  devoted  to  meetings 
and  conferences  such  as  the  kind  I  referred  to  earlier? 

Mr.  Trachtenberg.  In  1992  it  is  estimated  that  about  $398,000  is 
for  conference  attendance,  which  is  about  14  percent.  Of  the  total, 
included  in  that — let  me  just  give  a  little  unsolicited  push  for  re- 
search— included  in  that  is  the  meetings  that  our  intramural  scien- 
tists attend. 

It  worries  me  most  because  scientists  must  interact  with  other 
scientists.  They  cannot  wait  for  a  publication  to  come  out  in  a  jour- 
nal to  build  their  scientific  knowledge  base.  One  of  the  things  we 
are  losing  out  on  is  the  ability  to  send  our  scientists  to  scientific 
meetings. 
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COST  MANAGEMENT  PLAN 

Mr.  Stokes.  The  justification  on  page  40  says  that  you  developed 
a  plan  for  research  funding  and  management  of  research  costs 
similar  to  the  one  submitted  by  NIH  last  year.  When  do  you  expect 
to  submit  this  plan  to  the  Committee? 

Mr.  Trachtenberg.  The  Office  of  Management  and  Budget  is 
currently  reviewing  our  plan.  It  is  similar  to  the  plan  that  has 
been  approved  for  NIH.  Hopefully,  it  will  appear  very  soon.  As 
soon  as  it  is  cleared,  it  will  be  provided  to  the  Subcommittee. 

Mr.  Stokes.  What  are  the  provisions  of  the  funding  plan? 

Mr.  Trachtenberg.  Basically,  we  tried  to  maintain  predictability 
and  stability  in  our  funding. 

First,  we  will  limit  the  average  length  of  a  research  grant  to  no 
more  than  four  years.  Actually,  ADAMHA  is  presently  below  four 
years.  We  will  limit  the  recurring  costs  for  noncompeting  projects 
to  an  average  of  4  percent.  We  have  established  a  policy  of  down- 
ward negotiation  of  grants  in  the  first  year,  while  ensuring  no 
downward  negotiations  in  the  outyears.  This  will  establish  predict- 
ability with  the  investigators  from  an  institution,  in  the  amount  of 
funding  that  will  actually  be  provided  in  the  outyears. 

Most  importantly,  we  have  set  a  growth  limit  for  all  competing 
grants  in  a  particular  year  of  no  more  than  the  biomedical  inflator 
over  funding  in  the  previous  year. 

Mr.  Stokes.  At  this  point  in  the  record,  we  would  appreciate  it  if 
you  would  insert  a  detailed  description  of  the  funding  plan  for  us. 

Mr.  Trachtenberg.  I  will  be  pleased  to  do  that,  sir. 

[The  information  follows:] 
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ADAMHA's  Plan  for  Research  Funding 
and  Management  of  Research  Costs 

ADAMHA's  strategy  for  managing  fiscal  resources  is  based  on  short 
and  long  term  research  needs  relating  to  prevention  and  treatment 
of  substance  abuse  and  mental  disorders,  as  well  as  the  current 
state  of  knowledge  and  technology,  emerging  scientific  fields  and 
opportunities,  availability  of  other  sources  of  funding,  and 
infrastructure  needs. 

Background 

o  Future  support  for  ADAMHA  research  is  critically  important. 

In  1988,  the  economic  costs  to  the  U.S.  of  alcohol,  drug 
abuse,  and  mental  illness  were  estimated  to  be  $273  billion- - 
excluding  vital  areas  which  lack  accurate  estimates  such  as 
cocaine  use,  abused  children,  motor  vehicle  accidents,  and 
alcohol-related  diseases. 

o  To  address  these  problems,  ADAMHA  must  find  the  means  to 

capitalize  on  the  greatest  number  of  scientific  opportunities 
as  possible  within  funding  levels  provided. 

o  The  ADAMHA  fields  need  stability  to  plan  future  research 

activity  and  to  encourage  new  investigators. 

Principles  for  Funding  Strategies  and  Cost  Containment 

o  The  research  budget  should  be  maintained  at  no  less  than  the 

rate  of  biomedical  inflation  in  order  to  meet  urgent  public 
health  needs  and  take  advantage  of  scientific  discoveries. 
That  is ,   the  annual  increase  for  research  should  at  a  minimum 
reflect  the  Biomedical  Research  and  Development  Price  Index 
(BRDPI) . 

o         ADAMHA's  budget  plan  should  promote  predictability  in  the 
total  number  of  research  projects  which  can  be  awarded 
annually.     However,   this  should  not  be  at  the  expense  of 
funds  for  other  mechanisms,  and  there  needs  to  be  flexibility 
to  allocate  resources  among  mechanisms  based  on  programmatic 
needs . 

o  The  average  cost  increase  of  new  and  competing  and  of 

continuation  research  project  grants  will  reflect  the  BRDPI. 
Recurring  costs  for  noncompeting  projects  will  generally  not 
exceed  4% . 

o  Once  outyear  costs  are  computed  and  reflected  on  award 

statements,  such  amounts  will  be  provided  to  grantees  without 
further  downward  negotiation  in  order  to  promote  funding 
stability. 
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Selection  of  grants  to  be  funded  will  be  based  on  scientific 
merit  and  programmatic  needs,  except  that  cost  will  be 
considered  along  with  other  factors  in  making  decisions  at 
the  margin. 

Peer  reviewers  will  be  instructed  to  scrutinize  carefully  all 
years  of  the  research  budget  and  to  include  specific  budget 
recommendations  for  all  recommended  years  of  support. 

The  plan  proposed  by  NIH  to  abolish  the  practice  of 
"approving"  grant  applications  will  be  adopted.     IRGs ,  as 
well  as  Councils,  will  be  instructed  not  to  recommend  for 
further  consideration  any  application  that  does  not  merit 
funding  under  any  circumstances.     All  other  applications 
would  receive  a  score  as  well  as  a  percentile  ranking.  This 
will  eliminate  the  category  of  "approved  but  unfunded,"  and 
success  rates  will  be  calculated  by  dividing  the  number  of 
awards  by  the  total  number  of  applications  reviewed. 

The  average  length  of  awards  will  be  no  more  than  4.0  years. 

Increases  for  all  other  research  and  research  management  and 
support  in  total  should  reflect  the  BRDPI  to  the  extent 
feasible.     The  distribution  among  mechanisms  from  year-to- 
year  would  depend  on  program  requirements. 

A  Departmental  workgroup  is  considering  procedures  to  control 
the  escalating  indirect  cost  rates.     ADAMHA  will  adopt  any 
recommendations  proposed  by  this  workgroup. 

Monitoring  of  the  implementation  of  fiscal  plans  will  permit 
assessment  of  trends,   identification  of  potential  problem 
areas,  and  modification  of  long-range  plans  to  meet  emerging 
needs  and  opportunities. 
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RESEARCH  PROJECT  GRANTS 

Mr.  Stokes.  How  many  research  project  grants  will  the  Agency 
support  in  1993? 

Mr.  Trachtenberg.  2,479. 

Mr.  Stokes.  How  does  that  compare  with  1992? 

Mr.  Trachtenberg.  It  is  an  increase  of  47  grants. 

Mr.  Stokes.  How  many  new  and  competing  grants  will  you  sup- 
port each  year? 

Mr.  Trachtenberg.  This  year  our  1993  request  will  be  424,  an 
increase  of  six  over  1992. 

Mr.  Stokes.  What  was  the  success  rate  of  grant  applications  in 
fiscal  1991,  and  what  do  you  expect  it  to  be  in  1992  and  1993? 

Mr.  Trachtenberg.  I  know  the  success  rate  in  1993  overall  of 
the  three  institutes  will  be  25  percent.  In  fiscal  year  1992  it  will  be 
26  percent,  and  in  1991  it  was  29  percent. 

DOWNWARD  NEGOTIATION  OF  GRANTS 

Mr.  Stokes.  To  what  extent  will  you  engage  in  downward  negoti- 
ations in  1992  and  1993? 

Mr.  Trachtenberg.  Part  of  the  financial  management  plan  that 
I  described  will  reduce,  if  not  eliminate,  those  downward  negotia- 
tions. 

indirect  costs 

Mr.  Stokes.  What  portion  of  your  research  budget  is  represented 
by  indirect  costs? 

Mr.  Trachtenberg.  On  the  average,  approximately  42  percent 
for  noncompeting  grants  and  39  percent  for  competing  grants. 

Mr.  Stokes.  Are  any  steps  in  motion  or  have  they  been  taken  in 
the  past  year  to  get  better  control  of  indirect  costs? 

Mr.  Trachtenberg.  There  has  been  established  a  cap  on  the  ad- 
ministrative cost  portion  of  26  percent.  That  cap  has  permitted  us 
to  fund  18  additional  grants.  There  is  also  in  the  Department  an 
indirect  cost  committee  on  which  ADAMHA  participates  with  NIH 
that  is  trying  to  implement  more  aggressive  action  to  get  indirect 
costs  under  control. 

MENTAL  HEALTH  RESEARCH 

Mr.  Natcher  [presiding].  Now,  Dr.  Goodwin,  over  the  past  four 
years,  1988  to  1992,  there  has  been,  as  you  know,  a  70  percent  in- 
crease in  research  funding  for  your  Institute.  What  is  the  taxpayer 
getting  for  this  substantial  investment  in  mental  health  research? 

Dr.  Goodwin.  A  couple  of  general  points. 

One  of  our  biggest  accomplishments  is  that  research  has  given 
increasing  recognition  that  mental  disorders  are  indeed  illnesses. 
As  Mr.  Trachtenberg  said,  they  are  illnesses  in  the  way  the  NIH 
illnesses  are;  this  realization  has  contributed  significantly  to  destig- 
matization. 

Also,  the  knowledge  base  has  given  us  credibility.  Lacking  that, 
the  mentally  ill  never  have  been  given  equity  from  insurers  for 
their  treatment. 


646 


In  terms  of  the  specific  accomplishment  of  your  esteemed  late 
colleague,  Mr.  Conte,  and  this  Committee,  in  designating  this  the 
Decade  of  the  Brain,  I  think  Congress  is  reflecting  broad  recogni- 
tion that  many  disorders  we  deal  with  at  NIMH  are  related  to 
brain  dysfunction.  It  has  built  a  unity  between  behavioral  and 
brain  research. 

Let  me  offer  a  few  examples  that  have  been  helpful  in  a  practi- 
cal sense.  A  recent  study  shows  voluntary  facial  expression  can 
alter  mood.  If  you  are  a  cognitive  therapist  or  behavior  therapist, 
understanding  that  may  be  a  way  to  improve  therapy. 

We  have  refined  a  number  of  disorder-specific  psychotherapies. 
Cognitive  behavior  therapy,  for  example,  is  particularly  effective 
for  panic  disorders  and  often  has  lasting  effects.  Cognitive  and 
interpersonal  therapy  has  been  shown  to  be  specific  for  depression. 
The  psychotherapist  and  pharmacotherapist  have  learned  that,  for 
many  serious  problems,  pharmaceuticals  plus  psychotherapy  are 
better  than  either  alone. 

We  also  have  made  progress  against  our  most  devastating  illness, 
schizophrenia.  One  advance  comes  from  work  done  in  Mr.  Stokes' 
district  in  Cleveland  by  Herb  Meltzer  at  Case  Western  Reserve 
University.  There,  clozapine  has  been  found  to  be  effective  in  ame- 
liorating the  "negative  symptoms"  associated  with  social  and  psy- 
chological withdrawal  in  adult  schizophrenia.  This  work  has  been 
expanded  into  studies  of  childhood  schizophrenia. 

We  have  recent  findings  that  a  drug  called  clomipromine  relieves 
obsessive-compulsive  disorder,  which  is  frequently  a  disabling  dis- 
turbance that  extends  through  adulthood. 

Through  depression  research,  we  have  found  that  nonpharmaco- 
logical  techniques  like  partial  sleep  deprivation — waking  the  de- 
pressed patient  up  in  the  middle  of  the  night — can  produce  a  rapid 
antidepressant  effect.  If  we  can  elucidate  the  neuerochemical  corre- 
lates of  this  effect,  we  will  apply  this  information  to  future  medica- 
tions development  efforts. 

We  have  found  that  group  therapy  can  double  the  survival  time 
of  women  with  breast  cancer.  The  findings  point  to  the  powerful 
effects  of  psychological  influences  of  the  brain  and  the  brain's  con- 
trol on  the  immune  system. 

A  variety  of  other  findings  from  behaviorally  sophisticated  neu- 
roscience  research  promise  to  be  relevant  to  issues  ranging  from 
nurturing  behavior  to  Alzheimer's,  disease.  I  think  some  of  these 
studies  are  close  to  yielding  clinical  developments,  in  addition  to 
those  which  I  already  have  mentioned. 

NIMH  CENTERS 

Mr.  Natcher.  On  page  65  you  say  that  the  budget  request  main- 
tains the  current  number  of  55  centers  and  provides  a  2.6  percent 
increase  in  funding.  Did  you  fund  new  centers  in  1992? 

Dr.  Goodwin.  The  Center  line  is  now  stable.  We  funded  several 
new  centers  in  the  last  few  years.  We  have  three  new  Centers  in 
1992,  but  there  will  be  none  in  the  1993  budget. 

We  have  tried  to  keep  centers  steady  as  a  proportion  of  the  ex- 
tramural research  budget.  Thus,  while  we  have  had  a  fairly  large 
increase  in  the  budget  for  Centers  over  the  last  couple  of  years,  we 
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have  cut  back  this  year  in  order  to  keep  the  Centers'  proportion  of 
the  extramural  research  budget  at  about  15  percent. 
Mr.  Natcher.  What  will  the  new  centers  be  focused  on  principal- 

ly? 

Dr.  Goodwin.  I  could  give  you  this  for  the  record. 
[The  information  follows:] 

National  Institute  of  Mental  Health — FY  1992  New  Research  Centers 

NIMH's  current  plans  call  for  the  funding  of  approximately  three  new  research 
centers  in  FY  1992.  Assuming  the  receipt  of  meritorious  applications,  these  centers 
would  include  a  new  regional  PET  imaging  center,  a  new  child  clinical  research 
center,  and  a  new  services  research  center  for  severe  mental  disorders. 

Mr.  Natcher.  Why  do  you  provide  only  a  2.6  percent  increase  in 
1993? 

Dr.  Goodwin.  Because  of  the  increases  that  centers  received  in 
the  previous  two  years  in  particular  and  in  order  to  keep  the  cen- 
ters' budget  in  proportion  to  the  rest  of  the  budget. 

Mr.  Natcher.  Will  that  amount  maintain  all  current  activities 
at  the  existing  centers,  or  will  they  be  forced  to  reduce  some  of 
their  operations? 

Dr.  Goodwin.  A  2.7  percent  increase  would  barely  meet  continu- 
ation costs,  so  there  may  be  some  selective  reductions  in  order  to 
absorb  that. 

TYPES  OF  NIMH  CENTERS 

Mr.  Natcher.  The  justification,  as  you  know,  also  says  that  you 
revised  the  research  center  program  in  1991,  and  you  are  now  sup- 
porting two  categories,  developing  centers  and  mature  centers. 
What  do  you  mean  by  that  Doctor? 

Dr.  Goodwin.  In  the  development  phase,  Centers,  are  focused 
principally  on  the  integration  of  multidisciplinary  fields.  This,  for 
example,  was  very  important  in  the  AIDS  area  where  we  had  to 
bring  together  behavioral  scientists  and  neuroimmunologists — 
groups  which  had  not  worked  together  previously— to  focus  on  the 
issue  of  AIDS  in  the  brain. 

In  a  mature  Center,  you  have  already  established  a  line  of  inves- 
tigation and  you  have  built  an  infrastructure.  The  Center  is  intend- 
ed to  attract  RO-1  grants.  The  Center  is  a  focal  point  to  support 
the  infrastructure  and  independent  RO-1  grants  are  developed 
to  carry  out  in  collaboration  with  the  Center. 

Our  average  cost  for  both  types  of  Centers  is  $1,300,000.  A  consid- 
erable amount  of  that  is  for  infrastructure.  We  measure  the  effica- 
cy of  these  Centers  by  the  number  of  RO-1  grants  they  can  sustain. 

YOUTH  SUICIDE 

Mr.  Natcher.  Last  year,  we  urged  the  Institute  to  undertake  a 
study  to  determine  the  effectiveness  of  school-based  education  pro- 
grams aimed  at  rural  adolescents  who  are  at  high  risk  of  suicidal 
behavior.  Why  have  you  decided  not  to  have  such  a  study,  Doctor? 

Dr.  Goodwin.  Some  of  the  research  in  our  other  Centers  focused 
on  these  suicide  issues.  A  very  sophisticated  study  by  David 
Shaffer,  of  Columbia  University,  found  that  the  school-based  inter- 
ventions that  had  been  proposed  did  not  have  an  impact  in  lower- 
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ing  suicidal  behavior  and,  in  fact,  actually  had  been  somewhat 
troubling  to  some  youngsters  who  had  made  prior  suicide  attempts. 
It  was  as  if  the  focus  on  suicide  in  the  classroom  was  reminding 
them  of  the  difficulties. 

What  we  are  doing  now,  both  in  our  school-based  programs  and 
in  general,  is  to  try  to  focus  suicide  prevention  on  the  risk  factor  of 
depression.  Depression  is  the  single  most  prevalent  factor  in  sui- 
cide, followed  by  substance  abuse.  If  we  can  prevent  or  treat  emerg- 
ing depression  and  emerging  drug  and  alcohol  abuse,  we  would,  in 
fact,  make  much  more  headway  in  preventing  actual  suicides. 

Mr.  Natcher.  Mr.  Stokes,  I  yield. 

POST-TRAUMATIC  STRESS  FROM  VIOLENCE 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Let  me  ask  you,  going  back  for  a  moment  to  the  youth  suicide 
issue,  to  what  extent  do  relatives,  friends  of  victims  of  homicides 
suffer  from  depression,  post-traumatic  stress,  particularly  where 
they  witness  homicide?  Are  there  any  studies  in  this  area? 

Dr.  Goodwin.  There  are  some  studies  under  way  now.  We  don't 
have  the  final  answer  yet.  Clearly,  the  biggest  sufferer  in  general 
violence  is,  of  course,  the  victim.  The  incidence  of  post-traumatic 
stress  disorder  among  victims  of  violence  is  very,  very  high — in 
some  instances,  as  high  as  40  percent.  They  live  with  the  impact  of 
that  for  a  long  time. 

Paradoxically,  one  of  the  unfortunate  consequences  of  being  a 
victim  of  violence,  at  least  when  that  occurs  in  childhood,  is  that 
the  experience  disrupts  their  own  control  over  violent  impulses;  so 
victims  can  evolve  into  perpetrators,  if  there  is  no  intervention. 

There  was  an  interesting  study  in  the  District  of  Columbia  on 
the  long-term  psychological  damage  to  children  who  witnessed  a 
violent  act.  The  worst  part  is  desensitization;  that  is  to  say  that 
people  can  become  almost  protectively  immune  to  violence. 

Another  area  of  concern  may  not  involve  actual  violence,  but 
simply  the  very  effective  depiction  of  violence  on  television.  This 
may  cause  a  desensitization  response  which  is  not  helpful  to  grow- 
ing children. 

ADOLESCENTS  AND  AIDS 

Mr.  Stokes.  Let  me  ask  you  about  adolescents  and  AIDS.  As  a 
general  matter,  adolescents  may  be  particularly  vulnerable  to  HIV 
infection.  We  are  now  finding  that  the  virus  disproportionately  af- 
fects poor  high  school  youngsters,  particularly  dropouts. 

In  a  study  of  applicants  for  the  U.S.  Job  Corps,  the  prevalence  of 
HIV  infection  was  found  to  be  ten  times  higher.  Among  the  U.S. 
Army  enlistees,  there  was  a  high  rate  of  infection  in  women,  al- 
though men  outnumber  women  ten  to  one  in  these  programs.  Some 
of  this  is  made  reference  to  on  page  71  of  your  justifications. 

Can  you  tell  us  a  little  more  about  the  findings  in  this  area? 

Dr.  Goodwin.  The  early  success  with  behavioral  change — that  is, 
in  getting  people  at  risk  for  AIDS  to  change  their  sexual  behav- 
iors— was  primarily  seen  in  the  gay  male  communities  where  there 
was  a  high  degree  of  education  and  sophistication  in  the  popula- 
tion. 
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When  we  have  attempted  to  promote  behavioral  change  in 
younger  populations,  in  drug  abusing  populations,  and  in  popula- 
tions who  are  heterosexual  partners  of  drug  abusers,  progress  has 
been  much  more  difficult,  I  would  have  to  say  that  we  don't  now 
have  a  good  knowledge  base.  There  are  studies  under  way,  but  we 
don't  have  the  results  yet  of  what  strategies  can  work  and  sustain 
an  effect. 

Kids  are  more  likely  to  be  risk-takers  than  adults.  There  is  an 
age  effect  in  risk-taking  behavior.  When  you  combine  some  of  the 
environmental  factors,  plus  the  natural  tendency  of  kids  to  be  risk- 
taking,  it  is  indeed  rather  difficult  to  sustain  behavior  change. 

I  know  that  NIDA  and  OTI  have  both  struggled  with  the  issue  of 
behavioral  change  in  people  who  are  getting  AIDS  from  dirty  nee- 
dles for  drug  injections  and  how  to  get  them  to  change  their  sexual 
behavior.  Maybe  that  is  something  Dr.  Primm  could  speak  to,  as 
well. 

Mr.  Stokes.  Dr.  Primm? 

Dr.  Primm.  You  talked  about  the  Department  of  Labor  and  the 
number  of  people  coming  into  the  Job  Corps,  about  30  percent  of 
them  testing  positive  for  drugs.  We  have  an  ongoing  project  with 
the  Department  of  Labor  where  we  are  at  selected  Job  Corps  sites 
around  the  country.  We  have  transferred  money  to  them  to  look  at 
the  efficacy  of  enhancing  treatment  programs  at  Job  Corps  sites. 
All  of  our  target  city  grants — our  campus  grants — all  have  in  them 
prevention  and  education  methods  for  HIV  infection  and  HIV  dis- 
ease. 

In  terms  of  getting  people  to  change  their  behavior,  we  have,  of 
course,  talked  about  abstinence  and  the  use  of  condoms  in  our  pro- 
grams throughout  the  country.  Certainly  not  sharing  of  any  nee- 
dles and  certainly  not  taking  any  drugs  by  any  route  whatsoever 
has  been  our  hue  and  cry  to  these  populations. 

I  think  we  need  a  much  more  focused  program,  particularly  for 
certain  populations  that  are  disproportionately  affected  by  HIV 
and  substance  abuse. 

I  think  we  also  have  to  look  at  other  things,  like  tuberculosis, 
which  is  also  rampant  among  this  population,  STD's,  and  even  hep- 
atitis. That  is  why  we  have  a  comprehensive  approach  in  OTI  to 
drug  treatment,  one  that  delivers  good,  primary  medical  care,  good 
mental  health  care — and  certainly  vocational  rehabilitation,  reme- 
dial education — and  we  certainly  encourage  our  grantees  to  place 
these  people  in  jobs  and  into  after-care  programs. 

I  think  without  that  comprehensiveness,  we  won't  do  very  well. 

Dr.  Goodwin.  One  study  that  just  came  to  mind  again  on  the 
youth  with  AIDS  offers  one  piece  of  good  news. 

A  study  we  recently  completed  with  runaway  youth,  that  empha- 
sized a  strategy  of  improved  coping  skills,  as  well  as  referrals  for 
counseling  when  necessary,  led  to  an  increase  in  condom  use  and  a 
decrease  in  risky  behaviors  when  measured  at  six  months. 

The  down  side  was  that  it  was  a  very  expensive  intervention.  I 
don't  think  we  could  afford  to  apply  it  generally  to  the  magnitude 
of  the  problem,  but  it  did  work. 

Dr.  Primm.  We  have  a  program  that  was  recently  transferred  to 
us  where  we  go  into  the  streets  with  ex-users,  who  are  now  recover- 
ing individuals,  to  contact  people  who  are  not  in  treatment,  who 
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are  at  risk  and  who  are  practicing  unsafe  sexual  practices,  and  try 
to  recruit  them  into  drug  treatment  programs,  into  comprehensive 
treatment  programs. 

OSAP  PROJECTS  IN  CLEVELAND 

Mr.  Stokes.  Dr.  Johnson,  last  year  I  raised  concerns  as  to  why  a 
great  city  like  Cleveland  was  unable  to  receive  OSAP  grants  since 
1987.  You  came  to  Cleveland  and  gave  us  technical  assistance. 
What  is  the  result?  Have  we  gotten  any  grants? 

Dr.  Johnson.  There  has  been  a  lot  of  activity  in  the  area  as  a 
result  of  that  training.  We  indeed  have  two  projects  funded  in 
Cleveland  and  we  have  a  number  that  are  currently  in  the  review 
process.  We  also  have  some  that  were  not  approved  and  we  are 
working  with  them  in  providing  technical  assistance. 

As  you  may  remember,  applicants  did  not  have  a  lot  of  time  to 
apply.  For  those  who  did  not  have  as  much  time  to  develop  their 
application,  they  will  be  applying  for  the  upcoming  receipt  date.  I 
think  there  has  been  an  intensive  amount  of  activity  as  a  result  of 
that  training. 

Dr.  Primm.  We  also  have,  in  OTI,  a  critical  populations'  grant  to 
a  public  housing  area  in  Cleveland  of  $583,129.  That  grant  will  run 
through  until  the  end  of  1993.  It  will  increase  next  year  to  approxi- 
mately $612,000. 

I  just  got  a  call  from  Imogene  Abbott,  who  runs  one  of  the  major 
treatment  centers,  asking  us  to  come  to  the  community  and  help 
find  a  keynote  speaker  for  the  opening  in  Cleveland.  I  will  do  that. 
I  have  a  conflict  myself,  but  I  will  see  that  somebody  gets  out 
there. 

Mr.  Stokes.  We  appreciate  that. 
Thank  you,  Mr.  Chairman. 

NIDA  STAFFING 

Mr.  Natcher.  Mr.  Millstein,  how  long  have  you  been  acting  di- 
rector of  the  National  Institute  on  Drug  Abuse? 

Mr.  Millstein.  Since  January  of  this  year. 

Mr.  Natcher.  What  was  your  assignment  before  that? 

Mr.  Millstein.  I  have  been  deputy  director  of  the  Institute  since 
March  of  1988. 

NIDA  FY  1993  BUDGET  REQUEST 

Mr.  Natcher.  You  are  requesting  $440,200,000  for  the  Institute 
in  1993,  an  increase  of  $21,551,000.  What  percentage  increase  does 
that  represent,  Mr.  Millstein? 

Mr.  Millstein.  Just  over  five  percent  in  the  aggregate. 

Mr.  Natcher.  Are  you  requesting  increases  for  every  activity  in 
your  budget  and,  if  not,  what  exceptions  are  there? 

Mr.  Millstein.  The  President's  budget  request  is  basically  a  cur- 
rent services  budget  with  the  exception  of  research  project  grants, 
which  shows  some  small  growth  to  reaffirm  our  commitment  that 
this  is  our  major  priority  for  the  long  term.  The  consequence  of 
that  increase  is  that  centers  are  being  held  to  the  same  level  as  in 
1992. 
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Mr.  Natcher.  Mr.  Millstein,  what  would  be  the  effect  of  level- 
funding  your  centers  in  1993? 

Mr.  Millstein.  The  implication  is  that  we  will  not  be  expanding 
either  the  number  of  centers  or  their  level  of  activity.  Six  centers 
come  up  for  renewal  this  year.  We  will  either  be  renewing  them  or 
replacing  them,  but  we  will  not  be  expanding  the  number. 

RESEARCH  TRAINING 

Mr.  Natcher.  You  are  also  proposing  to  level  fund  research 
training  in  1993.  Will  this  have  any  adverse  impact? 

Mr.  Millstein.  In  the  short-term,  in  one  year,  we  certainly  hope 
not.  Research  training  is  a  critical  area  to  us,  particularly  when  we 
are  looking  at  an  urgent  need  far  more  clinical  researchers  and  re- 
searchers with  expertise  in  epidemiology,  as  well  as  the  need  for 
more  minority  researchers.  But  we  feel  that  with  the  major  cuts 
that  were  absorbed  in  the  research  project  line  last  year,  we  have 
to  provide  the  opportunity  for  researchers  to  seek  grant  support 
once  they  are  trained  and  ready  to  pursue  a  research  career.  That 
is  why  this  year  we  are  again  putting  primary  emphasis  on  re- 
search projects  grants  so  we  will  provide  this  opportunity  for  train- 
ees. 

Mr.  Natcher.  Do  we  have  an  adequate  supply  of  well-trained  re- 
searchers in  the  area  of  drug  abuse? 

Mr.  Millstein.  In  certain  sub-areas,  we  do  not.  That  is  why  we 
are  expanding  our  efforts  for  clinical  researchers  and  researchers 
in  epidemiology  as  well  as  minority  researchers. 

DRUG  SURVEY 

Mr.  Natcher.  How  much  does  the  Institute  spend  each  year  to 
conduct  the  household  survey  on  drug  abuse  and  the  high  school 
senior  survey? 

Mr.  Millstein.  The  dollars  have  varied.  The  National  Household 
Survey  on  Drug  Abuse  was  conducted  in  1982,  then,  three  years 
later  in  1985,  and  three  years  after  that  in  1988.  Then  it  went  on  a 
two-year  cycle  to  1990,  and  then  on  an  annual  cycle.  We  have  now 
expanded  the  sample  size  of  the  basic  survey  to  20,000  from  8,800, 
in  addition  to  an  oversample  of  12,000  in  six  metropolitan  areas, 
for  a  total  sample  of  32,000.  That  has  increased  the  dollar  size  as 
well.  In  this  past  year  we  are  talking  about  something  like 
$11,000,000  for  the  Household  Survey. 

The  High  School  Senior  Survey  also  has  been  expanded.  Last 
year,  beyond  looking  at  twelfth  graders,  we  surveyed  eighth  and 
tenth  graders,  over  50,000  students  in  all.  That  cost  us  about 
$3,000,000  last  year. 

Mr.  Natcher.  Who  actually  conducts  these  surveys? 

Mr.  Millstein.  The  latter  one,  the  High  School  Senior  Survey,  is 
conducted  by  a  researcher  who  applies  to  the  Institute  for  a  grant. 
His  name  is  Dr.  Lloyd  Johnston  and  he  is  from  the  University  of 
Michigan's,  Institute  for  Social  Research. 

The  National  Household  study  is  conducted  by  a  contract  award- 
ed after  open  competition. 

Mr.  Natcher.  Tell  us  how  these  surveys  are  carried  out. 

Mr.  Millstein.  The  High  School  Senior  Survey  has  been  conduct- 
ed annually  since  1975.  The  methodology  is  essentially  the  same. 
The  researcher  goes  into  both  private  schools  and  public  schools  in 
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the  contiguous  48  States  and  collects  information  from  anonymous 
questionnaires.  As  I  said,  this  past  year  was  the  first  year  in  which 
information  was  collected  from  eighth  and  tenth  graders  and,  in 
addition  from  twelfth  graders. 

The  information  is  collected  and  presented  according  to  a  variety 
of  categories.  These  include  use  in  the  last  30  days  before  the 
survey,  or  so-called  "current"  use;  annual  use;  and  lifetime  use. 
Data  are  collected  for  a  variety  of  different  substances,  such  as  al- 
cohol, marijuana  and  cocaine.  As  for  the  Household  Survey,  its 
methodology  has  been  changed  over  time  to  try  to  incorporate 
more  of  the  population  in  this  country  into  what  this  is  a  house- 
hold survey.  This  past  year  the  survey  also  went  into  homeless 
shelters,  into  college  dormitories,  and  also  included  civilian  person- 
nel on  military  bases.  So  now  we  are  close  to  98  percent  of  the  pop- 
ulation, as  with  the  High  School  Senior  Survey. 

Data  are  collected  and  analyzed  by  drug  and  by  periodicity  of 
use.  Both  surveys  are  important  not  just  for  what  they  find  but 
also  for  trend  analysis.  And  sharing  the  information  with  OSAP 
and  OTI  and,  through  them,  with  the  States  and  communities  is 
critical  to  developing  and  tailoring  community-specific  to  responses. 

Mr.  Natcher.  Mr.  Trachtenberg,  we  want  to  thank  you  and  your 
associates  for  appearing  before  our  Committee  on  behalf  of  your 
budget  request  for  the  fiscal  year  1993.  This  has  been  a  good  hear- 
ing. We  appreciate  it.  We  want  to  wish  you  the  best  of  everything 
in  your  retirement. 

Mr.  Trachtenberg.  Thank  you  very  much,  Mr.  Chairman.  It  has 
been  a  pleasure  being  here. 

Mr.  Natcher.  The  Committee  will  now  adjourn  until  two  o'clock, 
Monday. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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Questions  Submitted  by  Mr.  Natcher 

NIDA  5 -YEAR  PLAN 

Mr.  Natcher.  On  page  115  you  indicate  that  the  drug  abuse 
Institute  is  currently  completing  its  "strategic  plan".  Can  you 
summarize  the  major  parts  of  the  plan  for  us? 

Mr.  Millstein.     During  the  past  year,  NIDA  staff  have  worked 
closely  with  representatives  of  the  research  and  treatment  services 
communities  as  well  as  other  Federal  agencies  and  the  States  in 
developing  long-range  research  plans  in  NIDA's  top  priority  areas: 
Neuroscience ,  Maternal/Fetal  Effects  of  Drug  Abuse,  AIDS/HIV 
Infection,  Medications  Development,  Non- Pharmacological  Treatment, 
Epidemiology  and  Prevention,   and  Research  Training.     Detailed  plans 
for  each  of  these  areas  will  identify  recent  progress,  scientific 
opportunities,  research  goals,  and  mechanisms  for,  and  barriers  to 
achieving  those  goals.     Taken  together,   these  plans  represent 
NIDA's  overall  research  priorities,  objectives,  and  plans  for  the 
next  five  years . 

NEUROSCIENCE 

The  relationship  between  brain  mechanisms  that  underlie  behavior 
and  how  processes  are  changed  by  drugs  is  critically  important  for 
developing  treatments  for  drug  abuse.     New  approaches  for  imaging 
such  as  CAT  and  MRI  combined  with  quantified  electrophysiology , 
PET,   SPECT  and  cerebral  blood  flow  measures  allow  for  direct 
visualization  of  the  effects  of  drugs  of  abuse  on  the  brain  and 
provide  new  opportunities  for  insight  as  to  how  drugs  affect  the 
central  nervous  system  and  how  changes  impact  on  human  behavior. 

A  major  research  need  is  a  systematic,  comprehensive  research 
program  into  the  clinical  neurobiology  of  drug  addiction- -  that  is, 
the  expanded  investigation  of  the  addictive  disorders  in  their 
clinical  settings  from  the  standpoint  of  the  physiological  events 
that  occur  in  the  brains  of  patients.     These  physiological  events 
play  a  major  role  in  the  onset  and  maintenance  of  addiction. 

The  coupling  of  neuroscience  to  clinical  treatment  has  occurred  for 
other  major  mental  disorders  and  is  commonly  recognized  in  the 
field  as  the  revolution  in  "biological  psychiatry."     It  is 
incumbent  on  NIDA  to  bring  this  new  scientific  capability  into  the 
drug  abuse  clinic  to  help  understand  how  patients  get  addicted  and 
tend  to  stay  addicted  and  what  new  biological  treatments  can  be 
devised  to  intervene  therapeutically. 

Research  is  needed  that  explores  signal  transduction  pathways  and 
factors  controlling  the  regulation  of  genes  that  code  for  proteins 
relevant  to  drug  addiction,  as  well  as  processes  associated  with 
modifications  of  protein  products.     A  better  understanding  is 
needed  of  the  mechanisms  by  which  molecular  structure  affects  the 
function  of  receptors,   transporters,  channels,  and  other  proteins 
important  in  understanding  the  biological  basis  of  drug  abuse. 
The  recent  discovery  of  a  role  for  excitatory  amino  acids  systems 
in  regulation  of  tolerance  and  dependence  has  highlighted  the 
importance  of  studying  multiple  neurotransmitter  systems. 
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MATERNAL/FETAL  EFFECTS 

Research  in  this  area  aims  at  finding  effective  means  of  treating 
maternal  drug  use  during  pregnancy  and  at  finding  treatments  for 
the  adverse  effects  as  well  as  to  prevent  initiation  of  drug  abuse 
among  women  of  child-bearing  age,   thus  leading  to  the  prevention  of 
mortality  and  disability  for  both  the  woman  and  her  infant. 

Drug  use  has  been  associated  with  decreased  birth  weight,  which  can 
affect  the  infant's  ability  to  survive  the  first  year  of  life  and 
other  developmental  effects,   such  as  learning  disabilities.  Animal 
studies  are  underway  to  examine  the  effects  of  drug- specif ic  fetal 
exposure  on  the  development  of  the  neuroendocrine,  cardiovascular, 
renal,  hepatic,   immune,  and  other  physiological  systems. 
Researchers  are  trying  to  determine  the  extent,  mechanisms,  and 
consequences  of  possible  drug- induced  CNS  toxicity,   especially  with 
respect  to  defining  periods  of  greatest  fetal  vulnerability. 
Longitudinal  studies  are  needed  to  detect  problems  as  they  occur 
with  time, 

It  is  important  to  sort  out  effects  of  drugs  from  other  pre-  and 
post-natal  effects  (e.g.,  nutrition).     Better  assessment  tools  are 
needed  that  are  appropriate  for  early  school  age  children,  measures 
for  behavior  and  cognitive  measures,  measures  for  Attention  Deficit 
Hyperactivity  Disorder,  and  measures  of  environment  that  reflect 
real,  contemporary  life  styles. 

ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 

Drug  abuse  is  the  second  leading  risk  factor  for  HIV  infection  in 
adults.     Through  July  1991,   32  percent  of  adult  cases  have  been 
linked  to  drug  abuse.     Injection  drug  users  represent  one  of  the 
fastest  growing  groups  of  persons  with  HIV  infection.  HIV 
infection  is  also  spread  sexually  between  injection  drug  users  and 
their  sex  partners.     Parental  drug  abuse  is  the  primary  risk  factor 
for  HIV  infection  in  infants  and  children.     Through  July  1991,  59 
percent  of  pediatric  cases  were  linked  to  drug  users.     Of  pediatric 
cases  linked  to  maternal  transmission,   50  percent  involve  mothers 
who  are  injection  drug  users,  and  21  percent  involve  women  sexual 
partners  of  injection  drug  users. 

NIDA's  AIDS  program  is  based  on  reducing  HIV  in  drug  abusers  by 
improving  the  treatment  and  prevention  of  drug  abuse.  Outreach 
studies  show  that  many  drug  abusers  have  never  been  in  treatment. 
It  is  of  particular  importance  to  learn  how  to  improve  recruitment 
of  targeted  populations,   including  ethnic  minorities,  women  of 
child-bearing  age,  and  individuals  at  high  risk  for  HIV  infection. 
Though  people  may  be  knowledgeable  about  AIDS  and  how  to  prevent 
transmission,   they  often  continue  to  engage  in  high-risk  behavior. 
Finding  methods  of  effectively  changing  behavior  over  the  long-term 
is  critically  important. 

MEDICATIONS  DEVELOPMENT 

The  medications  development  program  provides  a  link  between  basic 
research  and  the  unmet  pharmacotherapeutic  needs  of  drug  abuse 
treatment.     The  program  serves  to  ensure  that  the  Nation's 
knowledge  and  resources  are  effectively  and  efficiently  transformed 
into  new  treatment  medications.     NIDA  is  expanding  its 
pharmacological  research  capabilities,   forging  agreements  with 
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pharmaceutical  firms,  and  establishing  a  nationwide  network  of 
clinical  sites  where  new  medications  can  be  tested.  Successful 
development  of  a  variety  of  medications  for  the  treatment  of 
addiction  will  allow  physicians  to  prescribe  medications  aimed  at  a 
specific  patient  at  a  specific  point  in  the  rehabilitative  process. 

To  perform  adequate  numbers  of  properly  sized  clinical  trials, 
additional  clinical  testing,  data  management,  and  report 
preparation  are  required.     In  1993  and  beyond,  NIDA  will  expand  its 
contract  base  for  new  sites  capable  of  delivering  high  quality 
clinical  data  from  Phase  I,  II,  and  III  trials  with  various 
population  groups . 

NON- PHARMACOLOGIC  TREATMENT 

Non-pharmacologic  treatments  include  both  behavioral  therapies  such 
as  community  reinforcement,   skills  training,  and  cognitive 
approaches;  and  psychotherapies  such  as  supportive-expressive 
psychotherapy  and  interpersonal  therapy.     Important  research  issues 
in  non-pharmacologic  treatment  include:     recruitment,  retention, 
and  compliance;  development  of  psychosocial  treatments;  therapy- 
specific  diagnostic  approaches;   improving  treatment  in  the  criminal 
justice  system;  access  to  and  cost  effectiveness  of  care; 
prescription  drug  use  and  abuse;  and  special  needs  of  women  and 
minorities . 

Research  is  needed  to  improve  recruitment  of  targeted  populations, 
including  ethnic  minorities,  women  of  child-bearing  age,  and 
individuals  at  high  risk  for  HIV  infection.     A  better  understanding 
is  needed  of  how  compliance  with  treatment  interacts  with  response 
to  medication,  counseling,  and  other  interventions  as  well  as 
better  methods  of  categorizing  and  defining  drug  abuse  syndromes 
that  assess  problems  addressed  by  specific  therapeutic 
alternatives . 

Rigorously  controlled  clinical  trials  need  to  be  carried  out  to 
assess  efficacy  of  existing,  refined,  and  new  interventions,   and  to 
identify  patients  in  whom  these  techniques  are  most  efficacious. 
Efficacy  studies  are  needed  of  various  forms  of  family  vs. 
individual  therapies  in  the  treatment  of  substance -abusing 
adolescents.     Counseling  strategies  are  needed  in  the  treatment  of 
psychiatrically- impaired  drug  abusers.     Also  needed  are  procedures 
for  appropriate  random  assignment  or  client  matching,  manuals  to 
define  the  therapy  and  how  it  is  administered,  ways  to  determine 
the  extent  to  which  counselors  provide  the  intended  therapy,  and 
outcome  measures  to  assess  the  comparative  efficacy. 

Services  research  is  needed  as  the  basis  of  policies  seeking  to 
foster  implementation  of  appropriate  pharmacological,   clinical  and 
service  delivery  approaches  emerging  from  NIDA's  research  programs. 
Empirically-based  analyses  of  the  relationships  among  institutions, 
practitioners  and  the  financing  of  care  in  both  the  public  and 
private  sectors  must  be  developed  and  expanded.     Research  is  needed 
to  develop  cost-effectiveness  measures  of  treatment  and  other 
interventions  and  to  create  methods  and  models  to  apply  research 
findings  in  practice  in  communities,  businesses,   and  the  criminal 
justice  system. 
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EPIDEMIOLOGY  AND  PREVENTION 

NIDA  plays  the  leading  role  in  the  Federal  research  effort  to 
identify  the  means  of  preventing  and  controlling  drug  abuse.  In 
order  to  measure  the  nature  and  extent  of  drug  abuse ,  the 
biological,  behavioral,  and  social  contributors  to  drug  abuse,  and 
the  spread  of  HIV  infection  associated  with  drug  abuse,  NIDA 
conducts  and  supports  research  and  surveys  on  the  incidence, 
prevalence,  morbidity,  mortality,  and  adverse  health  consequences 
of  illicit  drug  use. 

Despite  the  growth  of  epidemiological  and  prevention  research 
programs,  several  major  gaps  exist  that  are  key  to  understanding 
drug  abuse  in  the  U.S.     Emphasis  to  date  has  been  placed  either  on 
drug  using  behaviors  or  on  extreme  problematic  use  of  drugs  rather 
than  on  the  spectrum  of  behaviors  that  constitute  drug  abuse. 
Research  is  needed  to  test  a  variety  of  strategies  that  utilize 
mass  media,   the  schools,   the  workplace,   family  and  social  networks 
to  both  shape  and  reinforce  the  process  of  self -regulated  health 
and  behavior  change  to  better  learn  how  social  environments  and 
social  interactions  can  be  strengthened. 

RESEARCH  TRAINING 

The  continued  availability  of  an  adequate  supply  of  well -trained 
biomedical  and  behavioral  researchers  is  critical  to  the  long-term 
success  of  addiction  research.     Factors  working  together  that 
jeopardize  the  availability  of  addiction  researchers  include:  the 
steady  increase  in  the  age  of  the  biomedical  research  community  and 
the  decline  in  the  number  of  students  pursuing  baccalaureate 
degrees  in  the  biological  and  behavioral  sciences. 

NIDA  supports  strong  predoctoral  and  postdoctoral  research  training 
programs  in  areas  relevant  to  drug  abuse  and  addiction  research 
through  a  number  of  programs : 

o  Individual  Fellow/Institutional  Training  Grants 

o  Short-Term  Training 

o  Research  Associates  on  Regular  Research  Grants 

o  Minority  Research  Development  Research  Assistantships 

o  M.D./Ph.D.  Predoctoral  Fellowships 

Special  emphasis  is  needed  in  the  preparation  of  clinicians  for 
research  careers  in  the  area  of  drug  abuse,  epidemiological  and 
prevention  researchers,  development  of  short-term  training 
opportunities  for  the  purpose  of  recruiting  individuals  into 
addiction  research  careers,   training  scientists  in  pharmacology  and 
toxicology  to  foster  work  on  behavior  impairments,  and  expansion 
and  development  of  research  training  programs  targeted  toward  women 
and  minority  populations  underrepresented  in  the  Nation's  research 
manpower  pool. 

NIDA  5 -YEAR  PLAN 
Mr.  Natcher.     How  was  this  plan  developed? 

Mr.  Millstein.     The  NIDA  5-year  strategic  plan  was  developed 
by  NIDA  extramural  and  intramural  staff  through  consultation  with 
representatives  from  the  extramural  science  community,  other 
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Federal  agencies,  the  States,  and  the  treatment  services  community. 
In  addition  to  OSAP's  and  OTI's  participation  in  the  planning 
process,  NIDA,  OSAP,  and  OTI  staff  work  together  on  an  ongoing 
basis  on  program  planning  and  coordination.     Drafts  of  the  plan 
have  been  discussed  with  the  National  Advisory  Council  on  Drug 
Abuse  and  the  NIDA  Extramural  Science  Advisory  Board.     A  number  of 
external  groups  and  associations  in  the  drug  abuse  field,  including 
research,  treatment  services,  and  State  and  local  government 
representatives  will  be  asked  to  review  and  provide  input  to  the 
relevant  research  issues  in  each  of  the  crosscutting  areas . 

AIDS  RESEARCH  DEMONSTRATIONS 

Mr.  Natcher.  You're  budgeting  $63,317,000  for  AIDS -related 
drug  abuse  demonstration  funding  in  1993.  What  are  the  principal 
kinds  of  projects  that  you  are  funding  here? 

Mr.  Mills te in.     NIDA  conducts  research  aimed  at  the 
development  of  techniques  that  reduce  high  risk  behaviors  among 
drug  users  and  their  sexual  partners,  through  treatment,  counseling 
and  education.     It  is  crucial  to  educate  as  many  people  as  possible 
about  the  risks  of  drug  use  and  AIDS ,  and  NIDA  research  has  enabled 
us  to  make  significant  contributions  toward  this  goal.     The  AIDS 
Research  demonstrations  fall  into  the  following  broad  categories: 


FY  1991 

FY  1992 

FY  1993 

Treatment  Research  Demos 

$22,832 

$21,979 

$22,776 

Treatment  Research  Units 

.  13,078 

13,893 

14,407 

Psychotherapy  Coop  Agreemt. . 

2,022 

2,173 

2,253 

Primary  Care  Linkages  

8,446 

7,983 

8,200 

Technology  Transfer/Health 

4,658 

4,320 

4,480 

9.141 

10,801 

11,201 

TOTAL  

$60,177 

$61,049 

$63,317 

Treatment  Research  Demonstrations.     These  projects  have  been 
developed  to  conduct  experimental  therapeutics  research  and  outcome 
evaluation  research.     Experimental  therapeutics  grants  are  used  to 
conduct  controlled  clinical  trials  of  medications  and 
psychotherapy/counseling  interventions  in  heroin  and/or  cocaine 
addicts  including  studies  of  buprenorphine ,  desipramine, 
fluoxetine,  acupuncture,  community  reinforcement,   group  and 
individual  therapy,  relapse  prevention  counseling,  neurobehavioral 
therapy,  and  several  behavioral  interventions  to  enhance  the 
effectiveness  of  methadone  maintenance. 

Treatment  outcome  research  is  concerned  with  increasing  treatment 
effectiveness  and  reducing  the  dropout  rate  by  different  treatment 
environments  such  as  inpatient,  outpatient,  residential,  and 
community-based  treatment;  methadone  maintenance  and  the  use  of 
illicit  drugs  during  treatment;  vocational  enhancement  of  clients 
on  methadone;  and  evaluating  programs  attempting  to  develop  methods 
to  decrease  risk  of  AIDS  in  cocaine  and  heroin  addicts  in 
treatment . 


658 


Treatment  Research  Units  (TRUs) .     Seven  TRUs  perform  state-of-the- 
art  treatment  research  in  a  manner  that  permits  rapid  response  to 
the  most  pressing  needs  of  the  field.     Projects  include  well- 
controlled  clinical  trials  of  experimental  therapeutics  of  heroin 
and/or  cocaine  addiction,  both  medication  and  psychotherapy/ 
counseling.     Several  TRUs  are  participating  as  collaborative  sites 
in  medications  development  studies  of  buprenorphine ,  gepirone  and 
bupropion.     One  TRU  has  a  specific  focus  on  evaluation  of  the 
effectiveness  of  behavioral/pharmacological  interventions  directed 
at  minority  inner-city  addicts  while  another  focuses  on  developing 
and  evaluating  effective  treatments  for  pregnant  addicts  and  their 
offspring. 

Psychotherapy  and  Drug  Abuse  Counseling  Strategies  in  the  Treatment 
of  Cocaine  Abusers.     While  NIDA  has  placed  a  high  priority  on  the 
development  of  pharmacologic  agents  for  the  treatment  of  drug 
abuse,  special  attention  is  also  being  placed  on  non- pharmacologic 
approaches.     One  collaborative  project  on  the  efficacy  of 
psychodynamically- oriented  therapy,  cognitive/behaviorally- oriented 
therapy,  and  drug  abuse  counseling  in  the  treatment  of  adult 
cocaine  abusers  in  outpatient  drug-free  settings  was  begun  in  1990. 
Following  a  drug- free  stabilization  period,  adult  cocaine  abusers 
are  randomly  assigned  to  one  of  the  three  treatment  conditions  and 
are  treated  by  trained  counselors  and  therapists.     An  equal  number 
of  subjects  with  and  without  the  diagnosis  of  antisocial 
personality  disorder  are  included  in  each  treatment  condition.  It 
is  expected  that  this  research  will  provide  important  new 
information  for  clinicians  on  the  treatment  of  cocaine  abusers. 

Primary  Care/Linkage .     Drug  abusers  generally  suffer  from  a  myriad 
of  untreated  health  problems  that  impact  on  the  drug  abuse 
treatment  process.     Together  with  the  Health  Resources  and  Services 
Administration  and  the  Office  for  Treatment  Improvement,  NIDA  is 
seeking  to  develop  effective  models  for  "linking"  various  social 
and  medical  services  to  drug  abuse  treatment  with  the  aim  of 
providing  drug  abuse  treatment  within  a  wide  variety  of  primary 
care  settings;  providing  medical  services  within  drug  abuse 
treatment  programs;  and  conducting  risk  assessments  to  identify 
intravenous  drug  abusers  within  the  population  served  by  primary 
care  providers,  counseling  and  referral  to  drug  abuse  treatment 
programs  for  specialty  care,  and  followup  in  the  primary  care 
setting.     This  research  is  conducted  through  community-based  health 
care  organizations. 

Research  Technology  Transfer.     NIDA's  technology,  transfer  program 
serves  as  a  primary  vehicle  for  disseminating  research-based 
methodologies  and  findings  to  drug  abuse  practitioners  and 
encouraging  the  application  of  these  technologies  in  the  drug  abuse 
field.     Specific  areas  of  emphasis  include  relapse  prevention, 
clinical  assessment  of  adult  clients,   treatment  of  women  and 
adolescents,  and  program  outcome  evaluation.     NIDA  also  established 
and  uses  a  nationwide  network  of  community  education  specialists  to 
increase  awareness  of,  and  provide  effective  tools  and  strategies 
for,  addressing  the  drug  abuse  and  AIDS  problems  in  their 
communities.     Efforts  have  been  targeted  to  African  Americans, 
Hispanics,  and  Asian/Pacific  Americans.     NIDA  also  supports  a 
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comprehensive  AIDS  training  program  designed  to  educate  treatment 
practitioners  about  topics  related  to  HIV  and  substance  abuse. 

Other  Demonstrations.     This  research  seeks  to  improve  HIV  risk 
reduction  strategies.     Moderate  to  significant  success  has  been 
achieved  in  learning  how  to  modify  drug  using  behaviors,  including 
how  to  interest  people  in  stopping  drug  use.     Even  where 
intervention  strategies  have  had  a  significant  impact  on  behavior, 
the  effective  components  of  the  interventions  have  not  always  been 
adequately  characterized  to  allow  the  gains  of  the  research  studies 
to  be  easily  applicable  to  the  diverse  settings  in  which  programs 
must  operate.     A  priority  for  1993  will  be  to  understand  the 
effective  components  of  HIV  prevention  strategies  so  that  better 
guidance  can  be  given  to  health  workers  who  wish  to  know  how  to 
tailor  their  prevention  programs  to  their  specific  service  setting. 
This  will  be  achieved  by  placing  an  emphasis  on  studies  that  test 
specific,  generalizable  theories  of  behavior  change  that  can  be 
applied  to  risk  reduction  programs,  especially  workplace  programs, 
programs  in  criminal  justice  settings,  and  programs  that  deal  with 
high-risk  youths,  and  model  programs  for  women  at  risk.  Specific 
targets  are:     (1)  development  of  interventions  for  individuals  who 
continue  high  risk  behaviors  in  spite  of  existing  intervention 
efforts;    (2)  methods  to  reduce  initiation  into  drug  use  and  related 
sexually  risky  behaviors;  and  (3)  maintenance  of  risk  reduction 
achieved  by  existing  programs  (i.e.,  relapse  prevention).  The 
emphasis  on  generalizable  theories  of  change  should  provide 
information  relevant  not  only  for  drug  abusers  and  AIDS -related 
behaviors,  but  also  for  other  difficult  to  change  health  behaviors 
and  populations. 

TREATMENT  IMPROVEMENT 

Mr.  Natcher.     Doctor  Primm,  how  long  has  the  Office  for 
Treatment  Improvement  been  in  operation? 

Dr.  Primm.     For  a  little  more  than  two  years.     The  Office  for 
Treatment  Improvement  was  created  in  January  1990. 

Mr.  Natcher.     Do  you  feel  that  the  Office  has  had  a 
noticeable  impact  on  the  improvement  of  drug  abuse  treatment  in 
this  country? 

Dr.  Primm.     In  the  first  two  years  of  operation,  OTI  has 
established  itself  as  the  Federal  leader  in  improving  and  expanding 
the  nation's  publicly  funded  substance  abuse  treatment  programs. 
In  FY  1990  and  FY  1991,  OTI  awarded  a  total  of  181  demonstration 
grants  to  States  and  their  sub-grantees  totalling  over  $164  million 
in  order  to  improve  drug  treatment  across  the  country  (excluding 
AIDS  Outreach) .     Evaluation  studies  of  these  programs  are  currently 
underway,  with  preliminary  results  anticipated  by  the  end  of  FY 
1992.     Also,   through  the  Waiting  List  Reduction  Program,  which 
expired  in  FY  1991,  a  total  of  425  drug  treatment  facilities 
received  grants  from  OTI  resulting  in  the  creation  of  more  than 
30,000  new  treatment  slots.     The  majority  of  these  facilities  have 
reported  reductions  in  the  number  of  people  waiting  for  treatment. 
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Mr.  Natcher.  What  percentage  of  publicly- funded  drug 
treatment  slots  in  this  country  is  supported  by  the  Federal 
government? 

Mr.  Trachtenberg.     Approximately  63.8  percent  of  the 
publicly -funded  treatment  slots  are  funded  by  the  Federal 
Government  as  of  FY  1990,  the  latest  year  for  which  data  was 
collected. 

Mr.  Natcher.     Is  that  percentage  increasing  or  remaining 
about  the  same  from  year  to  year? 

Mr.  Trachtenberg.     Based  on  a  comparison  of  similar  data 
collected  under  the  National  Drug  and  Alcoholism  Treatment  Unit 
Survey  (NDATUS)  in  FY  1989  and  FY  1990,  the  Federal  portion  of 
publicly -funded  drug  treatment  has  increased  from  53.7  percent  to 
63.8  percent. 

Mr.  Natcher.     In  a  given  year,  do  we  know  what  percentage  of 
drug  abusers  are  receiving  treatment? 

Mr.  Trachtenberg.     We  believe  that  approximately  50  percent 
of  the  people  with  a  diagnosable  problem  would  either  volunteer  or 
be  coerced  into  treatment.     Of  these  people,   the  following 
percentage  are  receiving  treatment: 

FY  91  =  59.0% 
FY  92  =  60.6% 
FY  93  =  66.5% 

DRUG  TREATMENT  SLOTS 

Mr.  Natcher.     In  your  opinion,  how  far  away  are  we  from 
having  an  adequate  number  of  drug  treatment  slots  in  this  country? 

Mr.  Trachtenberg.     Approximately  five  years,  however,  while 
many  areas  of  the  country  have  an  adequate  number  of  drug  treatment 
slots,  there  are  areas  where  more  slots  are  needed.     We  feel  that 
the  State  Systems  Development  Program,   initiated  by  the  Office  for 
Treatment  Improvement,  will  help  the  States  and  Federal  government 
identify  areas  where  resources  can  be  applied  to  satisfy  the 
treatment  need. 

SPECIAL  FORFEITURE  FUND 

Mr.  Natcher.     In  the  current  fiscal  year,  your  office  has 
received  $9,000,000  from  the  "Special  Forfeiture  Fund"  in  the 
Treasury-Postal  Service  Appropriations  Bill.     How  will  these  funds 
be  used? 

Mr.  Trachtenberg.     The  FY  1992  Treasury- Postal  Service 
appropriations  bill  language  for  "Special  Forfeiture  Fund"  directs 
the  Office  for  Treatment  Improvement  to  spend  $9.0  million  for  drug 
treatment  capacity  expansion.     We  expect  to  fund  approximately 
1,732  more  drug  treatment  slots  with  these  funds. 
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CAPACITY  EXPANSION  GRANT  PROGRAM 

Mr.  Natcher.     Have  you  made  any  awards  yet  from  this 
$9,000,000? 

Mr.  Trachtenberg.     The  awards  will  be  made  in  September.  It 
will  take  approximately  6  months  for  applicants  to  submit  their 
grant,  OTI  to  review  all  applications,  and  for  awards  to  be  made. 

Mr.  Natcher.     Has  the  Capacity  Expansion  Grant  Program  been 
authorized  by  law? 

Mr.  Trachtenberg.     The  Administration  has  submitted 
authorizing  legislation  for  the  Capacity  Expansion  Program  (CEP) . 
It  has  not  yet  been  enacted. 

The  Senate  reauthorization  bill  (S.   1306)  was  passed  on  August  2, 
1991.     A  House  bill  (HR  1698)  recently  was  reported  out  by  the 
Committee  on  Energy  and  Commerce.     Both  measures  contain  language 
authorizing  the  CEP  program.     We  fully  expect  that  authorizing 
legislation  will  be  enacted  this  year. 

Mr.  Natcher.     Is  this  strictly  a  temporary  demonstration 
program? 

Mr.  Trachtenberg.     It  is  currently  planned  as  a  three  year 
demonstration  program. 

Mr.  Natcher.     You're  requesting  a  substantial  increase  for 
this  program  in  1993.     What  would  this  increase  enable  you  to  do? 

Dr.   Primm.     The  FY  1993  CEP  expands  by  $77  million,  including 
$20  million  from  the  ONDCP  Special  Forfeiture  Fund.  The  entire  $86 
million  provided  will  be  used  to  increase  the  number  of  treatment 
slots.     In  1993,  CEP  will  generate  15,454  treatment  slots  serving 
43,271  people.     Because  States  will  apply  for  CEP  funding  based  on 
their  need  and  capacity  for  treatment,   this  program  allows  for 
better  targeting  of  funds  for  capacity  expansion  in  shortage  areas 
and  better  monitoring  and  coordination  of  treatment  services .  The 
program  may  also  give  priority  to  States  that  seek  to  expand 
treatment  capacity  for  high  risk  groups  such  as  pregnant  women  and 
adolescents . 

Mr.  Natcher.     To  what  extent  will  any  of  these  grants  be 
made  to  rural  areas  of  the  country? 

Dr.  Primm.     Under  the  Capacity  Expansion  Program,  OTL.  intends 
to  award  grants  to  applicants  who  identify  treatment  needs, 
especially  those  among  "critical"  populations,  which  includes  rural 
populations.     It  is  anticipated  that  a  significant  level  of  funds 
will  go  to  rural  areas. 

TREATMENT  IMPROVEMENT  PROGRAMS 

Mr.  Natcher.     According  to  the  figures  on  page  195,  you  plan 
to  award  a  total  of  195  grants  and  cooperative  agreements  in  1993 
for  treatment  improvement  programs,  of  which  70  percent  will  be  new 


662 


or  competing.     What  are  your  main  priorities  in  treatment 
improvement  for  the  coming  year? 

Dr.  Primm.     Our  priorities  for  the  coming  year  include  the 
following  activities  by  program.     For  the  Target  Cities  Program, 
the  original  eight  will  recompete,  in  addition  to  new  applicants, 
for  funding  to  continue  the  effort  to  strengthen  the  drug  abuse 
treatment  infrastructure  in  selected  large  metropolitan  areas  with 
drug  abuse  treatment  needs.     Also  a  voucher  demonstration  is 
planned  in  conjunction  with  one  or  more  of  the  target  cities.  This 
would  test  the  efficacy  of  using  private  sector  treatment  capacity 
to  serve  the  needs  of  individuals  who  are  treated  using  public 
funds.     In  the  Critical  Populations  Program,  new  program 
initiatives  are  targeted  to  expand  comprehensive  treatment  services 
for  the  HIV/AIDS  population  and  expand  focus  on  residents  of  public 
housing.     The  Criminal  Justice  Program  will  focus  on  juveniles, 
women,   and  minority  males  in  the  criminal  justice  system.  The 
Comprehensive  Community  Treatment  Programs  provide  for  a  new 
Substance  Abuse  Linkage  grant  program  designed  to  develop  and 
improve  the  linkage  between  HIV/AIDS  programs  and  primary  health 
care  and  alcohol,  drug  abuse,  and  mental  health  treatment  services. 

Mr.  Natcher.  You're  proposing  to  spend  $18.7  million  on 
only  two  "campus  projects"  in  1993.  Why  are  these  projects  so 
expens ive? 

Mr.  Trachtenberg.     The  Campus  Program  is  expensive  because  it 
finances  the  best  possible  care  in  a  residential  setting  that  will 
allow  for  rigorous  evaluation  and  eventually  provide  information 
or/and  treatment  models  that  can  be  replicated  on  a  National  scale. 
This  fully  comprehensive  residential  program  addresses  every  stage 
of  treatment  from  addiction  to  recovery:  detoxification; 
stabilization;  habilitation/rehabilitation ;  reentry/relapse 
prevention;   and,  continuing  care/aftercare.     We  have  learned  that  a 
well-articulated  philosophy  of  the  recovery  process  that  guides  the 
treatment  regimen  and  is  presented  by  well  trained  care  providers 
and  counselors  will  have  the  greatest  chance  for  success.     From  the 
moment  detailed  client  assessment  is  taken  at  intake,  throughout 
program  participation  in  the  jointly  developed  treatment  plan,  to 
the  client  specific  program  of  aftercare,  people  truly  committed  to 
recovery  will  have  the  greatest  chance  for  a  future  drug- free  life 
with  a  significantly  reduced  chance  for  relapse  in  a  program 
structured  in  this  fashion. 

In  addition,   the  Campus  program  is  more  costly  because  it 
incorporates  supportive  services  such  as  child  care,  primary  health 
care,  and  treatment  for  a  variety  of  companion  diseases,   the  most 
notable  of  which  is  HIV/AIDS.     However,  because  this  is  such  an 
expensive,   though  comprehensive,  program,   States  involved  in  the 
first  two  sites  will  contribute  matching  funds. 

Through  the  evaluation  process,  we  expect  to  learn  that  a 
successful  Campus  Program  will  extend  our  knowledge  of  the 
efficiencies  inherent  in  a  centralized  residential  treatment 
facility,   the  appropriate  length  of  stay  for  particular  types  of 
patients  and  the  treatment  approach  that  each  individual  patient 
requires.     Further,  we  hope  that  the  success  of  the  various  campus 
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program  initiatives  will  culminate  in  treatment  improvement 
protocols  that  can  be  adopted  by  drug  treatment  programs 
everywhere . 

BLOCK  GRANT  PROGRAM 

Mr.  Natcher.     On  page  3  of  the  justification  you  are 
proposing  some  additional  bill  language  with  regard  to  the  block 
grant  program.     why  is  this  language  necessary? 

Dr.  Primm.     For  FY  1990,  Congress  appropriated  an  additional 
$415  million  to  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Services 
(ADMS)  Block  Grant  through  the  Department  of  Transportation 
Appropriations  Act  with  the  instruction  that  the  money  was  only  to 
be  used  for  substance  abuse  services.     For  FY  1991,  Congress  added 
language  in  the  appropriations  bill  requiring  that  ADAMHA 
distribute  the  ADMS  funds  as  in  FY  1990,   to  maintain  the  same 
balance  between  substance  abuse  and  mental  health  funding. 
In  FY  1992,  Congress  did  not  direct  ADAMHA  in  the  appropriation 
language  to  distribute  the  Block  Grant  funds  as  in  FY  1990.  Thus, 
the  Public  Health  Service  Act,  Section  1916  (c)   (6)  as  amended, 
directed  the  allocation  of  funds.     This  resulted  in  a  slight  shift 
of  funds  from  substance  abuse  to  mental  health  services. 

Mr.  Natcher.     You  have  developed  a  "State  Systems 
Development  Program"  for  the  block  grant.     Can  you  explain  this  to 
the  Committee? 

Dr.   Primm.     The  State  Systems  Development  Program  (SSDP) , 
implemented  in  1991,   is  designed  to  enhance  accountability  of  the 
ADMS  Block  Grant  funds,  monitor  State  expenditures  of  block  grant 
dollars  at  the  provider  level,  and  assist  the  States  in  their 
management  of  substance  abuse  treatment  programs.     The  program  will 
encompass : 

o  Voluntary  State  Plans  -  States  have  been  asked  to  develop 

comprehensive  drug  treatment  and  prevention  plans  to  include 
information  on  the  need  for  services  at  the  substate  level; 
service  capacity;  public  expenditures;  and,   State  goals  and 
objectives  for  identifying  gaps  between  needs  and  service 
capacity.     Twenty- six  States  submitted  either  all  or  part  of 
the  voluntary  application  this  year. 

o  State  Needs  Assessments  Studies  -  States  are  to  provide 

estimates  of  service  needs  at  the  substate  level  for 
specified  population  subgroups.     Each  state  will  be  provided 
funds  to  hire  a  contractor  to  conduct  their  needs  assessment. 
It  will  take  at  least  three  years  to  fund  all  States. 

o  Technical  Reviews  -  Comprehensive  on-site  technical  reviews 

of  State  substance  abuse  treatment  programs  are  being 
conducted  to  determine  State  compliance  with  statutory 
requirements,   assess  State  performance  in  administering  block 
grant  funds,  document  and  analyze  the  costs  of  substance 
abuse  treatment  services,  and  assist  States  in  improving 
treatment  and  prevention  services.     Approximately  twenty 
reviews  are  planned  per  year,   so  that  all  States  will  be 
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reviewed  on  a  three-year  cycle.     A  contract  to  conduct  the 
reviews  of  all  60  block  grant  jurisdictions  was  awarded  for 
an  approximate  cost  of  $2  million  per  year. 

o  Developmental  Technical  Assistance  -  Based  upon  the  findings 

of  the  technical  reviews,   individualized  technical  assistance 
plans  will  be  developed  for  each  State.     OTI  will  then  ensure 
that  appropriate  resources  and  technical  assistance  are 
provided.     In  addition,  approximately  ten  Treatment 
Improvement  Protocols  (TIPS)  or  practice  guidelines  will  be 
developed  each  year. 

o  State  Information  System  -  OTI  plans  to  link  the  data 

obtained  by  the  States  through  the  needs  assessment  studies 
with  data  collected  through  NDATUS  and  the  Client  Data  System 
to  create  a  comprehensive,  centralized  information  system. 
This  system  will  enable  OTI  to  monitor  and  assure  compliance 
with  statutory  block  grant  requirements.  Initial 
implementation  of  the  system  has  begun. 

o  Additionally,  OTI  is  operating  with  a  staff  of  14 

professionals  and  4  support  personnel  at  an  approximate 
annual  cost  of  $1.4  million  to  implement  and  monitor  the 
components  of  the  SSDP.     Professional  staffing  includes  eight 
health  service  administrators  to  oversee  activity  in  the 
field,  an  epidemiologist,  health  care  cost  accountants, 
health  service  planners,  a  data  manager,  and  a  programmer. 

OTI  STAFFING  LEVELS 

Mr.  Natcher.     The  staffing  level  for  your  office  has  gone 
from  65  full-time  equivalents  in  1991  to  112  in  1992;  you're 
proposing  to  add  another  50  in  1993,  a  45  percent  increase.     Why  is 
it  necessary  to  add  so  many  additional  staff  in  1993? 

Dr.  Primm.     The  50  additional  FTEs  requested  will  increase 
staffing  to  administer  and  manage  the  large  variety  of  OTI 
programs.     These  positions  will  allow  OTI  to  provide  support  for 
program  monitoring,  grants  management,  contracts  management,  grant 
review,  and  policy,   legislative,  budgetary,  personnel,  and 
administrative  support  activities.     While  program  dollars 
(exclusive  of  the  Block  Grant)  will  increase  88  percent,  staffing 
will  increase  only  45  percent.     Further,   the  increase  in  the 
management  and  support  budget  in  1993  will  remain  constant  at  5.1 
percent  of  the  total  OTI  budget  (excluding  Block  Grant)  for  both  FY 
1992  and  FY  1993. 

Without  this  increase,   the  present  (FY  1992)  level  of  direct 
operations  support,  relative  to  program  scope  and  responsibility, 
is  far  short  of  reasonable  levels.     OTI  will  be  severely  hampered 
in  pursuing  its  mission  in  a  rational  manner  and  will  be  unable  to 
exercise  appropriate  control  governing  expenditure  of  Federal 
funds,  especially  under  the  Federal  Managers  Financial  Integrity 
Act. 
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Mr.  Natcher.  For  the  record,  provide  a  more  detailed 
explanation  of  how  you  calculated  the  need  for  50  additional 
full-time  equivalents. 

Dr.  Primm.     A  detailed  analysis  was  conducted  by  the  OTI 
Executive  Office  that  compared  current  staffing  to  the  necessary 
level  of  staffing  for  each  program  and  function  within  OTI.  By 
reviewing  the  minimum  level  of  operations  in  each  Division,  Branch, 
and  Office,  we  were  able  to  perform  an  analysis  that  revealed 
serious  understaf f ing  in  both  the  program  and  administrative  areas. 
The  basis  for  all  calculations  were  workload  per  employee.     The  50 
FTEs  requested  are  spread  fairly  evenly  across  all  of  the  OTI 
components . 

SUBSTANCE  ABUSE  PREVENTION 

Mr.  Natcher.     Dr.  Johnson,  you  are  proposing  increases 
totalling  $29,557,000  in  1993  for  your  demonstration  budget,  offset 
by  a  reduction  of  $9,907,000  for  the  Community  Youth  program.  What 
new  initiatives  are  you  planning  for  the  coming  year? 

Dr.  Johnson.     The  Office  for  Substance  Abuse  Prevention 
(OSAP)  is  planning  four  new  initiatives  in  Fiscal  Year  1993.  Most 
significant  among  these  is  the  new  Community  Partnership  Study. 
This  program,  which  is  an  outgrowth  of  OSAP's  earlier  Partnership 
program,   targets  key  programs  in  communities  that  have  high 
prevalence  of  alcohol  and  other  drug  use .     The  remaining  three  new 
initiatives  are  all  targeted  toward  achieving  the  Healthy  People 
2000  Objectives  and/or  in  implementing  the  PHS  Alcohol  Strategy. 
They  include:     a  specialized  Regional  Alcohol  and  Drug  Awareness 
Resource  network  center  for  Alcohol  Issues;  a  media  campaign  on 
alcohol  and  other  drugs,  pregnancy,  and  infant  mortality;  and  a 
public  education  program  focused  specifically  on  women's  health. 

Mr.  Natcher.     How  much  of  your  budget  request  is  set  aside 
for  new  starts  of  one  kind  or  another? 

Mr.  Trachtenberg.     The  FY  1993  OSAP  budget  request  includes 
$21.5  million  to  support  new  awards  for  both  OSAP's  client- -and 
system- -oriented  programs.     This  includes  $7.5  million  for  25  new 
High  Risk  Youth  grants;  $7.0  million  for  22  new  Pregnant/Postpartum 
Women  and  their  Infants  awards;  and  $7.0  million  for  new  Community 
Partnership  Study  program  awards.     In  addition,  OSAP  estimates  it 
will  be  able  to  award  up  to  11  new  communication  cooperative 
agreements  as  a  result  of  funds  made  available  from  expiring  awards 
which  no  longer  require  continuation  funding. 

Mr.  Natcher.     Why  are  you  proposing  to  eliminate  the 
Community  Youth  Activity  Program?    How  long  has  this  program  been 
in  existence? 

Mr.  Trachtenberg.     OSAP  believes  it  is  appropriate  to 
continuously  review  its  program  priorities.     Given  the  fact  that 
the  authorizing  legislation  for  the  CYAP  program  ends  in  FY  1993 
and  that  many  of  the  CYAP  efforts  are  also  being  successfully 
promoted  through  the  High  Risk  Youth  grant  program,  OSAP  felt  it  an 
appropriate  time  to  attempt  to  streamline  and  focus  our  programs. 
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As  a  result,  FY  1993  priorities  focus  on  targeting  limited  new 
resources  on  continuing  the  knowledge  development  efforts  of  our 
higher  priority  client-  and  systems -oriented  programs.     OSAP  does 
believe  that  current  activities  undertaken  through  the  CYAP  program 
can  be  supported  within  the  prevention  setaside  of  the  ADMS  State 
Block  Grant  allocations. 

Mr.  Natcher.     What  are  the  principal  types  of  training 
programs  that  your  office  is  supporting?    Approximately  how  many 
people  will  you  train  this  year? 

Mr.  Trachtenberg.     Through  its  National  Training  System,  OSAP 
has  attempted  to  develop  a  comprehensive  prevention  and  treatment 
training  program  that  addresses  the  developmental  training  of 
individuals  in  medical  and  nursing  schools,   to  the  continuing 
education  of  health  care  providers.     To  accomplish  this,  OSAP  has 
developed  four  principal  types  of  training  programs.     First,  OSAP 
has  created,   in  collaboration  with  health  professional 
organizations,  continuing  medical  education  workshops  which  develop 
and  deliver  prevention  training  to  health  professionals  and  state 
alcohol  and  other  drug  abuse  prevention  professionals.  Secondly, 
community  prevention  training  is  delivered  both  to  OSAP  grantees 
and  non  grantees  in  how  to:     form  effective  coalitions;  build  a 
broad  and  sustainable  base  of  support;  perform  needs  assessments; 
and  implement  comprehensive  prevention  strategies.     Third,  the 
Faculty  Development  program,  a  collaborative  effort  with  the 
National  Institute  on  Alcohol  Abuse  and  Alcoholism,  ensures 
appropriate  clinical  training  for  health  professionals  in  alcohol 
and  other  drug  abuse  as  part  of  their  undergraduate  and  advanced 
degree  training  programs.     Fourth,   the  Substance  Abuse  Counselor 
Training  Program,  done  in  collaboration  with  the  Office  for 
Treatment  Improvement,  provides  early  level  training  for  counselors 
in  substance  abuse  prevention.     In  FY  1992  it  is  estimated  that 
25,000  individuals,   including  health  care  professionals,  community 
leaders,  and  social  service  workers,  will  be  trained  under  the 
National  Training  System. 

Mr.  Natcher.     According  to  page  174  of  the  justification, 
your  office  currently  has  nearly  800  grants  and  contracts  of 
various  kinds.     How  are  you  able  to  adequately  oversee  and  monitor 
this  number  of  grants  and  contracts? 

Dr.  Johnson.       Project  officers  within  OSAP  are  responsible 
for  managing  portfolios  of  approximately  29-35  grants  as  well  as 
possibly  one  major  contract  effort.     One  of  the  primary  vehicles 
employed  by  project  officer  in  the  management  of  grant  and  contract 
efforts  is  the  use  of  site  visits  to  ensure  programs  are  being 
effectively  implemented.     The  reductions  in  travel  in  FY  1992, 
however,  have  necessitated  a  significant  reduction  in  the  number  of 
site  visits. 

SPECIAL  FORFEITURE  FUND 

Mr.  Natcher.     Your  office  received  $10,000,000  in  1992  from 
the  "Special  Forfeiture  Fund"  in  the  Treasury- Postal  Service 
appropriations  bill.     How  will  these  funds  be  used? 


667 


Mr.   Trachtenberg.     The  Treasury-Postal  Service  bill 
appropriated  monies  from  the  Special  Forfeiture  Fund  specifically 
to  support  a  comprehensive,   long-term  residential  prevention  and 
treatment  demonstration  programs  for  women  as  well  as  their  infants 
and  children.     As  a  result,  OSAP  has  developed  a  new  grant 
announcement  to  support  innovative  projects  which  incorporate 
state-of-the-art  residential,  habilitation,  and  after-care  services 
designed  to  meet  the  multiple  needs  of  both  the  mothers  and  their 
children.     Awards  under  this  new  program  will  be  made  in  September, 
1992. 

Mr.  Natcher.     How  much  do  you  expect  to  receive  from  this 
source  in  1993? 

Mr.   Trachtenberg.     The  FY  1993  budget  request  for  the  Office 
for  Substance  Abuse  Prevention  (OSAP)  includes  $14.7  million  from 
the  "Special  Forfeiture  Fund"  for  the  Community  Partnership 
Program. 

Mr.  Natcher.      How  was  that  amount  determined? 

Mr.  Trachtenberg.     The  amount  of  $14.7  million  was  requested 
by  the  Office  of  National  Drug  Control  Policy  from  the  Special 
Forfeiture  Fund  to  support  the  continuation  of  the  ongoing 
Community  Partnership  grants  and  award  new  grants  under  the  new 
Partnership  Study  grant  program. 

Mr.  Natcher.     How  will  these  funds  be  used  in  1993? 

Mr.  Trachtenberg.     The  $14.7  million  from  the  "Special 
Forfeiture  Fund"  will  be  used  to  support  the  continuation  of 
ongoing  Community  Partnership  grants  and  award  new  grants  under  the 
new  Partnership  Study  grant  program. 

OSAP  STAFFING  LEVELS 

Mr.  Natcher.     Your  office's  staffing  level  has  increased  over 
the  last  four  years  from  50  to  170;  you  plan  to  add  20  more  in 
1993.     At  what  point  will  the  number  of  staff  level  off? 

Dr.  Johnson.     The  increase  in  OSAP  staffing  over  the  past 
years  has  been  directly  related  to  the  significant  growth  in  OSAP's 
programs  and  responsibilities.     During  these  years  OSAP  experienced 
a  five-fold  increase  in  its  budget  from  $50  million  in  1988  to  $276 
million  in  FY  1992,  due  to  the  addition  of  several  new  programs, 
including  the  Pregnant  Women  and  Infants  program,   the  Community 
Partnership  and  Partnership  Study  programs,  and  the  Residential 
Women  and  Childrens  program.     In  FY  198,7  we  had  50  FTEs  to  manage 
$52  million  in  program  activities.     In  FY  1992,  we  had  170  FTEs  to 
manage  $276  million  in  program  activities.     The  FY  1993  request  for 
20  additional  FTEs  merely  maintains,  but  does  not  decrease,  the 
current  FTE  to  dollar  managed  ratio. 

Mr.  Natcher.      Why  do  you  need  20  more  in  1993? 

Dr.  Johnson.     The  20  additional  FTEs  requested  for  FY  1993 
will  support  program  monitoring  and  management  activities 
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associated  with  the  Community  Partnership  Study  Program  and  the 
Residential  Women  and  Children's  program. 

AGENCY  FOR  HEALTH  CARE  POLICY 

Mr.   Natcher.     Mr.  Trachtenberg ,  how  much  is  included  in 
your  1993  request  for  transfer  to  the  Agency  for  Health  Care  Policy 
and  Research?     How  much  will  you  transfer  in  1992? 

Mr.  Trachtenberg.     The  FY  1993  request  includes  approximately 
$7,030,000  to  be  transferred  to  the  Agency  for  Health  Care  Policy 
and  Research.     In  FY  1992,   the  amount  is  approximately  $1,493,000. 

WEED  AND  SEED 

Mr.  Natcher.     As  you  know,   the  President's  budget  includes  a 
total  of  $500  million  for  the  so-called  "Weed  and  Seed"  program  for 
the  revitalization  of  urban  neighborhoods.     As  you  understand  it, 
what  is  your  agency's  role  in  this  program? 

Mr.  Trachtenberg.     For  FY  1993,   $93.8  million  is  dedicated  to 
"Weed  and  Seed".     ADAMHA  will  continue  to  cooperate,   through  DHHS , 
with  the  other  agencies  working  together  to  make  "Weed  and  Seed"  a 
success.     Our  effort  will  also  involve  activity  on  the  local  level. 
We  will  work  with  our  grantees  who  are  part  of  "Weed  and  Seed" 
sites,  as  well  as  those  located  close  to  a  site,   to  facilitate 
interprogram  cooperation  and  technology/knowledge  transfer.  This 
developmental  coordination  at  the  local  level  will  be  supplemented 
with  technical  assistance  provided  by  the  Office  for  Substance 
Abuse  Prevention  and/or  the  Office  for  Treatment  Improvement,  where 
appropriate . 

Mr.  Natcher.     Apparently,  a  total  of  $93,800,000  has  been 
identified  in  your  agency  for  use  in  "Weed  and  Seed" .     How  was  this 
amount  determined? 

Mr.  Trachtenberg.     A  portion  of  ADAMHA  drug  treatment  and 
prevention  programs  are  earmarked  for  "Weed  and  Seed" : 

OTI 

Capacity  Expansion  Program  $  47,300,000 

Treatment  Improvement  Programs   35,500,000 

OSAP 

High  Risk  Youth/Pregnant  Women  Programs...  7,000,000 

Community  Partnership  Programs   4 ,  000  ,  000 

TOTAL  $  93,800,000 

Mr.  Natcher.     Is  the  $93,800,000  new  money  in  1993,   or  have 
you  just  designated  existing  funds  as  being  used  for  "Weed  and 
Seed"? 

Mr.  Trachtenberg.     The  $93.8  million  could  be  a  mix  of  new 
and  existing  resources,  depending  upon  the  community  selected. 
Existing  resources  in  the  "Weed  and  Seed"  communities  will  be 
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expected  to  work  in  coordinating  its  efforts  with  a  variety  of 
other  human  services  providers  in  these  areas. 

CLINICAL  TRIALS 

Mr.  Natcher.     How  much  have  you  budgeted  in  1992  and  1993  for 
clinical  trials? 

Mr.  Trachtenberg.     The  following  amounts  are  our  1992  and 
1993  estimates  for  clinical  trials. 

FY  1991  Act.     FY  1992  Est.     FY  1993  Est. 

NIMH   $47,738,000  $52,098,000  $54,911,000 

NIDA   55,308,000  61,419,000  64,520,000 

NIAAA   13,847,000  15,700,000  11,852,000 

Total,  ADAMHA...  116,893,000  129,217,000  131,283,000 

Mr.  Natcher.     For  the  record,  provide  examples  of  the  most 
significant  ongoing  clinical  trials  for  each  of  the  Institutes. 

Mr.  Trachtenberg.     The  following  are  just  a  few  examples  of 
some  of  the  most  significant  of  the  clinical  trials  that  are  being 
conducted  by  ADAMHA  in  FY  1992. 

NIMH 

CLOZAPINE:     TREATMENT  RESPONSE  AND  DISABILITY  (Long  Island  Jewish 
Medical  Center  -  Hillside  Hospital,  Western  Psychiatric  Institute 
and  Clinic,  University  of  Pittsburgh;  Brentwood  VA  Medical 
Center/UCLA) .     NIMH  has  just  funded  a  3 -year  multicenter  trial  of 
clozapine  in  schizophrenic  outpatients.     Clozapine  is  an  atypical 
antipsychotic  medication  which  is  effective  in  some  cases  of 
schizophrenia  which  do  not  respond  to  standard  treatments. 
Valuable  data  expected  from  the  ongoing  clinical  trial  will  help 
determine  the  clinical  characteristics  of  patients  who  may  best 
respond  to  clozapine  and  the  nature  of  this  improvement  in  terms  of 
neuropsychiatric  parameters  and  cognitive  measures . 

METHYLPHENIDATE  AND  MULTIMODAL  TREATMENT  IN  ATTENTION  DEFICIT 
HYPERACTIVITY  DISORDER  (Long  Island  Jewish  Medical  Center  - 
Hillside  Hospital,  NY  and  Montreal  Children's  Hospital).  An 
ongoing  two- site  study  is  investigating  multiple  modalities  of 
treatment  of  childhood  attention  deficit  hyperactivity  disorder,  a 
priority  area  in  the  NIMH  Treatment  Enhancement  Initiative.  In 
this  investigation,  standard  stimulant  medication  (methylphenidate) 
will  be  contrasted  with  psychosocial  interventions,  alone  and  in 
combination  with  medication.     The  results  of  the  study  should  help 
optimize  treatment  of  each  young  individual  with  this  disabling 
disorder . 

MAINTENANCE  THERAPIES  IN  LATE  LIFE  DEPRESSION  (Western  Psychiatric 
Institute  and  Clinic,  University  of  Pittsburgh).     A  landmark  study 
of  maintenance  therapies  in  late-life  depression  is  the  first  long- 
term  treatment  trial  of  antidepressant  medication  and  psychotherapy 
(interpersonal  therapy)  in  various  combinations  in  geriatrics.  It 
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will  provide  fundamental  information  to  the  field  in  the  treatment 
of  depression  in  the  outpatient  setting. 

AFFECTIVE  AND  COGNITIVE  CONSEQUENCES  OF  ELECTROCONVULSIVE  THERAPY 
(New  York  State  Psychiatric  Institute/Columbia  Univ) .     An  important 
but  understudied  treatment  of  severe  depression  and  other  mental 
illnesses,  electroconvulsive  therapy  (ECT)  is  the  subject  of  a 
three -center  investigation.     This  study  addresses  an  issue  of 
pressing  clinical  importance:     how  to  sustain  improvement  in 
patients  who  have  responded  acutely  to  ECT.     In  addition  to  a 
controlled  medication  trial  after  completion  of  ECT,  valuable  new 
information  on  the  effects  of  ECT  on  memory  will  be  obtained  during 
the  course  of  this  investigation.     The  results  obtained  may  suggest 
methods  of  minimizing  ECT's  adverse  cognitive  actions,  which  remain 
its  major  adverse  effects. 

COOPERATIVE  AGREEMENT  FOR  MULTISITE  TRIALS  OF  BEHAVIOR  STRATEGIES 
TO  PREVENT  THE  FURTHER  SPREAD  OF  HIV  INFECTION  (Rutgers  Univ,  NJ ; 
New  York  State  Psychiatric  Institute;  Columbia  Univ,  NY;  Emory 
Univ,  GA;  Altamed  Health  Services  Corp.,  CA;  Medical  College  of 
Wisconsin;  Research  Triangle  Institute,  NC;  Johns  Hopkins,  MD;  and 
a  coordinating  center)     In  response  to  the  National  Academy  of 
Science's  recommendation,  NIMH  initiated  in  FY  1991  a  multisite, 
multipopulation,  community-based  clinical  trial  to  develop  and  test 
behavioral  interventions  to  prevent  the  further  spread  of  the  HIV 
epidemic  that  can  be  adopted  easily  by  public  and  private  agencies. 
The  study  represents  ongoing  collaboration  among  PHS  agencies 
(NIMH,  NIDA,  NIAAA,  NICHD,  CDC  and  HRSA) ,  prevention  researchers, 
and  community-based  providers  in  the  design  and  implementation  of 
this  trial.     This  collaborative  process  helps  to  assure  a  broad 
public  health  impact  for  the  trial  which  can  be  used  to  help 
formulate  AIDS  prevention  policies  for  the  PHS.     The  ongoing 
communication  among  these  different  participants  promotes  rapid 
transfer  of  information  and  incorporation  of  promising  prevention 
interventions  into  existing  prevention  programs . 

NIDA 

DEVELOPMENT  OF  MEDICATIONS  FOR  OPIATE  ADDICTION 
LAAM  (multiple  sites) ,   is  an  agonist  treatment  medication  for 
opiate  addiction  that  will  require  less  frequent  dosing  than 
methadone.     These  trials,  along  with  additional  pharmacokinetics 
studies  underway  at  NIDA's  Addiction  Research  Center  will  provide 
the  necessary  data  to  obtain  FDA  approval  for  marketing  of  LAAM  in 
early  1993. 

Estimated  Total  Cost  (2  years)  $2.5  million 

Buprenorphine  (multiple  sites) ,   a  partial  agonist  that  combines 
some  of  the  best  attributes  of  methadone  and  naltrexone,   is  being 
studied  as  an  alternate  maintenance  and  detoxification  agent  for 
opiate  dependence.     Studies  include:     1)  a  Phase  II/III  study  to 
provide  confirmatory  information  concerning  safety,   efficacy,  and 
dosing  levels;   2)  a  study  of  the  effects  of  long-term 
administration;   3)  a  study  of  buprenorphine ' s  ability  to  substitute 
for  street  opiates  and  to  blunt  the  subjective  and  physiological 
effects  of  opiates;  and  4)  a  study  of  efficacy  of  buprenorphine  in 
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a  population  that  will  not  accept  other  routinely  available 
treatments  such  as  methadone  maintenance. 
Estimated  Total  Cost  (2  years)  $10.5  million. 

COCAINE  TREATMENT  DISCOVERY  PROGRAM  (Multiple  Sites) 
There  are  no  prototypical  treatments  for  dealing  with  cocaine 
abuse.     The  following  are  some  of  the  important  compounds  currently 
under  investigation  as  potential  treatments  for  crack/cocaine 
abuse:     1)  a  Phase  II  study  of  gepirone  co- sponsored  with  Bristol- 
Myers  Squibb;  2)  a  Phase  II  study  of  bupropion  co- sponsored  with 
Burroughs -Wellcome ;  3)  a  40  subject  trial  of  nimodepine,  a  calcium 
channel  blocker;  and  4)  diethylpropion  as  a  potential  substitution 
medication  for  crack/cocaine  addiction. 
Estimated  Total  Cost  (2  years)  $2.5  million 

AIDS  PREVENTION  IN  IV  DRUG  USERS  (Res  Found  for  Mental  Health,  New 
York  City) .     This  study  seeks  to  determine  if  imipramine  has  a  long 
term  effect  in  reducing  opiate  drug  use  in  a  group  of  methadone 
maintenance  patients  with  depressive  disorders. 
Estimated  Total  Cost  (5  years)  $4.6  million 

EFFICACY  OF  PSYCHOTHERAPY  AND  DRUG  ABUSE  COUNSELING  STRATEGIES  IN 
THE  TREATMENT  OF  CRACK/COCAINE  ADDICTS  (Univ  Penn,  Univ  Pittsburgh, 
McLean  Hospital,  Mass  General  Hospital,  Brookside  Hospital). 
Efficacy  of  psychodynamically- oriented  psychotherapy,  cognitive - 
behaviorally- oriented  therapy,  and  drug  abuse  counseling  in 
treatment  of  crack/cocaine  addicts  in  outpatient  drug- free 
settings.     Interaction  of  patient  characteristics,  particularly 
level  of  sociopathy  and  other  personality  disorders,  with  type  of 
treatment  will  also  be  studied. 
Estimated  Total  Cost  (4  years)  $14.5  million 

CRACK/COCAINE  ABUSE  AND  HIV  RISK  (KOBA  Institute,  Washington,  DC). 
Effectiveness  of  three  behavioral  interventions  upon  the  drug  use 
and  AIDS  risk  behavior  of  crack/cocaine  users . 
Estimated  Total  Cost  (5  years)  $4.5  million 

NIAAA 

PROJECT  MATCH     (Nine  clinical  sites,  SC,  CN  (2),  TX,  NM,  WA,  WI , 
RI ,  NY)     This  is  the  most  complex  clinical  trial  ever  undertaken  to 
rigorously  test  the  patient -matching  approach,  that  is,  the 
assignment  of  individuals  to  interventions  based  upon  relevant 
patient  characteristics,  for  the  clinical  management  of  alcoholism. 
This  project,  which  includes  nine  sites,  studies  whether  treatment 
effectiveness  is  enhanced  on  the  basis  of  salient  patient 
characteristics.     Patients  are  being  assessed  by  sophisticated 
methodology,  randomly  assigned  to  three  distinct  treatments, 
followed,  and  assessed  for  response  to  treatment.     Integration  of 
state-of-the-art  statistical  methods  to  measure  multiple  outcomes 
of  interactions  at  multiple  points  in  time  are  being  developed  as 
part  of  this  project.     Project  MATCH  is  yielding  an  extremely  rich 
data  base.     This  study  will  provide  invaluable  information  about 
the  cost  effectiveness,  efficiency  and  convenience  of  various 
treatments  matched  to  patients ,  and  holds  great  promise  for  the 
future  treatment  of  alcohol -dependent  individuals. 


53-634  O— 92  22 


672 


INTEGRATING  BASIC  AND  APPLIED  RESEARCH  IN  ALCOHOL  TREATMENT 
(Rutgers  State  University,  New  Jersey)  This  clinical  trial  is 
testing  the  comparative  effectiveness  of  cue  exposure  and  control 
treatment  among  alcoholics  of  different  levels  of  alcohol 
dependence;  different  approaches  to  reduce  craving;  and  treatments 
specifically  tailored  to  different  patterns  of  substance  abuse 
among  elderly  patients.     The  trial  is  also  developing  and  testing 
an  expanded  causal  model  of  treatment  outcome,  examining  the 
interactions  among  patient  characteristics,  treatment  processes, 
and  post- treatment  environment  in  predicting  treatment  outcome. 

ETIOLOGY  AND  TREATMENT  OF  ALCOHOL  DEPENDENCE     (University  of 
Connecticut)     This  clinical  trial  is  examining  the  relationship 
between  alcohol  dependence  and  genetic,  psychopathological , 
biological,  and  behavioral  variables.     It  is  focusing  on  four  major 
areas:     1)  clinical  studies  of  promising  interventions  such  as 
pharmaco-  and  psycho therapies ;  2)  studies  to  clarify  the 
relationship  between  biological  responses  to  alcohol -related 
stimuli  and  alcohol  dependence;  3)  studies  focused  on  anti-social 
personality  and  family  history  variables  as  risk  factors;  and  4) 
the  application  of  highly  sophisticated  biophysical  technology  to 
examine  the  disposition  of  ethanol  in  biological  membranes. 

SECONDARY  PREVENTION  OF  ALCOHOL  PROBLEMS  IN  WOMEN     (New  York  State 
Office  of  Mental  Health,  New  York)     This  clinical  trial  is  focusing 
on  heavy  drinking  and  alcohol -related  problems  among  Anerican 
women.     Research  indicates  that  drinking  problems  among  women  may 
be  influenced  considerably  by  social/environmental  factors,  and 
that  women  markedly  underutilize  intervention  opportunities.  The 
present  research  is  designed  to  expand  knowledge  on  problem 
drinking  women  and  on  the  development  and  maintenance  of  treatment 
gains.     Carefully  screened  female  problem  drinkers  not  physically 
addicted  to  alcohol  who  self- refer  in  response  to  advertisements  or 
other  recruitment  strategies  will  be  assigned  randomly  in  groups  to 
either  a  behavioral  self-control  approach  or  to  a  program  which 
develops  social,  coping,  and  other  life -management  skills  in 
addition  to  strategies  to  reduce  alcohol  consumption. 

PSYCHOPHARMACOLOGIC  TREATMENT  OF  ALCOHOLISM     (St.  Lukes  Medical 
Center,  Chicago,  IL.)     This  clinical  trial  is  examining  the 
efficacy  of  lithium  carbonate  and  buspirone  in  the  treatment  of 
alcoholism  using  a  double-blind,  placebo  controlled  design.  The 
trial  is  also  identifying  the  clinical  and  sociodemographic 
variables  that  will  predict  a  favorable  response  to  these  drug 
therapies.     Patients  are  randomly  assigned  to  one  of  three  drug 
treatments  (lithium,  buspirone,  or  placebo)  treatment  for  six 
months  and  monitored  for  an  additional  twelve  months.     The  results 
of  this  trial  will  allow  researchers  to  identify  subgroups  of 
patients  more  likely  to  respond  to  lithium  carbonate  or  buspirone 
as  a  treatment  for  alcoholism. 

CLINICAL  TRIALS  WHICH  CANNOT  BE  FUNDED 

Mr.  Natcher.     Also  for  the  record,  provide  examples  of 
clinical  trials  which  in  your  professional  judgement  should  be 
funded  in  the  coming  year,  but  which  could  not  be  funded  under  the 
budget  request. 
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Mr.  Trachtenberg.     The  following  list  provides  a  number  of 
examples  of  clinical  trials  in  important  areas  that  cannot  be 
supported  within  the  President's  budget  request.     In  NIMH,  there 
are  also  a  number  of  specific  areas  of  need  such  as  treatment 
resistant  bipolar  depression,  schizophrenia,  Alzheimer's  Disease, 
obsessive-compulsive  disorder,  and  childhood  disorders  including, 
but  not  limited  to,  Tourette's  Syndrome,  Sydenham's  Chorea,  and 
Autism. 

TREATMENT  OF  DEPRESSION.     A  large-scale,  multi  site  collaborative 
study  is  being  planned  following  the  recommendations  of  the  NIH 
Consensus  Development  Conference  on  Diagnosis  and  Treatment  of 
Depression  in  Late  Life.     The  focus  will  be  treatment  of  depression 
in  very  old  patients  (75  plus)  with  significant  medical 
comorbidity,  with  special  attention  to  the  severely  ill  in-patient 
and  continuing  residential  care  settings.     Estimated  costs  are  $2.5 
million  for  each  of  5  years. 

MANAGEMENT  FOR  RISK  OF  RELAPSE  IN  SCHIZOPHRENIA    There  are  at  least 
2  very  important  clinical  trials  in  schizophrenia  which  will  not  be 
funded  because  of  budgetary  restrictions.     The  first  is  a  combined 
treatment  study  comparing  treatment  response  of  schizophrenic 
patients  treated  with  standard  dosages  of  haloperidol  with  patients 
receiving  a  promising  new  atypical  agent,  risperidone.  These 
patients  will  also  be  assigned  to  one  of  2  psychosocial  treatments 
programs.     This  study  would  provide  us  with  important  new 
information  on  the  types  of  psychosocial  treatment  interventions 
that  would  be  most  helpful  to  chronic  schizophrenic  patients. 

LORAZEPAM  VS  PERPHENAZINE:  ADJUNCTS  TO  LITHIUM  IN  MANIA  In  the 
acute  treatment  of  mania,  the  medication  of  choice  (lithium)  must 
often  be  supplemented  by  an  antipsychotic  medication  with  many 
potential  adverse  effects.     In  a  controlled  clinical  trial  unlikely 
to  be  funded,  a  standard  antipsychotic  medication  would  be  compared 
with  the  benzodiazepine  (minor  tranquilizer) ,  lorazepam,  as 
adjuncts  to  lithium  in  the  treatment  of  acute  mania.     No  such 
"double -blind"  comparisons  have  been  done,  contributing  to  the 
inclusion  of  a  bipolar  disorder  (manic-depression)  initiative  as 
part  of  the  NIMH  Treatment  Enhancement  Initiative. 

ASSESSMENT  AND  TREATMENT  OF  PARASUICIDE  PATIENTS     For  the  past  10 
years  NIMH  has  supported  research  in  dialectical  behavior  therapy, 
one  of  the  first  empirically  tested  treatments  for  borderline 
personality  disorder.     This  type  of  treatment,  a  one -year 
outpatient  clinical  trial  of  cognitive -behavioral  therapy,  combines 
a  group  skills  training  module  with  a  highly  focused  individual 
psychotherapy.     Results  to  date  favor  experimental  over  a  control 
treatment  in  every  target  area.     A  potentially  important  followup 
study,  which  is  unfunded,  proposes  to  assess  the  role  of  the 
individual  components  of  the  treatment  in  effecting  improvement  in 
repeatedly  parasuicidal  women  with  borderline  personality  disorder 
and  to  analyze  factors  that  predict  treatment  success. 

REINFORCEMENT  AND  INTRINSIC  MOTIVATION  IN  ATTENTION  DEFICIT 
HYPERACTIVITY  DISORDER  TREATMENT    A  study  assessing  the  interaction 
between  psychological  factors  and  medication  effects  in  children 
with  attention  deficit  hyperactivity  disorder  was  rated  good- to- 
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excellent  in  peer  review  but  is  not  fundable.     This  protocol  calls 
for  utilization  of  external  reinforcement  and  other  behavioral 
techniques  to  effect  internal  motivation  in  these  children,  with 
considerable  implications  for  long-term  management  of  the  disorder. 

NIDA 

MEDICATIONS  DEVELOPMENT    Additional  clinical  trials  involving  the 
10  chemical  compounds  currently  under  consideration  as  treatment 
agents  for  crack/cocaine  or  heroin  addiction.     ($2  million  for  a 
Phase  II  study;  $6-8  million  for  a  Phase  III  study). 
FY  1993  Cost  $6  million 

Estimated  Total  Cost  (5  years)  $30  million 

PSYCHOSOCIAL/BEHAVIORAL  TREATMENTS     Development,  refinement, 
standardization,  and  controlled  testing  of  newly- developed, 
innovative,  theoretically-based  therapies  for  treatment  of  drug 
abuse/dependence,   including  psychotherapies  (e.g.,  supportive- 
expressive  psychotherapy,   interpersonal  therapy),  behavioral  (e.g., 
community  reinforcement,   skills  training,  and  cognitive -behavioral 
approaches) ,  and  counseling  strategies  in  the  treatment  of 
psychiatrically- impaired  and  non- impaired  drug  abusers.  The 
ultimate  goal  is  to  develop  therapies  that  are  finely  tailored  to 
the  specific  needs  and  problems  of  the  drug  dependent  individual. 
FY  1993  Cost  $5.0  million 

Estimated  Total  Cost  (5  years)  $35.5  million 

DRUG  BEHAVIOR  RELAPSE    High  rates  of  relapse  to  drug  using  behavior 
suggests  the  need  to  develop  and  test  innovative  strategies  of 
aftercare.     Controlled  trials  are  needed  that  explore  different 
strategies  of  follow-up  and  case  management,  of  relapse  prevention, 
of  crisis  counseling  and  support,  of  mutual  support  group  systems 
and/or  12  step  services  in  the  treatment  of  crack/cocaine  abusers. 
FY  1993  Cost  $2.0  million 

Estimated  Total  Cost  (5  year)  $11.0  million 

FAMILY  VERSUS  INDIVIDUAL  THERAPIES    Drug  abuse  is  a  chronic, 
relapsing  disease  not  unlike  arthritis  or  diabetes.  Additional 
controlled  clinical  trials  are  needed  of  various  forms  of  family 
vs.   individual  therapies  in  the  treatment  of  substance -abusing 
adolescents.     Procedures  that  take  into  account  stages  in  drug 
abuse  history  in  matching  individual  client  characteristics  with 
treatment  techniques  must  be  developed  and  validated. 
FY  1993  Cost  $2.0  million 

Estimated  Total  Cost  (5  year)  $12.0  million 

METHADONE  in  patients  with  heroin  addiction  and  concomitant 
heroin/cocaine  addiction.     Data  indicate  that  inappropriate  dosages 
are  used  widely  throughout  the  country's  methadone  programs.  An 
additional  aspect  of  the  research  would  be  to  study  the  ancillary 
treatment  services  that  could  render  methadone  even  more  effective. 
This  is  very  basic,  practical  research  that  could  substantially 
improve  one  of  our  most  important  treatment  modalities. 
FY  1993  Cost  $  3.0  million 

Estimated  Total  Cost  (5  year)  $17.0  million 
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NIAAA 

NALTREXONE  CLINICAL  TRIAL    Multisite  clinical  trial  to  study  the 
effectiveness  of  Naltrexone  as  an  agent  to  treat  alcoholism. 
Preliminary  studies  are  exciting  and  suggest  that  this  medication 
would  aid  in  the  preventions  of  relapse  for  individuals  in 
treatment  for  alcohol  dependence . 
Estimated  1st  year  cost:     $2.1  million 
Estimated  total  cost  (5  years):     $10.5  million 

FLUOXETINE  CLINICAL  TRIAL    Multisite  trial  to  study  the  effect  of 
the  anti- depressant  fluoxetine  in  the  treatment  of  alcohol 
patients.     Animal  studies  and  small  scale  human  studies  indicate 
that  fluoxetine  may  reduce  craving,  and  increase  the  effectiveness 
of  alcohol  treatment. 

Estimated  1st  year  cost:     $1.4  million 
Estimated  total  cost  (5  years):     $6.8  million 

PATIENT -TREATMENT  MATCHING    Additional  clinical  trials  to  study 
matching  patients  to  specific  treatment  based  on  relevant 
attributes  of  the  patients.     These  studies  by  determining  how 
different  types  of  patients  respond  to  different  types  of  treatment 
would  improve  treatment  outcome  and  have  a  significant  impact  on 
the  cost-effectiveness  of  alcoholism  treatment. 
Estimated  1st  year  cost:     $.5  million 
Estimated  total  cost  (5  years):     $12.3  million 

BRIEF  INTERVENTIONS  IN  PRIMARY  HEALTH  CARE  SETTINGS    These  clinical 
studies  would  determine  the  effectiveness  of  short-term  treatment 
methods  developed  for  health  care  providers  to  administer  in 
primary  health  care  settings.     Initial  clinical  trials  indicate 
that  these  interventions  are  very  effective  in  ameliorating  early 
stage  alcohol -related  problems  encountered  in  primary  care 
settings . 

Estimated  1st  year  cost:     $1.2  million 
Estimated  total  cost  (3-4  years):     $5.5  million 

EFFECTIVENESS  OF  ANTI-DIPSOTROPIC  DRUGS    Clinical  trials  to  enhance 
the  effectiveness  of  the  anti-dipsotropic  drugs.     Poor  patient 
compliance  often  undermines  the  efficacy  of  these  medications. 
Strategies  to  assure  compliance  with  the  anti-dipsotropic 
medications  offer  considerable  promise  to  improve  the  benefit  of 
these  drugs . 

Estimated  1st  year  cost:     $1.5  million 
Estimated  total  cost  (5  years):     $7.5  million 

RESEARCH  TRAINEES 

Mr.  Natcher.     How  many  research  trainees  will  you  support  in 
1993,  and  how  does  it  compare  with  1992? 

Mr.  Trachtenberg.  The  number  of  Full  Time  Training  Positions 
(FTTPs)  estimated  to  be  supported  in  FY  1993  will  be  1,650,  exactly 
the  same  number "as  supported  in  FY  1992. 


Mr.  Natcher.     Do  we  have  an  adequate  number  of  researchers 
now  in  these  fields? 
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Mr.  Trachtenberg.     In  general,  yes.     However,  there  are  gaps 
where  we  lack  a  sufficient  number  of  researchers.     These  include  in 
NIMH  the  need  for  developing  more  investigators  for  such 
specialized  areas  of  research  as  child  and  adolescent  and  services 
research;  NIDA  does  not  have  a  sufficient  number  of  clinicians  for 
research  careers  in  drug  abuse,  epidemiological  and  prevention 
researchers  or  scientists  in  pharmacology  and  toxicology  to  foster 
work  on  behvaior  impariments;   in  NIAAA  there  is  a  need  for 
researchers  to  study  physiologic  drinking  behavior,  alcohol  induced 
organ  damage  and  clinical  and  behavioral  factors  that  lead  to  an 
effective  diagnoses,  prevention  and  treatment  techniques. 

ADAMHA  data  supplied  to  Congress  in  1989  showed  that  the 
proportion  of  ADAMHA  researchers  under  the  age  of  36  was  declining 
while  the  proportion  of  principal  investigators  age  56  and  over  was 
increasing.     This  continues  to  be  the  case  and  is  particularly  true 
for  the  numbers  of  Ph.D.  investigators. 

Mr.  Natcher.     What  is  the  annual  cost  of  supporting  a 
research  trainee? 

Mr.  Trachtenberg.     The  average  annual  cost  of  research 
training  per  trainee  is  $22,586.     The  undergraduate  stipend  is 
$6,732  and  the  average  cost  per  trainee,  which  also  includes 
tuition,   fees,  administrative  expenses  and  8  percent  indirect 
costs,   is  $17,172.     The  average  for  pre-doctoral  research  training 
is  $15,893  per  trainee;  the  average  postdoctoral  research  training 
is  $30,979  per  trainee.     This  includes  both  the  predoctoral 
students  with  their  stipend  level  of  $8,800  (plus  tuition,  which 
varies  greatly  from  institution  to  institution) ,  and  the 
postdoctoral  trainees  whose  stipend  levels  vary  according  to  their 
years  of  experience  after  achieving  their  graduate  degrees.  The 
postdoctoral  stipends  range  from  the  Postgraduate  Year  0  of  $18,600 
to  the  Postgraduate  Year  7  (or  more)  of  $32,300,  thus  further 
confounding  the  picture. 
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RESEARCH  HISTORY  TABLES 

Mr.  Natcher.     For  the  record,  please  update  the  tables 
appearing  on  pages  601  -  606  of  last  year's  hearing  volume. 

Mr.  Trachtenberg.     The  information  follows. 

TOTAL  RESEARCH 
(including  AIDS  and  Treatment  Outcome  Research) 
(excluding  Research  Training  and  Res.  Mgmt.  &  Support) 
(dollars  in  thousands) 


NIMH 

NIDA 

NIAAA 

Total 

1984 

$174,967 

$55,540 

$42,866 

$273,373 

1985 

195,186 

64,320 

48,785 

308,291 

1986 

204,148 

70,553 

54,372 

329,073 

1987 

247 ,011 

123,206 

71,235 

441,452 

1988 

279,781 

168,783 

81,106 

493,212 

1989 

332 , 174 

169,924 

108,233 

610,331 

1990 

388,238 

224,617 

135,092 

747,947 

1991 

456 , 819 

262,388 

143,503 

862,710 

1992 

Estimate 

504,048 

273,293 

156,512 

933,853 

1993 

Estimate 

536 , 774 

289,082 

164,651 

990,507 

NEW 

AND  COMPETING 

RESEARCH 

PROJECT  GRANTS 

(dollars 

in  thousands) 

NIMH 

NIDA 

NIAAA 

Total 

1984 

$30,621 

$15,222 

$9,502 

$55,345 

1985 

43,248 

16,384 

11,177 

70,809 

1986 

40,093 

19,720 

11,176 

70,989 

1987 

53,377 

39,527 

15,538 

108,442 

1988 

59,730 

25,192 

16,850 

101,772 

1989 

71,609 

42,017 

24,777 

138,403 

1990 

70,822 

47,327 

33,079 

151,228 

1991 

79,638 

50,601 

20,464 

150,703 

1992 

Estimate 

78,925 

49,783 

29,745 

158,453 

1993 

Estimate 

81,490 

61,751 

24,091 

167,332 
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NEW  AND  COMPETING  RESEARCH  PROJECT  GRANTS 
(number  of  awards) 


NIMH 

NIDA 

NIAAA 

Total 

1984 

276 

117 

92 

485 

1985 

319 

131 

100 

550 

1986 

275 

132 

100 

507 

1987 

362 

240 

120 

722 

1988 

343 

159 

111 

613 

1989 

390 

234 

154 

778 

l  oon 
177U 

369 

238 

156 

/  O  J 

1991 

369 

222 

97 

688 

1992 

Estimate 

356 

208 

154 

718 

1993 

Estimate 

359 

245 

120 

724 

TOTAL  RESEARCH  PROJECT  GRANTS 

(number 

of  awards) 

NIMH 

NIDA 

NIAAA 

Total 

1984 

697 

269 

187 

1,153 

1985 

763 

321 

239 

1,323 

1986 

771 

359 

272 

1,402 

1987 

884 

487 

319 

1,690 

1988 

925 

524 

321 

1,770 

1989 

1,045 

600 

400 

2,045 

1  QQf) 

1,109 

686 

418 

2,213 

1991 

1,186 

757 

426 

2,369 

1992 

Estimate 

1,240 

733 

459 

2,432 

1993 

Estimate 

1,269 

747 

463 

2,479 

PERCENT 

OF  APPROVED 

APPLICATIONS  FUNDED  1/ 

(number 

of  awards) 

NIMH 

NIDA  NIAAA 

Total 

Based  on  appproval 

rates 

1984 

42% 

47% 

32% 

41% 

1985 

42% 

55% 

33% 

43% 

1986 

37% 

41% 

40% 

39% 

1987 

53% 

30% 

40% 

41% 

1988 

39% 

21% 

29% 

30% 

1989 

24% 

45% 

40% 

31% 

1990 

27% 

40% 

38% 

32% 

Based 

i  on  sucess  rates 

1991 

28% 

31% 

25% 

29% 

1992 

Estimate 

24% 

26% 

34% 

26% 

1993 

Estimate 

23% 

29% 

26% 

25% 

1/  Prior  to  FY  1991,  the  percent  of  grants  funded  was  based  on 
the  approval  rates  and  starting  in  FY  1991  the  percent  of 
approved  applications  is  based  on  success  rates. 
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PERCENT  OF  APPROVED  APPLICATIONS  FUNDED 
(dollar  amounts) 


NIMH 

NIDA 

NIAAA 

Total 

1984 

40% 

46% 

27% 

38% 

1985 

42% 

55% 

32% 

45% 

1986 

60% 

48% 

42% 

52% 

1987 

44% 

74% 

51% 

52% 

1988 

40% 

21% 

33% 

32% 

1989 

34% 

35% 

46% 

36% 

1990 

24% 

38% 

42% 

31% 

1991 

28% 

31% 

25% 

29% 

1992  Estimate 

31% 

23% 

34% 

26% 

1993  Estimate 

25% 

25% 

26% 

25% 

PAYLINES  FOR  COMPETING  RESEARCH  PROJECT  GRANTS 
90%  PAYLINE  OF  FUNDED  PROJECTS 

NIMH  NIDA  NIAAA 


Payline  by  Priority  Score  1/ 


1984 

170 

167 

178 

1985 

162 

168 

182 

1986 

153 

176 

179 

1987 

151 

183 

168 

1988 

146 

163 

154 

1989 

135 

155 

158 

1990 

151 

181 

200 

Payline  by  Percentile 

Ratine  2/ 

1991 

25 

30 

24 

1992 

Estimate 

21 

21 

33 

1993 

Estimate 

20 

23 

23 

1/  Paylines  for  FY  1984  -  FY  1990  actuals  represent  the  90th 

percentile  priority  score  based  on  the  number  of  funded 
research  project  grants. 

2/  Starting  in  FY  1991,  ADAMHA,  like  NIH,  switched  to  funding 

research  project  grants  based  on  their  percentile  rating 
and  now  percentile  paylines  based  on  the  number  of  funded 
research  project  grants  will  be  used. 


680 


RESEARCH  CENTERS  (including  AIDS) 
(number  of  awards) 

NIMH  NIDA        NIAAA  Total 


1984 

20 

4 

8 

32 

1985 

22 

4 

9 

35 

1986 

23 

8 

9 

40 

1987 

28 

13 

11 

52 

1988 

33 

18 

10 

61 

1989 

37 

18 

12 

67 

1990 

45 

20 

14 

79 

1991 

49 

21 

14 

84 

1992  Estimate 

53 

22 

14 

89 

1993  Estimate 

53 

22 

14 

89 
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PEER  REVIEW  SYSTEM 

Mr.  Natcher.     On  page  91  you  mention  some  changes  that  were 
made  in  your  peer  review  system.     Some  of  these  were  to  take  effect 
with  the  most  recent  meetings  of  the  initial  review  groups.  Can 
you  tell  us  what  was  done  and  why? 

Dr.   Goodwin.     The  NIMH ' s  peer  review  system  has  long  been 
respected  throughout  the  scientific  community  and  has  generally 
worked  well.     However,  over  the  past  several  years  it  became 
apparent  that  certain  structural  modifications  in  the  makeup  of  22 
active  Initial  Review  Groups  (IRGs)  and  other  operational  changes 
would  enhance  our  peer  review  system's  ability  to  keep  pace  with 
the  science  being  reviewed  and  increase  the  effectiveness  of  the 
system.     We  restructured  the  IRGs  based  on  results  of  a  rigorous 
evaluation.     The  modified  IRGs  met  for  the  first  time  this  spring 
(1992).     Major  changes  include:     1)  disbanding  of  three  committees 
that  reviewed  small  grants   (R03)  and  Research  Scientist  Development 
Awards  mechanisms  (K- series)  with  the  applications  now  going  to 
regular  scientifically  appropriate  committees;   2)  reconfiguration 
of  scientific  expertise  on  several  IRGs;   and  3)   formation  of  two 
entirely  new  IRGs  to  address  currently  emphasized  Child  and 
Adolescent  Mental  Health  issues  and,   in  combined  fashion,  medical 
and  psychotherapeutic  approaches  to  treatment.     Finally,  the 
restructured  system  now  uses  a  significantly  changed  voting 
procedure.     Reviewers  no  longer  "approve"  or  disapprove" 
applications.     Instead,   they  either  assign  a  numerical  score  to 
those  applications  judged  to  have  "significant  and  substantial 
scientific  merit"  or  they  assign  the  designation  "not  recommended 
for  further  consideration"   (NRFC) .     The  NRFC  designation  does  not 
preclude  reapplication. 

MENTAL  ILLNESSES 

Mr.  Natcher.     Doctor,  how  much  evidence  do  we  have  now  that 
certain  mental  illnesses  have  a  genetic  basis? 

Dr.   Goodwin.     Genetic  factors  have  long  been  implicated  in 
the  pathogenesis  of  psychiatric  disorders,   including  Alzheimer's 
disease,  bipolar  disorder  (manic-depressive  illness), 
schizophrenia,   and  a  large  variety  of  other  behavioral  disorders. 
Childhood  disorders  with  a  genetic  component  include:  Tourette's 
Syndrome,   autism  and  dyslexia.     Genetic  causes  of  these  disorders 
are  likely  modulated  by  environmental  influences ,   and  both  of  these 
etiologies  are  likely  responsible  for  the  heterogeneity  seen  in 
these  illnesses.     The  evidence  of  a  strong  genetic  component  comes 
from  both  clinical  and  basic  research  and  is  reinforced  by:     a)  a 
substantially  higher  concordance  for  illness  in  these  disorders  for 
identical  as  compared  to  fraternal  twins;  b)  a  substantially 
increased  risk  in  first  degree  relatives;  c)  adoptive  family 
studies  indicate  that  the  risk  for  illness  in  the  biologic  parents 
of  psychiatrically  ill  adoptees  is  greater  than  that  in  the 
biologic  parents  of  normal  adoptees  or  to  adoptive  parents ;   and  d) 
the  occurrence  of  large  groups,    (such  as  the  Amish,  French 
Canadian,   and  Utah  families) ,  having  a  much  higher  incidence  of 
psychiatric  illness  than  expected.     Recombinant  DNA  technology  is 
now  being  applied  to  families  with  manic-depressive  illness, 
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schizophrenia,  and  other  mental  illnesses  to  determine  which  genes 
are  involved.     The  implications  of  identifying  genetic  factors 
associated  with  susceptibility  to  mental  disorders  include: 
targeted  prevention  or  early  detection;  medication  development  and 
other  treatment  modalities;  and  enhancement  of  studies  of 
environmental  risk  factors. 

SUICIDE 

Mr.  Natcher.     How  much  progress  are  we  making  in 
understanding  teenage  suicide?     Is  the  problem  getting  worse? 

In  last  year's  Committee  Report  we  urged  the  Institute  to 
undertake  a  study  to  determine  the  effectiveness  of  school -based 
education  programs  aimed  at  rural  adolescents  who  are  at  high  risk 
of  suicidal  behavior.     Why  have  you  decided  not  to  do  such  a  study? 

Dr.  Goodwin.     Considerable  scientific  knowledge  is  available 
about  teenage  suicide:     almost  all  teenagers  who  kill  themselves 
suffer  from  a  mental  disorder  such  as  clinical  depression,  conduct 
disorder,  schizophrenia,  and  alcohol  or  other  drug  abuse;  and  more 
than  half  of  teenage  suicides  are  committed  with  firearms. 
Comprehensive  treatment  for  these  mental  disorders  by  a  qualified 
mental  health  professional  is  perhaps  the  best  hope  for  preventing 
suicide,  along  with  restricted  access  to  firearms.     Recent  research 
on  youth  suicide  rates  since  the  1950s  suggests  that  the  greatest 
increase  occurred  between  1964  and  1971,  and  that  rates  have 
stabilized  since  then.     Most  of  the  increase  since  the  1950s  can  be 
accounted  for  by  an  improvement  in  reporting  a  death  as  a  suicide 
rather  than  an  accident.     Healthy  People  2000  has  set  a  goal  to 
reduce  youth  suicide.     While  the  absolute  rate  of  youth  suicide  is 
comparatively  low,  it  was  the  second  leading  cause  of  death  for  15 
to  19  year-olds  in  1986. 

We  have  decided  not  to  conduct  such  a  study  because  recent 
research  shows  that  school -based  education  programs  are  not 
effective  and  may  have  unintended  negative  effects  on  the  most 
vulnerable  students.     Typical  school-based  education  programs:  are 
too  brief  and  too  simplistic  to  have  a  significant  impact;  do  not 
provide  high-risk  students  a  comprehensive  range  of  coping  skills; 
are  often  information- only  programs  which  do  not  stress  that 
suicide  is  almost  always  associated  with  a  mental  disorder;  and  do 
not  determine  whether  there  is  a  change  in  suicidal  behavior. 
Students  who  suffer  from  the  mental  and  addictive  disorders  almost 
always  associated  with  suicide  are  more  likely  to  drop  out  of 
school;  thus  it  is  uncertain  whether  they  are  even  reached  by  the 
(unsuccessful)  school-based  education  programs.  Furthermore, 
comprehensive,  enduring  treatment  for  these  disorders  by  a 
qualified  mental  health  professional  may  be  the  best  hope  for 
preventing  suicidal  behavior.     Such  treatment  is  not  appropriate  or 
feasible  in  a  school -based  setting.     NIMH  currently  funds  six 
comprehensive,  scientifically  rigorous  youth  suicide  and  conduct 
disorder  research  demonstration  projects,  four  with  rural  or  small - 
city  components.     It  is  hoped  that  these  prevention  trials  will 
provide  increased  knowledge  about  and  effective  intervention 
strategies  for  rural  youth  at  risk  for  suicidal  behavior. 
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MENTAL  HEALTH  SERVICES  FOR  CHILDREN 

Mr.  Natcher.     The  Committee  has  been  told  by  some  that 
children  in  need  of  mental  health  care  often  do  not  receive  it  or 
they  receive  inappropriate  care  and  that  there  is  a  lack  of 
coordination  of  systems  to  meet  the  needs  of  children.     What  is 
your  response  to  this ,  Doctor? 

Dr.  Goodwin.     The  National  Plan  for  Research  on  Child  and 
Adolescent  Mental  Disorders  (1990)  reports  that  12  percent  of 
children  and  adolescents  are  afflicted  by  mental  disorders.  Less 
than  one -fifth  receive  appropriate  treatment.     Moreover,  NIMH- 
funded  investigators  have  reported  that  adolescents  with  severe 
substance  abuse  were  twice  as  likely  to  have  a  co- occurring 
psychiatric  diagnosis  (major  depression  and  anxiety  disorders)  as 
those  with  milder  substance  abuse. 

Services  provided  to  children  and  adolescents  are  often 
fragmented  and  irregularly  distributed  across  a  variety  of  systems 
of  care,  including  clinical  services,  welfare,  judicial, 
educational,  child  protection  systems,  and  juvenile  justice  arenas. 
NIMH  established  the  Child  and  Adolescent  Service  System  Program 
(CASSP)  to  assist  states  in  developing  comprehensive  responses  to 
the  mental  health  needs  of  children  and  adolescents  with  mental 
disorders  and  their  families.     All  states  have  now  received  CASSP 
grants.     Work  is  currently  underway  at  the  NIMH  to  adapt  the 
principles  developed  in  the  state-level  CASSP  program  to  the  needs 
of  local  communities  and  agencies.     The  CASSP  research 
demonstration  program  supports  the  development  and  evaluation  of 
innovative  strategies  for  organizing  and  delivering  mental  health 
services  more  effectively  to  children  and  adolescents  with  or  at 
risk  for  mental  disorders  and  their  families.     CASSP  research 
demonstration  grants  have  been  awarded  to  mental  health  agencies 
and  child  care  agencies  in  Florida,  Idaho,  New  York,  North 
Carolina,  Oregon,  South  Carolina,  West  Virginia,  and  Washington. 

The  National  Plan  has  provided  the  impetus  for  a  rapid  growth 
of  research  on  service  delivery  and  systems  of  care  related  to 
child  and  adolescent  mental  health.     In  1991,  NIMH  funded  16 
research  studies  on  child  and  adolescent  mental  health  services.  A 
study  based  at  Vanderbilt  University  in  Tennessee  is  examining  the 
effectiveness  of  an  integrated  community -based  system  of  mental 
health  services  for  children  and  adolescents  at  Fort  Bragg,  NC ,  for 
the  Department  of  Defense.     A  study  at  the  University  of 
California-San  Francisco  is  assessing  the  clinical-  and  cost 
effectiveness  of  integrated  care  for  children  and  adolescents  with 
severe  emotional  disturbances  in  three  northern  California 
counties . 

Mr.  Natcher.       In  your  opinion,  what  steps  does  the  Federal 
government  need  to  take  to  improve  mental  health  services  for 
children? 

Dr.  Goodwin.     First,   it  is  imperative  that  we  understand  what 
services  are  needed  for  which  children  and  the  best  ways  to  deliver 
those  services.     The  new  National  Plan  for  Research  on  Child  and 
Adolescent  Mental  Disorders  has  set  forth  an  agenda  of  research 
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that  will  address  the  issues  of  improving  services  and  service 
systems;  the  financing  of  care;  and  the  delivery  and  accessibility 
of  mental  health  services  for  children  and  adolescents  with  mental 
disorders .     Full  implementation  of  the  steps  recommended  in  this 
Plan,   therefore,  would  provide  the  essential  information  we  need 
about  the  extent  of  youth's  needs  for  mental  health  services  and 
the  barriers  to  their  obtaining  such  care. 

Second,  the  development  of  research  on  child  and  adolescent 
mental  health  services  has  been  severely  hampered  by  the  lack  of 
investigators  with  skills  in  this  area.     The  NIMH  will  continue  to 
support  research  training  programs  focused  on  preparing 
investigators  to  conduct  rigorous  scientific  research  on  the 
structure,  functioning,  financing,  and  effectiveness  of  mental 
health  services  for  children  and  adolescents. 

BLOCK  GRANT  PROGRAM 

Mr.  Natcher.     Dr.  Gordis ,  this  Committee  understands  that  the 
ADAMHA  reauthorization  legislation,  H.R.   3698,  pending  before  the 
Energy  and  Commerce  Committee,  would  abolish  the  existing  15 
percent  set  aside  for  health  services  research,  data  collection, 
and  other  functions  under  the  State  block  grant.     What  impact  would 
this  have  on  NIAAA  research  programs? 

Dr.  Gordis.     The  ADMAHA  reauthorization  legislation,  H.R. 
3698,  would  not  allow  the  Block  Grant  Set-Aside  to  support  services 
research,  which  includes  two  NIAAA  projects.     They  are  Project 
MATCH  and  the  National  Longitudinal  Alcohol  Epidemiologic  Survey 
(NLAES) ,   two  important  projects  that  hold  promise  for  the  treatment 
of  individuals  plagued  with  alcohol  dependency.   If  this  legislation 
was  enacted,  NIAAA  would  be  required  to  find  other  funds  for 
Project  MATCH  and  NLAES  in  1993  so  as  not  to  lose  the  research 
investment.     The  FY  1993  costs  of  these  projects,  which  total  $8.2 
million:     Project  MATCH  is  $4.6  million;     NLAES  is  $3.6  million. 

CLINICAL  TRIALS 

Mr.  Natcher.     Does  the  President's  budget  for  FY  1993 
include  funding  for  any  clinical  trials  in  alcoholism  and  alcohol 
abuse?    Are  there  any  clinical  trials  which  cannot  be  conducted 
because  of  funding  constraints?    What  are  these,   in  order  of  your 
priorities,  and  how  much  would  these  cost  in  1993  if  they  could  be 
funded? 

Dr.  Gordis.     The  FY  1993  President's  request  for  NIAAA 
includes  funding  for  17  ongoing  clinical  trials  at  $11,852,000. 
Additional  clinical  trials  that  will  not  be  funded  in  the  FY  1993 
in  priority  order  and  with  their  associated  FY  1993  costs  are  as 
follows : 

o  Naltrexone  Clinical  Trial:     Multisite  clinical  trial  to  study 

the  effectiveness  of  Naltrexone  as  an  agent  to  treat 
alcoholism.     Preliminary  studies  are  exciting  and  suggest 
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that  this  medication  would  aid  in  the  prevention  of  relapse 
for  individuals  in  treatment  for  alcohol  dependence . 
Estimated  1st  year  cost:     $2.1  million 
Estimated  total  cost  (5  years):     $10.5  million 

o  Fluoxetine  Clinical  Trial:     Multisite  trial  to  study  the 

effect  of  the  anti- depressant  fluoxetine  in  the  treatment  of 
alcoholic  patients.     Animal  studies  and  small  scale  human 
studies  indicate  that  fluoxetine  may  reduce  craving,  and 
increase  the  effectiveness  of  alcohol  treatment. 
Estimated  1st  year  cost:     $1.4  million 
Estimated  total  cost  (5  years):     $6.8  million 

o  Patient -Treatment  Matching:     Additional  clinical  trials  to 

study  matching  patients  to  specific  treatment  based  on 
relevant  attributes  of  the  patients.     These  studies  by 
determining  how  different  types  of  patients  respond  to 
different  types  of  treatment  would  improve  treatment  outcome 
and  have  a  significant  impact  on  the  cost-effectiveness  of 
alcoholism  treatment. 
Estimated  1st  year  cost:     $.5  million 
Estimated  total  cost  (5  years):     $12.3  million 

o  Brief  Interventions  in  Primary  Health  Care  Settings: 

These  clinical  studies  would  determine  the  effectiveness  of 
short-term  treatment  methods  developed  for  health  care 
providers  to  administer  in  primary  health  care  settings. 
Initial  clinical  trials  indicate  that  these  interventions  are 
very  effective  in  ameliorating  early  stage  alcohol-related 
problems  encountered  in  primary  care  settings . 
Estimated  cost:     $1.2  million 

Estimated  total  cost  (3-4  years):     $5.5  million 

o  Effectiveness  of  Anti -Dipsotropic  Drugs:     Clinical  trials  to 

enhance  the  effectiveness  of  the  anti -dipsotropic  drugs. 
Poor  patient  compliance  often  undermines  the  efficacy  of 
these  medications.     Strategies  to  assure  compliance  with  the 
anti-dipsotropic  medications  offer  considerable  promise  to 
improve  the  benefit  of  these  drugs. 
Estimated  1st  year  cost:     $1.5  million 
Estimated  total  cost  (5  years):     $7.5  million 

MEDICATIONS  DEVELOPMENT 

Mr.  Natcher.     What  is  NIAAA  supporting  in  the  way  of 
research  on  medications  development? 

Dr.  Gordis.     In  FY  1993  NIAAA  will  fund  $4.4  million  to 
support  medications  development  research  on  a  variety  of 
pharmacologic  agents  that  are  at  stages  of  development  ranging  from 
preclinical  research  to  clinical  application  for  the  treatment  of 
various  aspects  of  alcoholism.     These  agents  include  serotonin 
uptake  inhibitors,  dopamine  agonists,  and  naltrexone,  which  are 
used  as  anticraving  agents;  and  disulfiram  and  calcium  carbamide, 
which  are  used  as  aversive  agents.     There  are  also  several 
promising  pharmacologic  agents  being  investigated  for  the  treatment 
of  alcohol -dependent  patients  with  psychiatric  problems.  These 
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include  lithium  which  may  be  effective  as  an  adjunct  for  the 
treatment  of  alcoholics  with  bipolar  disorder;  tricyclic 
antidepressants  to  treat  alcoholic  depression  and  comorbid  panic 
disorders;  and  buspirone  for  alcoholics  with  generalized  anxiety 
disorders . 

Animal  as  well  as  human  studies  suggest  that  disturbances  in 
serotonin  and  dopamine  metabolism  may  be  involved  in  the  disease 
process  of  alcoholism.     To  capitalize  upon  these  findings,  NIAAA 
researchers  administered  drugs  that  were  thought  to  alter  the 
concentration  of  these  neurotransmitters  in  the  brain,  and  measured 
the  length  of  time  that  alcoholic  subjects  remained  abstinent. 
Interestingly,   those  subjects  who  remained  sober  for  one  year  had 
lower  concentrations  of  the  dopamine  metabolite,  HVA,  in  their 
cerebrospinal  fluid  than  subjects  who  relapsed  earlier.     A  second 
generation  study  employing  buspirone  is  also  currently  in  process. 
NIAAA  considers  these  studies  an  important  step  in  realizing  our 
goals  of  developing  more  specific  pharmacological  interventions 
that  may  have  a  positive  synergistic  effect  on  current  alcohol 
therapies . 

Another  area  of  research  involves  studying  the  biochemical 
and  physiological  effects  of  alcohol  withdrawal.     Initially  the 
study  was  designed  to  examine  the  effect  of  administering 
alpramzolam,  clonidine,  and  diazepam  versus  a  placebo  on  withdrawal 
symptoms.     Preliminary  results  show  that  alpramzolam  and  clonidine 
are  less  effective  in  treating  withdrawal  than  diazepam. 
Additional  work  is  planned  to  study  how  the  treatment  of  withdrawal 
may  influence  the  long  term  effects  of  alcohol  abuse  on  the  central 
nervous  sys tem . 

SUBSTANCE  ABUSE  TREATMENT 

Mr.  Natcher.     How  many  persons  will  receive  substance  abuse 
treatment  services  with  funds  from  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  Services  (ADMS)  Block  Grant  in  FY  1993?     How  does 
this  compare  with  FY  1992? 

Mr.  Trachtenberg.     Even  though  the  total  ADMS  Block  Grant 
does  not  increase  in  FY  1993  over  FY  1992,  because  of  a  six  percent 
increase  in  the  estimated  cost  of  a  single  treatment  slot,  we 
estimate  that  the  ADMS  Block  Grant  will  provide  substance  abuse 
services  for  approximately  298,000  people  in  FY  1993.     This  is 
about  12,000  people  less  than  the  number  ADAMHA  estimates  were 
served  by  FY  1992. 

Mr.  Natcher.     What  data  do  you  have  on  the  total  number  of 
persons  receiving  substance  abuse  treatment  services  in  the  U.S.  in 
the  last  year? 

Mr.  Trachtenberg.     Our  estimates  reflect  that  approximately 
1.8  million  people  were  provided  substance  abuse  services  in 
FY  1991.     This  includes  those  in  treatment  primarily  for  drug  abuse 
only  (almost  1.69  million),  those  with  drug  abuse  problems  who  also 
abuse  alcohol  (79,000),  and  alcohol  abusers  under  twenty-one  years 
of  age  (24,000).     This  data  does  not  include  adults  (twenty-one 
years  of  age,  or  older)  who  only  abuse  alcohol. 
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Mr.  Natcher.     How  do  you  respond  to  questions  such  as  we 
receive  all  the  time  about  the  number  of  persons  on  treatment 
waiting  lists  across  the  country? 

Dr.  Primm.     Under  the  OTI's  Waiting  List  Reduction  Grant 
Program,  waiting  lists  were  reduced  significantly  in  some 
jurisdictions  and  treatment  agencies,  especially  for  outpatient 
treatment.     Grants  were  awarded  to  425  public  and  private,  non- 
profit entities  over  the  three  years  that  the  Waiting  List 
Reduction  Grant  Program  was  in  existence.     The  OTI  grants  enabled 
the  creation  of  over  30,000  new  slots. 

Mr.  Natcher.     What  progress  have  you  made  in  developing 
and  mandating  standardized  reporting  and  definitions  from  grantees 
to  States? 

Dr.  Primm.     Staff  of  the  Office  for  Treatment  Improvement's 
Office  for  Policy  &  Planning  and  Division  for  Treatment  Resources 
Development  are  currently  working  with  a  variety  of  demonstration 
grantees  to  establish  a  common  data  dictionary  and  glossary  across 
programs.     A  crosswalk  has  been  developed  among  Federal  reporting 
requirements  (NDATUS  &  CDS) ,  State  requirements  and  common 
definitions  contained  in  the  Uniform  Program  Reporting  System 
(UPRS) .     Currently,  participation  in  this  activity  is  completely 
voluntary  on  the  part  of  grantees  and  sub - recipients ;  however, 
every  effort  is  being  made  to  accommodate  and  remove  any 
duplication  in  reporting  requirements  for  grantees. 

SUBSTANCE  ABUSE  PREVENTION 

Mr.  Natcher.     What  progress  can  you  report  on  efforts  to 
reach  pregnant  and  postpartum  women  with  substance  abuse  prevention 
activities? 

Mr.  Trachtenberg.     Evaluation  data  available  to  date 
indicates  that  OSAP  grantees  are  demonstrating  that  through 
aggressive  outreach,  education,  the  provision  of  day  care,  and 
other  basic  needs,  hard- to-attract  substance  abusing  pregnant  women 
can  be  reached,   retained,  and  served  effectively.       By  the  end  of 
FY  1992,  OSAP  estimates  it  will  have  reached  close  to  40,000  women 
and  approximately  12,000  infants  through  these  demonstration 
programs . 

Mr.  Natcher.     What  exemplary  Community  Partnership  programs 
can  you  cite  for  us?     How  is  what  you  learn  from  such  programs 
transferred  to  other  communities? 

Mr.  Trachtenberg.     Each  Community  Partnership  is  unique  in 
that  it  attempts  to  develop  a  community  system  that  addresses  and 
is  responsive  to  the  specific  problems  in  a  particular  community. 
The  following  are  examples  of  programs  that  have  been 
comprehensively  implemented  and  show  strong  promise. 

o  South  East  Queens  Community  Partnership  -  represents  a 

sophisticated  grass  roots  model; 
o  Washington,  D.C.  Community  Partnership  -  developed  at  the 

ward  (neighborhood)  level; 
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o  Morehouse  College  Rural  Community  Partnership,  Atlanta  GA 

represents  a  very  well  developed  rural  model. 

o  Bradenton,  Florida  Community  Partnership  -  has  strong  private 

sector  and  work  place  involvement. 

o         Miami,  Florida  Community  Partnership  -  has  extensive  business 
involvement . 

OSAP  has  completed  its  first  year  of  a  National  Evaluation  of 
the  Community  Partnership  Program  and  continues  to  collect  cross 
site  evaluation  information  representing  a  random  sample  of  the  252 
active  Partnership  Grants.     At  annual  grantee  meetings  as  well  as 
regional  and  national  training  events,  successful  models  are  shared 
with  the  substance  abuse  prevention  field.     In  addition,  several 
journal  articles  are  planned  for  publication  in  1993. 

Mr.  Natcher.     How  do  Community  Partnership  grantees  work 
with  the  local  schools  to  assure  that  their  efforts  complement, 
rather  than  duplicate,  activities  supported  by  the  Drug-Free 
Schools  and  Communities  Act? 

Mr.  Trachtenberg.     Schools  or  the  local  department  of 
education  are  coalition  members  in  at  least  85  percent  of  the  252 
existing  Community  Partnership  grants.     As  coalition  members,  the 
educational  organizations  help  to  ensure  that  activities  undertaken 
through  the  Partnership  are  complementary  with,  rather  than 
duplicative  of,  other  Federal,   State,  or  locally  funded  school - 
based  programs.     In  this  regard,  Community  Partnerships  coalitions 
support  local  Drug- Free  Schools  and  Communities  Act  programs  with 
grassroots  involvement,  cooperative  planning  and  action  committees, 
as  well  as  joint  sponsorship  and  shared  media  events. 

Mr.  Natcher.     What  innovative  and  successful  approaches  to 
substance  abuse  prevention  in  rural  areas  has  OSAP  supported? 

Dr.  Johnson.     The  OSAP  has  funded  many  innovative  projects  in 
rural  communities  through  both  its  Community  Partnership  and  High 
Risk  Youth  programs.     While  all  of  these  grants  serve  different 
racial/ethnic  populations  in  rural  areas,  some  of  the  grants  and 
the  innovative  strategies  they  employ  include: 

o  Project  RECLAIM  (Rural  Empowerment  Coalitions  and  Long-Range 

Approaches  to  Inside  Management)  formed  by  Morehouse 
University  (Atlanta  GA)  and  other  organizations  address 
substance  abuse  in  10  small/rural  Georgia  counties.  Project 
RECLAIM  utilizes  a  community  organization  and  development 
approach  where  persons  indigenous  to  the  target  areas  are 
empowered  to  plan,   implement  and  evaluate  community 
prevention  strategies.  Community  residents  have  been  equipped 
to  take  part  in  the  coalition  which  includes  health,  human 
services,  education,  housing,   law  enforcement,  business, 
religious  and  community  entities. 

o         The  Rural  Alaska  Community  Action  Program's,   (RurAL  CAP) 
demonstration  program  has  3  basic  components:  (1) 
planning/teaching  traditional  Alaska  Native  skills; 
(2)  planning/  sharing  Alaska  Native  cultural  activities  that 
involve  the  youth,   their  families,   the  community,  and  village 
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elders;  and  (3)  conducting  high-risk  youth  personal  and 
community  development  workshops .     RurAL  CAP  intends  to 
synthesize  the  results  of  this  demonstration  program  into  a 
model  that  can  be  replicated  by  more  than  300  Alaska  Native 
villages  scattered  across  586,000  square  miles. 

o  The  Council  on  Prevention  and  Education  Inc.    (COPES),  located 

in  Louisville,  KY  has  created  a  family  and  social  environment 
supportive  of  AOD  abuse  prevention  through  the  promoting  and 
coordination  of  the  resiliency  building  activities  of 
religious  communities  (churches)  and  education,  recreation, 
and  other  humans  service  systems.     The  program  will  promote 
the  habilitation  and  rehabilitation  of  youth  already 
harmfully  involved  with  AOD  abuse  by  connecting  them  with 
community  treatment  programs.     The  program  is  designed  to 
reduce  risk  factors  for  AOD  use  and  increase  the  resiliency 
of  these  youth  directly,   through  a  peer  program,   "Say  it 
Straight"  and,   indirectly,  by  impacting  their  families  and 
social  environments. 

MENTAL  ILLNESS 

Mr.  Natcher.     What  are  your  most  current  estimates  on  the 
numbers  of  seriously  mentally  ill  persons  in  the  U.S.?     Your  1987 
statistical  compilation,  Mental  Health,  United  States,  1987, 
included  estimates  for  1977,  and  the  1990  edition  included  no  such 
estimates  at  all. 

Dr.  Goodwin.     Our  most  recent  estimate  of  the  number  of 
seriously  mentally  ill  persons  in  the  U.S.   is  approximately  4-5 
million  adults.     This  estimate  includes  seriously  mentally  ill 
persons  in  households,   community  residential  facilities,  nursing 
homes,  mental  health  inpatient  care,  jails  and  prisons,  as  well  as 
among  the  homeless  population.     Future  work  will  be  necessary  to 
refine  this  estimate  and  to  include  level  of  disability  in  day- to- 
day activities.     Precise  estimates  of  the  extent  of  severe  mental 
disorders  in  children  are  particularly  lacking.     To  address  this 
need,  NIMH  is  funding  a  large-scale,  multi-site,  epidemiologic 
survey  of  mental  disorders  and  service  utilization  in  child  and 
adolescent  populations,  ages  9-17.     The  four  university  research 
sites  funded  under  this  Cooperative  Agreement  program  have  made 
significant  progress  toward  the  large  scale  field  trials. 

Mr.  Natcher.     What  estimate  can  you  supply  for  us  on  the 
numbers  of  mentally  ill  persons  receiving  services  through 
community  mental  health  programs  funded  by  the  ADMS  block  grant? 

Dr.  Goodwin.     Direct  estimates  are  not  available  to  answer 
this  question,   since  the  State  mental  health  agencies  provide 
integrated  Federal  and  State  funding  to  community  mental  health 
programs.     However,  an  indirect  estimate  can  be  provided.  Federal 
ADMS  mental  health  block  grant  funds  represent  almost  5.44  percent 
of  all  revenue  for  community  mental  health  programs.     If  this 
percentage  is  applied  to  the  total  number  of  persons  receiving  care 
in  these  programs  for  one  year,   3,826,000,   then  it  can  be 
conservatively  estimated  that  approximately  208,000  persons  receive 
care  funded  by  ADMS  block  grant  mental  health  dollars. 
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Mr.  Natcher.     What  are  the  special  problems  of  providing 
mental  health  services  in  rural  areas?    What  does  your  agency  do  to 
support  the  provision  of  such  services? 

Dr.  Goodwin.     Although  adequate  epidemiologic  data  are  still 
lacking,  available  evidence  suggests  that  the  one -fourth  of  the 
U.S.  population  that  lives  in  rural  areas  experiences  mental 
illness  at  about  the  same  rate  as  other  Americans .  What 
distinguishes  rural  America  is  the  much  lower  availability  and 
accessibility  of  mental  health  services  due  to  factors  such  as 
economic  slowdowns  in  many  areas,  outflows  of  population,  higher 
rates  of  poverty,  the  difficulty  of  making  services  readily 
available  across  large  geographic  areas  of  sparse  population,  and 
the  lack  of  incentives  for  mental  health  providers  to  live  and  work 
in  rural  areas. 

The  NIMH  has  a  long  history  of  support  for  rural  mental 
health  services.     To  stimulate  research  on  rural  mental  health 
services ,  NIMH  issued  a  program  announcement  for  Research  on  Mental 
Disorders  in  Rural  Populations  (1990,  revised  1991).  This 
announcement  invited  applications  for  traditional  research  grants, 
research  demonstration  grants,  and  research  centers.  Three 
research  centers  focused  on  rural  mental  health  and  rural  mental 
health  services  are  currently  being  funded  at  Iowa  State 
University,   the  University  of  Arkansas  for  Medical  Sciences,  and 
the  University  of  Wisconsin.     Funding  of  a  fourth  rural  mental 
health  research  center  with  a  focus  on  mental  health  services  for 
severe  mental  disorders  is  planned  in  FY  1992.     NIMH  also 
established  an  Office  for  Rural  Mental  Health  Research  to  guide  the 
development  of  its  efforts.      Other  ongoing  NIMH  activities  include 
research  demonstrations  to  improve  the  quality  of  mental  health 
service  systems  in  rural  states.     These  demonstrations  are 
supported  by  the  NIMH  Community  Support  Program  (CSP) ,  which  is 
concerned  with  services  for  persons  with  severe  mental  illness,  and 
the  NIMH  Child  and  Adolescent  Service  System  Program  (CASSP) . 
Related  NIMH  activities  on  behalf  of  the  development  of  improved 
rural  mental  health  services  include  surveys  of  facilities  that 
offer  mental  health  services,  grants  to  states  to  improve  services 
planning  and  data  collection,  grants  to  States  for  protection  and 
advocacy  of  persons  with  mental  illness,  grants  to  provide  mental 
health  services  in  areas  hit  by  natural  disasters,  support  for 
training  of  mental  health  clinicians,  and  rural  extensions  of  the 
NIMH  Depression  Awareness,  Recognition,  and  Treatment  Program 
(D/ART) . 

PROJECTS  FOR  ASSISTANCE  IN  TRANSITION  FROM  HOMELESSNESS  (PATH) 

Mr.  Natcher.     What  is  the  status  of  the  implementation  of 
the  Projects  for  Assistance  in  Transition  from  Homelessness  (PATH) 
Grants?     In  your  justification  for  this  program  (page  111  of  the 
ADAMHA  justification),  you  state  that  States  "consistently  report 
that  the  number  of  eligible  individuals  exceeds  their  current 
capacity."     Exactly  what  are  the  numbers  of  the  severely  mentally 
ill  and  dually  diagnosed  homeless  population?    And  what  is  the 
current  capacity  to  serve  them? 
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Dr.  Goodwin.     The  status  of  the  implementation  of  the 
Projects  for  Assistance  in  Transition  from  Homelessness  (PATH) 
Grants  is  that  all  56  States  and  territories  submitted  applications 
for  FY  91  PATH  funds  and  these  applications  were  reviewed  by  a 
committee  comprised  of  relevant  ADAMHA  and  other  Federal  agency 
(including  Housing  and  Urban  Development)  staff.     All  56  States  and 
Territories  were  awarded  their  full  FY  1991  allotment.     During  FY 
1991,  the  PATH  Program  grantees  reported  particular  success  in 
providing  outreach  to  severely  mentally  ill  homeless  persons  living 
on  the  streets  or  in  shelters  and  in  linking  housing  and  service 
programs  (particularly  for  those  with  co-occurring  substance  abuse 
problems) .     FY  1992  PATH  applications  have  been  received  and  their 
review  will  be  completed  by  the  end  of  April  1992. 

In  an  April  1991  study  by  the  National  Association  of  State 
Mental  Health  Program  Directors  (NASMHPD  ) ,  50  States  and  DC 
estimated  that  there  were  between  319,000  and  355,000  people  who 
are  homeless  and  seriously  mentally  ill.     According  to  the  Report 
of  the  Federal  Task  Force  on  Homelessness  and  Severe  Mental 
Illness,  Outcasts  on  Main  Street,  abuse  of  alcohol  and/or  other 
drugs  affects  one -half  or  more  of  the  homeless  severely  mentally 
ill  population  and  complicates  intervention  efforts.     According  to 
the  NASMHPD  study,  only  101,972  homeless,   severely  mentally  ill 
persons  were  receiving  PATH  services.     Anecdotal  information  from 
the  States  suggests  that  their  populations  to  be  served  exceed 
their  supply  of  services,  but  we  have  no  reliable  estimates  of 
total  capacity. 


695 


Questions  Submitted  by  Mr.  Smith 

OSAP  PREVENTION  PROGRAMS 

Mr.   Smith.     I  have  heard  that  programs  which  permit  women 
with  substance  abuse  problems  to  live  with  their  children  during 
treatment  are  more  likely  to  produce  successful  results. 

In  the  last  two  years,  has  the  Office  of  Substance  Abuse  Prevention 
(OSAP)  modified  its  funding  criteria  or  set  aside  any  OSAP 
prevention  funds  to  encourage  the  development  and  demonstration  of 
these  types  of  programs? 

Dr.  Johnson.     During  FY  1992,  OSAP  will  implement  a  new  $10 
million  program  which  specifically  focuses  on  providing 
comprehensive  prevention  and  treatment  services  in  a  long-term 
residential  setting  for  substance  abusing  women  as  well  as  their 
infants  and  other  children.     It  is  hoped  that  this  type  of 
intensive  approach  many  provide  successful  results  in 
rehabilitating  a  particular  population  for  whom  substance  use  and 
abuse  has  become  an  intractable  problem. 

Mr.   Smith.     The  Subcommittee  and  the  Congress  have  also 
increased  OSAP  Prevention  Programs  from  about  $86  million  in  FY 
1990  to  $130  million  in  FY  1992.     Have  any  of  these  funds  been 
dedicated  to  funding  new  treatment  projects  with  a  full-time 
residential  component? 

Dr.  Johnson.     Congress  provided  significant  funding  increases 
to  OSAP  over  the  past  several  years  to  support  various  new  program 
expansions  and  initiatives  throughout  OSAP.     Included  among  these 
is  the  new  Residential  Prevention  and  Treatment  Program  for  Women 
and  their  Children  which  is  intended  to  provide  comprehensive, 
long-term  residential  prevention  and  treatment  demonstration 
program  for  women  as  well  as  their  infants  and  children.     The  total 
FY  1992  funding  available  for  this  program  is  $10.0  million. 

In  addition,  an  OSAP  initiative  begun  in  FY  1989,  the 
Pregnant/Postpartum  Women  and  their  Infants  (PPWI)  demonstration 
program,   is  intended  to  provide  for  the  coordination  of 
comprehensive  services  systems  for  this  particular  population. 
Although  residential  care  is  not  a  primary  focus  of  this  program 
effort,  at  least  8  percent  of  the  grants  currently  funded  under 
this  program  include  a  residential  component. 

Mr.   Smith.     Please  provide  the  Committee  with  a  list  of  these 
projects.     How  many  of  these  projects  have  a  full -  time  residential 
component  where  the  mothers  do  not  have  to  relinquish  custody  of 
their  children? 
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Dr.  Johnson.     Awards  under  the  new  Residential  Prevention  and 
Treatment  program  for  Women  and  their  Children  will  not  be  made 
until  September,  1992;  as  a  result,  no  listing  is  available  at  this 
time.     However,  the  OSAP  has  identified  the  following  PPWI  programs 
that  have  limited  though  full-time  residential  prevention  and 
treatment  component  that  include  the  mother's  infant  and/or  other 
children: 

Bulloch  County  Board  of  Health,   Statesboro,  GA 
Commission  of  Public  Health,  Washington,  DC 
Operation  PAR,   Inc.,   St.  Petersbury,  FL 
League  of  Catholic  Women,  Detroit,  MI 

Catholic  Charities  of  San  Francisco  County,  San  Francisco,  CA 

Women's  Alcoholism  Center,   San  Francisco,  CA 

Tarzana  Treatment  Center,  Tarzana,  CA 

Addicted  Women's  &  Children's  Program,  Fort  Wayne,  IN 

New  Endeavors  by  Women,  Washington,  DC 

Isla  Vista  Health  Projects,   Inc.,   Isla  Vista,  CA 


697 


Questions  Submitted  by  Mr.  Roybal 
AIDS 

Mr.   Roybal.     In  reviewing  the  budget  materials,   I  have  noted 
an  absence  of  any  discussion  of  AIDS  prevention  activities  from  the 
list  of  priorities  for  the  agency.     Please  explain  the  lack  of  new 
AIDS  initiatives,  and  especially  AIDS  prevention  activities. 

Mr.   Trachtenberg.       ADAMHA  is  committed  to  developing 
strategies  designed  to  prevent  and  reduce  the  spread  of  AIDS, 
especially  among  drug  users  and  the  mentally  ill.     ADAMHA  has  a 
significant  portfolio  of  AIDS  prevention-related  activities,  and 
the  budget  for  these  activities  has  been  increased  by  5.5  percent 
in  1993.     Moreover,  an  entire  section  of  our  budget  justification 
(pp.   231-256)   is  dedicated  to  discussing  ADAMHA  AIDS  programs. 

For  example,   the  FY  1993  ADAMHA  Budget  identifies  effective 
prevention  interventions  and  behavior  change  strategies  as  a  top 
priority  of  the  NIMH  AIDS  Program.     A  highlight  of  NIMH's  efforts 
is  a  multi-site,  multi -population  prevention  trial  designed  to 
serve  as  a  blueprint  for  AIDS  prevention  policies  for  the  PHS . 

In  FY  1993,  ADAMHA  intends  to  focus  on  hard  to  reach 
individuals  who  continue  to  engage  in  high-risk  behaviors. 
Priorities  include:   identification  of  determinants  of  high-risk 
sexual  and  drug  using  behaviors;  determinants  of  maintaining  low- 
risk  behaviors;   the  social  contexts  in  which  risk-taking  behavior 
occur;   the  impact  of  affective  states  (e.g.,  depression,  anxiety, 
and  social  isolation)  on  risk  behavior;   the  effects  of  cognitive 
impairment  on  adherence  to  risk  reduction  guidelines;  and  the 
development  of  more  accurate  methods  to  assess  behavioral 
determinants,  patterns  of  risk  behaviors,  and  behavior  change. 

Mr.  Roybal.     Has  ADAMHA  developed  an  overall  plan  for  its 
AIDS  activities?     Does  this  plan  reflect  the  recommendations  of  the 
National  AIDS  Commission  concerning  primary  AIDS  prevention? 

Mr.  Trachtenberg.     ADAMHA  is  in  the  process  of  developing  an 
ADAMHA  AIDS  strategic  plan  to  guide  the  Agency  in  its  AIDS  efforts 
through  the  1990' s.     The  role  and  objectives  of  the  Federal 
Government  with  respect  to  primary  AIDS  prevention  will  be 
addressed  under  the  PHS  AIDS  Strategic  Plan  currently  being 
developed.     ADAMHA  has  significant  activities  underway  in  the  area 
of  primary  AIDS  prevention  and  will  play  a  key  leadership  role  in 
this  arena. 

Mr.  Roybal.     Why  have  we  not  heard  more  about  programs  that 
work  in  AIDS  prevention?  Are  there  evaluations  that  have  been 
conducted  that  look  at  outcome  measures  and  show  program  efficacy? 
Why  hasn't  the  public  at  large  heard  more  about  these  kinds  of 
programs? 

Mr.  Trachtenberg.     ADAMHA  AIDS  prevention  demonstration 
studies  include  outcome  and  other  measures  of  program  efficacy 
built  into  the  demonstration  designs.     Outcome  information  is 
disseminated  by  ADAMHA  and  its  grantees  through  technology  transfer 
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conferences,  publications  in  peer  review  journals  and  other  printed 
media,  and  presentations  at  local,  national  and  international 
meetings . 

In  addition,  ADAMHA  translates  significant  and  promising  AIDS 
prevention  research  findings  into  increasingly  refined  and  targeted 
research  studies  (i.e.,   second  and  third  generation  studies), 
demonstration  programs  that  further  test  research  results  for 
generalizability  and  efficacy,  and  direct  service  programs  such  as 
the  HIV  prevention  outreach  program  being  undertaken  by  OTI  in  FY 
1993. 

Mr.  Roybal.     Historically  there  has  been  difficulty  in 
coordinating  efforts  between  research  and  service  delivery 
communities.     This  problem  has  not  been  unique  to  AIDS,  but  it  has 
adversely  affected  AIDS  prevention  efforts.     Please  describe 
methods  currently  utilized  by  ADAMHA  to  better  link  prevention 
researchers  and  community  based  service  providers  to  conduct  both 
process  and  outcome  evaluations? 

Mr.  Trachtenberg.     There  are  a  number  of  ways  to  better  link 
prevention  researchers  and  community  based  service  provides  to 
conduct  evaluation.     Such  efforts  include:     1)  participating  in 
working  groups,  meetings  and  conferences;  2)  providing  a  link 
between  the  prevention  research  community  and  the  prevention 
services  community;  3)  participating  in  joint  research  endeavors 
(e.g.  NIMH  multi-site,  multi -population  prevention  clinical  trial); 
4)  serving  on  external  review  panels;  5)  co- funding  of  studies;  and 
6)  regular  consultations. 

Mr.  Roybal.     ADAMHA  has  an  AIDS  advisory  panel  which  has  met 
only  once.     Why  have  there  been  no  additional  meetings  of  this 
advisory  panel?     What  are  the  plans  for  this  group? 

Mr.  Trachtenberg.     The  ADAMHA  AIDS  advisory  panel  will  be 
convened  for  a  second  meeting  in  late  May,   1992.     At  the  next 
meeting,  discussion  of  the  agency's  strategic  plan  and  the 
integration  of  research  and  services  will  be  discussed.     ADAMHA  is 
also  assessing  the  composition  of  this  body  to  insure  that 
expertise  related  to  substance  abuse  treatment  and  prevention,  as 
well  as  mental  health  services  and  research  is  represented. 

FETAL  ALCOHOL  SYNDROME 

Mr.  Roybal.     Has  NIAAA  made  headway  in  dealing  with  Fetal 
Alcohol  Syndrome?    How  many  children  are  affected  by  FAS? 

Dr.  Gordis .     The  NIAAA  supported  pioneering  research  which 
confirmed  the  existence  of  FAS  almost  twenty  years  ago  and  has 
since  been  instrumental  in  disseminating  research  results  to  the 
public  and  to  health  care  professionals.     Most  recently,  findings 
from  Institute -supported  projects  provided  clear  evidence  to 
support  a  Federal  law  requiring  that  all  alcoholic  beverages 
manufactured,   imported,   or  bottled  after  November  1989  bear  a 
warning  about  the  risks  of  drinking  while  pregnant. 
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Currently  we  are  making  headway  on  three  fronts:  prevention 
of  drinking  by  pregnant  women,  understanding  the  mechanisms  by 
which  alcohol  causes  damage  in  order  to  develop  therapeutic 
approaches  to  improve  the  performance  of  children  afflicted  with 
FAS,  and  understanding  the  effects  of  moderate  drinking  on 
offspring. 

Scientists  have  developed  and  are  refining  a  brief,  simple 
questionnaire  that  can  be  used  by  health  care  professionals  to 
identify  pregnant  women  with  alcohol  problems  so  that  they  can  be 
referred  to  treatment.     Results  to  date  indicate  that  these 
instruments  can  more  reliably  differentiate  risk  drinkers  from  non- 
risk  drinkers  than  other  available  questionnaires. 

Recent  animal  studies  have  shown  that  the  pattern  of  alcohol 
consumption,  not  only  the  total  quantity  but  the  pattern  of 
drinking,  is  an  important  factor  in  determining  the  risk  of  fetal 
damage.     Binge- like  drinking  that  resulted  in  high  blood  alcohol 
levels  was  more  deleterious  than  the  same  amount  of  alcohol 
consumed  over  a  longer  period  of  time. 

Our  basic  scientists  have  found  that  prenatal  exposure  to 
alcohol  impairs  the  normal  development  of  synaptic  connections  in 
regions  of  the  brain  involved  in  learning,  memory  and  motor  skills. 
This  finding  suggests  a  possible  underlying  mechanism  for  many  of 
the  neurological  deficits  associated  with  the  fetal  alcohol 
syndrome.     Further  research  in  this  area  will  lead  to  therapeutic 
approaches  to  improve  the  performance  of  children  afflicted  with 
FAS  and  FAE. 

In  children  displaying  the  milder  symptoms  of  alcohol 
exposure  during  pregnancy  known  as  Fetal  Alcohol  Effects  (FAE) ,  we 
have  found  that  many  of  the  subtle  neurological  developmental  and 
behavioral  problems  observed  in  early  childhood  are  persistent  at 
least  through  adolescence  and  that  these  can  be  manifest  by 
learning  problems,  poor  academic  performance,  and  inappropriate 
behavior . 

In  1990  the  number  of  babies  born  with  FAS  was  estimated  at 
4,000  to  12,000  and  the  number  of  babies  with  less  severe  fetal 
alcohol  effects  at  least  double  the  FAS  estimate.     These  numbers 
are  based  on  estimates  of  the  incidence  of  FAS  in  the  range  of  1  to 
3  cases  per  1,000  live  births,   in  the  general  population.     There  is 
also  evidence  that  certain  subgroups  in  the  population  have  a  much 
higher  incidence  of  FAS.     African  Americans  appear  to  be  at  higher 
risk,  given  the  same  drinking  level,  as  compared  to  the  general 
population.     An  epidemiological  study  of  southwestern  American 
Indian  populations  has  found  that  certain  Southwest  Plains  tribes 
have  the  highest  incidence  of  FAS  so  far  recorded  -  9.8  cases  per 
1,000  live  births,  about  1  FAS  per  100  births.     Several  factors, 
such  as  cultural  influences,  patterns  of  alcohol  consumption, 
nutrition,  and  metabolic  differences  have  been  suggested  to  play  a 
role  in  this  difference. 
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PREVENTION  RESEARCH 

Mr.  Roybal.     What  is  the  Institute  doing  in  the  area  of 
prevention  research? 

Dr.  Gordis.     NIAAA's  main  objective  in  this  area  is  to 
conduct  research  to  assess  and  refine  existing  prevention 
approaches  and  to  develop  new  strategies  for  dissemination  to  the 
health  care  system  and  the  public.     Recent  years  have  brought 
increasing  recognition  that  one  pivotal  issue  in  the  approach  to 
prevention  of  alcohol  problems  is  the  acceptance  that  strategies 
must  target  the  environment  as  well  as  individual  behavior.  A 
variety  of  prevention  methods  is  being  used,   including  public 
information  and  education,   increased  law  enforcement,   changes  in 
the  contexts  of  drinking,  and  limitation  on  the  availability  of 
alcoholic  beverages.     NIAAA  and  OSAP  are  collaborating  on  science- 
based  community  intervention  trials  for  the  prevention  of  alcohol - 
related  problems.     The  Institute  is  conducting  research  to 
determine  the  incidence  and  prevalence  of  driving  after  drinking 
and  to  provide  a  statistical  basis  for  estimating  the  probabilities 
of  driving  under  the  influence  (DUI)  of  alcohol  among  various 
categories  of  motorists.     Also,  the  Institute  has  pursued  the  study 
and  measurement  of  the  impact  of  alcohol  warning  labels  and 
continues  to  emphasize  the  investigation  of  the  relationship 
between  the  price  of  alcoholic  beverages  and  alcohol  use  problems 
such  as  motor  vehicle  crashes.     Comparisons  of  drinking  behaviors 
before  and  after  labeling  and  tests  of  the  effectiveness  of 
different  types  of  labels  are  being  made. 

Institute  research  on  DUI  will  result  in  a  comprehensive 
overview  of  DUI  offender's,   their  characteristics  and 
differentiation  from  the  general  driving  public,   those  at  special 
risk  for  repeat  offenses,   and  the  impact  of  alcohol  rehabilitation 
programs.     This  information  will  provide  a  substantial  and 
significant  data  source  for  future  research  and  will  be  helpful  in 
the  development  of  more  effective  prevention,   deterrence,  and 
intervention  programs.     The  Institute  will  continue  to  investigate 
the  roles  of  pricing,  minimum  drinking  age  laws,  DUI,  health 
warning  labels,   and  related  issues.     Through  long  term,  controlled 
experimentation  to  test  community-based,  multifaceted,  integrated 
programs  for  the  prevention  of  alcohol-related  problems,  the 
Institute  hopes  to  determine  the  most  efficacious  ways  to  change 
the  behaviors  that  contribute  to  the  existence  of  alcohol -related 
problems  and  change  the  incidence  or  prevalence  of  the  alcohol - 
related  problems  in  the  community. 

ALCOHOLISM  AND  ALCOHOL  ABUSE 

Mr.  Roybal.  What  research  is  underway  in  the  neurosciences , 
and  in  what  ways  does  this  research  hold  promise  for  treatment  and 
prevention  of  alcoholism  and  alcohol  abuse? 

Dr.  Gordis.     Advances  in  neuroscience  research  have  provided 
significant  clues  as  to  where  and  how  alcohol  works  on  the  brain. 
Alcohol  clearly  acts  on  membrane  function,  altering  such  processes 
as  ion  movements  through  their  channels  and  neurotransmitter 
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interactions  with  their  receptors,  processes  important  in  the 
excitability  of  the  brain. 

One  of  the  more  exciting  areas  of  alcohol  research  in  recent 
years  has  been  the  study  of  the  amino  acid  neurotransmitters 
7-aminobutyric  acid  (GABA)  and  glutamate.     They  are  the  major 
inhibitory  and  excitatory  neurotransmitters,  respectively,   in  the 
brain.     The  effect  of  alcohol  on  GABA  receptors  has  been 
extensively  studied.     Experimental  results  indicate  that  alcohol 
enhances  the  actions  of  GABA  to  promote  the  movement  of  chloride 
ions  into  neurons,  a  process  that  inhibits  electrical  activity. 

A  very  promising  area  of  research  is  on  a  subtype  of 
glutamate  receptors  called  N-methyl-D-aspartate  (NMDA)  receptors. 
These  receptors  play  a  role  in  learning  and  memory  and  seizure 
generation.     Alcohol  has  been  demonstrated  to  block  the  NMDA 
receptor  at  low  concentrations  of  ethanol.     In  addition,  calcium 
movements  into  the  neuron  promoted  by  NMDA  are  also  inhibited. 
Since  calcium  uptake  is  required  for  the  release  of 
neurotrans  mitters,  this  action  may  affect  other  neurotransmitters. 
Indeed,  NMDA- induced  release  of  dopamine  and  norepinephrine  has 
been  reported  to  be  inhibited. 

Chronic  administration  of  alcohol  leads  to  an  elevation  in 
the  number  of  NMDA  receptors.     In  addition,  mice  selectively  bred 
for  high  sensitivity  to  withdrawal  seizures  have  a  greater  number 
of  NMDA  receptors  than  mice  selectively  bred  for  low  sensitivity  to 
withdrawal  seizures.     Since  NMDA  receptors  may  play  a  role  in  the 
development  of  withdrawal  seizures,  NMDA  antagonists  may  have 
efficacy  in  treating  withdrawal  seizures.     NMDA  antagonists,  have 
been  found  to  suppress  these  seizures.     Drugs  of  these  types  show 
promise  in  improving  the  treatment  for  the  alcohol  withdrawal 
syndrome . 

Neuroscience  research  has  contributed  greatly  to  our 
understanding  of  how  alcohol  affects  the  brain  and  is  making 
significant  progress  towards  understanding  the  etiology  of 
alcoholism.     The  knowledge  obtained  is  providing  important  clues 
into  the  understanding  of  alcohol  craving,  physical  dependence, 
aggression,  cognitive  deficits,  and  brain  damage.     During  the  next 
decade,   there  is  considerable  promise  that  advances  in  treatment  of 
some  aspects  of  alcoholism  will  emerge. 

RESEARCH  ON  POVERTY  AND  URBAN  VIOLENCE 

Mr.  Roybal .     How  much  funding  is  NIMH  directing  toward 
research  on  poverty  as  a  cause  of  urban  violence? 

Dr.  Goodwin.     It  is  clear  that  poverty,  per  se,   is  not  the 
only,  or  even  a  primary  cause  of  violence  since  most  poor  people  do 
not  engage  in  frequent  or  serious  violent  behavior.  Nevertheless, 
financial,  educational,  and  social  resource  difficulties  associated 
with  poverty  place  poor  individuals  and  individuals  living  in  poor 
neighborhoods  at  greater  risk  for  experiencing  or  engaging  in 
violence  both  within  and  outside  the  family.     NIMH  supports  a 
number  of  research  studies  that  are  investigating  how  the  stresses 
associated  with  poverty  affect  the  development  of  violent 
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individuals  and  violent  interactions  in  low- income  families.     In  FY 
1991,   9  such  studies  were  supported  with  a  total  cost  of 
approximately  $1.3  million.     Multiple  risk  factors  for  antisocial 
behavior  are  examined  in  a  larger  subset  of  research.     In  FY  1991, 
$6,372,752  was  spent  on  research  projects  focusing  on  the  risk 
factors  for  anti- social  behavior. 

SOCIAL  WORK  RESEARCH 

Mr.  Roybal.     To  what  extent  will  the  recommendations  of  the 
Task  Force  on  Social  Work  Research  be  implemented  in  the  current 
fiscal  year? 

Dr.  Goodwin.     The  NIMH  staff  has  worked  closely  with  the  five 
major  national  organizations  which  have  participated  in  the  work  of 
the  Task  Force  on  Social  Work  Research  (TFSWR) .     They  are  the 
National  Association  of  Social  Workers  (NASW) ;   the  Council  on 
Social  Work  Education  (CSWE) ;  National  Association  of  Deans  and 
Directors  of  Schools  of  Social  Work  (NADDSSW) ;  Group  for  the 
Advancement  of  Doctoral  Education  (GADE) ;  and  the  Association  of 
Baccalaureate  Program  Directors  (ABPD) .     These  five  organizations 
have  established  an  Implementation  Committee  and  the  Institute  has 
provided  support  to  carry  out  their  work.     The  Implementation 
Committee  will  be  providing  specific  implementation  steps  for  the 
recommendations.     In  the  meanwhile,   the  Institute  will  issue  a 
Request  for  Applications  (RFA)  for  Social  Work  Research  Development 
Centers  (R-24)  which  we  hope  will  lead  to  the  funding  of  2  such 
centers  in  late  FY  1992  or  early  FY  1993.     In  addition,  the 
Institute  has  funded  three  meetings  of  the  GADE  to  develop  research 
guidelines  for  doctoral  education  programs  in  social  work.  By 
April  3  we  will  complete  the  mailing  of  letters  of  invitation  to 
deans  and  faculty  members  of  schools  of  social  work  for  a  15 -month 
Intensive  Social  Work  Research  Technical  Assistance  Workshop.  The 
first  session  will  be  in  June  1992  at  the  University  of  Wisconsin, 
Madison.     Also,  we  have  funded  small  workshops  to  bring  together 
faculty  in  schools  of  social  work  with  staff  of  State  departments 
of  mental  health  to  develop  Public  Academic  Liaison  Projects  on 
research  to  improve  services  for  persons  with  severe  mental 
illness . 

Mr.  Roybal.     How  does  the  proposed  FY  93  budget  permit 
implementation  of  the  report  recommendations? 

Dr.  Goodwin.     We  expect  to  continue  specific  efforts  to 
follow-up  on  the  work  of  the  Implementation  Committee  and,  will 
fund  technical  assistance  projects  for  social  work  researchers. 

Mr.  Roybal.     How  many  Social  Work  Research  Development 
Centers  would  be  funded  in  FY  93?    Will  it  be  possible  to  fund  10 
such  centers  in  FY  93? 

Dr.  Goodwin.     We  expect  to  fund  several  Social  Work  Research 
Development  Centers  using  the  R-24  mechanism.     In  order  to  provide 
real  growth  to  our  highest  priority,   research  project  grants,  and 
the  limits  of  growth  imposed  by  the  Budget  Enforcement  Act  will  not 
be  able  to  fund  10  Centers  in  FY  1993. 


Mr.  Roybal.     Do  you  plan  to  fund  the  proposed  National 
Institute  for  the  Advancement  of  Social  Work  Research  in  FY  93? 

Dr.  Goodwin.     At  this  time,   the  specifics  of  the  proposed 
National  Institute  for  the  Advancement  of  Social  Work  Research  are 
unclear.     Our  understanding  is  that  the  Implementation  Committee  is 
formulating  a  concept  paper  outlining  the  functions  and  structure 
of  such  an  Institute,  as  well  as  the  financial  support  from  the 
five  national  organizations  in  social  work  and  from  other  sources. 

NATIONAL  PLAN  FOR  RESEARCH  TO  IMPROVE  SERVICES 

Mr.  Roybal.     Is  funding  for  the  National  Plan  for  Research  to 
Improve  Services  included  in  the  Administration's  FY  93  budget? 

Dr.  Goodwin.     The  FY  1993  budget  request  includes 
approximately  $46.1  million  to  support  activities  related  to  our 
newest  national  plan:     Caring  for  People  with  Severe  Mental 
Disorders,  A  National  Plan  of  Research  to  Improve  Services.  This 
plan  will  provide  the  knowledge  base  to  significantly  improve 
services  for  mentally  ill  persons  in  this  country. 

Mr.  Roybal.     What  amount  is  needed  to  fund  the  National  Plan 
at  the  recommended  FY  93  level? 

Dr.  Goodwin.     The  National  Plan  recommends  an  FY  1993  funding 
level  of  $154  million. 

Mr.  Roybal.     What  would  be  the  impact  of  this  services 
research  on  the  effectiveness  of  mental  health  services  provided 
now  at  a  cost  of  over  55  billion  dollars? 

Dr.  Goodwin.     If  mental  health  services  research  were  funded 
at  the  recommended  FY  1993  level,   this  would  have  an  extremely 
beneficial  effect  on  the  delivery  of  mental  health  services 
nationwide  and  on  the  scientific  research  community.     Funding  at 
this  level  would  communicate  that  a  major  commitment  had  been  made 
to  insuring  that  the  full  resources  of  the  scientific  community  are 
to  be  brought  to  bear  on  the  tasks  of  improving  the  quality  and 
cost-effectiveness  of  mental  health  services  in  all  States  and 
communities  in  the  Nation.     Although  a  research  expenditure  at  this 
level  would  amount  to  less  than  3  percent  of  the  $55  billion 
expended  annually  on  mental  services  in  the  United  States,  this 
investment  would  begin  to  approach  the  5  to  6  percent  of  total 
resources  which  many  U.S.  corporations  allocate  annually  to 
research  in  order  to  maintain  and  upgrade  their  competitive 
positions . 

Research  funded  at  the  recommended  FY  1993  level  would  need 
be  guided  by  a  clear  sense  of  priorities  in  order  to  insure  that 
the  research  is  focused  on  areas  of  greatest  need  and  on  areas  in 
which  research  can  make  the  greatest  contributions  to  improvements 
in  services.     The  document,  Caring  for  People  with  Severe  Mental 
Disorders:     A  National  Plan  of  Research  to  Improve  Services  (1991) , 
provides  a'  comprehensive  multi-year  strategy  to  guide  the  research 
effort  and  monitor  progress  and  results  achieved. 
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Mr.  Roybal.     Would  it  save  money  to  invest  more  in  services 
research? 

Dr.  Goodwin.     A  major  problem  facing  policy  makers  at  all 
government  levels  is  how  best  to  finance  treatment  and  care  for 
persons  with  severe  mental  illnesses.     Among  the  problems  that  must 
be  confronted  are:     how  to  allocate  resources  across  community  and 
hospital  settings,  how  to  deal  with  high  rates  of  unemployment  and 
indigence  among  persons  with  severe  mental  illness,   and  how  to 
address  the  gap  between  the  needs  of  these  people  for  many 
different  types  of  services  and  the  economic  resources  that  are 
available . 

Services  research  is  concerned  with  developing  new  scientific 
information  that  can  assist  in  determining  how  available  resources 
can  be  allocated  in  ways  that  are  humane  but  also  cost-effective. 
For  example,   despite  numerous  well-intentioned  initiatives, 
implementation  of  comprehensive  community-based  service  systems  for 
persons  with  severe  mental  illness  has  been  slow  and  uneven  at 
best.     Without  careful  studies  of  what  works,  under  what 
circumstances,   and  for  which  kinds  of  individuals,   there  is  little 
factual  guidance  available  to  policy  makers,   system  managers,  care 
providers,   and  consumers  as  to  which  approaches  are  most  cost- 
effective  in  achieving  desired  policy  goals. 

During  the  last  decade,   approximately  10  percent  of  the  total 
national  expenditures  for  health  care  were  spent  on  mental  health 
services.     More  than  half  of  the  mental  health  expenditures  were 
financed  by  public  funds   (state  and  local  government,  Medicaid, 
Medicare)  that  were  used  primarily  to  finance  services  for  persons 
with  severe  mental  illnesses.     Research  is  greatly  needed  to  study 
ways  of  most  efficiently  allocating  these  funds .     Among  the  areas 
in  need  of  continuing  and  expanded  research  attention  are  transfers 
of  Federal  and  State  funds  to  community  programs,   use  of  private 
providers  to  deliver  publicly  financed  services,   direct  public 
provision  of  care,   and,  most  globally,   optimal  ways  to  organize  and 
finance  public  care  for  persons  with  severe  mental  illness  given 
the  structure  of  the  delivery  system,   Federal  policy  constraints, 
and  the  manifold  needs  of  these  persons.     Public  providers  can  also 
benefit  greatly  from  studies  of  the  cos t- effectiveness  of  new 
treatment  approaches   (e.g.,   clozapine),    innovative  treatment 
approaches   (e.g.,  various  configurations  of  assertive  case 
management),   and  innovative  financing  mechanisms  (e.g.,  incentive 
contracting) . 

Most  persons  with  severe  mental  illnesses  are  heavily 
dependent  on  the  public  sector  not  only  for  treatment  but  for 
related  services  in  the  areas  of  welfare,  housing,   and  unemployment 
and  disability  assistance.     Studies  are  greatly  needed  that  focus 
on  the  most  effective  ways  of  coordinating  these  services  with  a 
view  not  only  to  increasing  program  efficiency  but  of  helping  these 
programs  to  serve  persons  with  severe  mental  illness  in  ways  that 
are  most  conducive  to  their  well-being  and  quality  of  life. 
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AIDS 

NIMH  has  historically  been  criticized  for  its  program  balance  in 
AIDS.     Specifically,   there  have  been  strong  arguments  advanced  that 
NIMH  is  spending  too  much  of  this  resources  on  neurovirology , 
psychoneuro immunology,  and  neuropsychiatric  manifestations  of 
disease  at  the  expense  of  prevention  research  efforts. 

Mr.  Roybal .     It  appears  that  well  over  60  percent  of  the 
Institute's  AIDS  budget  is  spent  on  these  non-prevention 
activities.     What  percentage  of  the  AIDS  budget  is  designated  for 
prevention  activities?     What  about  other  research  efforts? 

Dr.   Goodwin.     The  NIMH  Office  of  AIDS  Programs  strives  to 
maintain  a  balanced  research  portfolio  focusing  on  two  important 
areas :  prevention  and  behavior  change  research  and  the  impact  and 
manifestations  of  HIV  on  the  central  nervous  system  (CNS) .  In 
addition,   the  NIMH  supports  training  for  traditional  and 
nontraditional  mental  health  care  professionals  to  understand  and 
treat  the  neuropsychiatric  and  neuropsychological  manifestations 
and  sequelae  of  HIV  disease.     A  multi-site  Phase  II  clinical  trial 
of  a  peptide  to  treat  the  AIDS  related  neurocognitive  impairment  is 
underway . 

NIMH  is  the  focal  point  within  the  PHS  for  research  on 
behavior  and  its  psychological  and  psychosocial  determinants.  NIMH 
is  committed  to  the  development  of  behavioral  strategies  to  prevent 
further  spread  of  the  disease  through  research  on  the  determinants 
and  antecedents  of  risk  behaviors,   the  distributions  and  patterns 
of  HIV  related  risk  behaviors,   and  the  implementation  and 
evaluation  of  prevention  approaches.     However,   a  large  number  of 
persons  infected  with  HIV  experience  neurological,   cognitive,  and 
behavioral  changes ,   and  CNS  impairment  is  common  by  the  time  HIV 
infection  has  advanced  to  AIDS.     Up  to  60  percent  of  persons  with 
AIDS  may  eventually  develop  AIDS  related  dementia.  Primary 
dementia  has  become  so  closely  associated  with  AIDS  that  the  CDC 
now  recommends  HIV  testing  for  people  exhibiting  dementia. 
Cognitive  impairment  is  the  most  overt  and  disabling  aspect  of 
dementing  illness,  which  includes  slowness  in  thought  processes, 
limited  attention  span,  memory  impairment,   altered  consciousness, 
anxiety,  mood  changes,   seizures,   confusion,   speech  difficulties, 
motor  abnormalities,  and  paralysis.     Research  to  elucidate  and 
treat  the  neuropsychiatric  manifestations  of  the  disease  is  needed. 

Mr.   Roybal.     I  understand  that  NIMH  has  a  community  trial 
underway  in  13  communities  around  the  country  focusing  on 
prevention  of  AIDS  among  adolescents  and  people  of  color.  Does 
this  NIMH  program  really  meet  the  need  for  community  based  clinical 
trials  of  prevention  programs  as  called  for  by  these  national 
groups? 

Dr.   Goodwin.     In  response  to  the  National  Academy  of 
Science's  recommendation,   the  Office  of  AIDS  Program's  NIMH 
initiated  in  FY  1991  a  multi-site,  multi -population ,  community- 
based  clinical  trial  to  develop  and  test  behavioral  interventions 
to  prevent  the  further  spread  of  the  HIV  epidemic  that  can  be 
easily  adopted  by  public  and  private  agencies.     The  study 
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represents  ongoing  collaboration  among  PHS  agencies,    (e.g.  National 
Institute  of  Mental  Health,   National  Institute  on  Drug  Abuse,  the 
National  Institute  on  Alcohol  and  Alcoholism,   the  National 
Institute  of  Child  Health  and  Human  Development,   the  Centers  for 
Disease  Control,  and  the  Health  Resources  and  Services 
Administration),  prevention  researchers,   and  community  based 
providers  participated  in  the  design  and  implementation  of  the 
trial.     This  collaborative  process  helps  to  assure  a  broad  public 
health  impact  for  the  trial  which  can  be  used  to  help  formulate 
AIDS  prevention  policies  for  the  U.S.   Public  Health  Service.  The 
ongoing  communication  among  these  different  participants  promotes 
rapid  transfer  of  information  and  incorporation  of  promising 
prevention  interventions  into  existing  prevention  programs. 

Seven  Extramural  Research  Groups  (ERGs)  and  a  Coordinating 
Center  (CC)  are  currently  supported.     ERGs  are  geographically 
dispersed  and  include  both  AIDS  epicenters  as  well  as  more  rural, 
and  lower  seroprevalence  communities.     The  trial  is  being 
implemented  in  10  communities  around  the  country.     ERGs  are 
recruiting  understudied,  at  risk  populations  who  continue  to  engage 
in  high  risk  behaviors  (e.g.   the  chronically  mentally  ill, 
prisoners,   STD  clinic  patients,   gay  men,  heterosexuals,   IDUs  and 
their  sex  partners,   runaway  and  homeless  youth  etc.)   in  accordance 
with  the  objectives  for  reducing  HIV  infection  stipulated  by  the 
Public  Health  Service  in  Healthy  People  2000  under  specific 
objectives.     About  75  percent  of  the  sample  are  racial  and  ethnic 
minorities  particularly  Blacks  and  Hispanics . 

The  5  year  study  is  conceptualized  in  three  phases.  During 
Phase  I,   ERGs  conducted  large  scale  studies  designed  to  address 
intervention  and  measurement  questions  such  as  the  optimum  number 
of  sessions,   the  use  of  subject  incentives,   the  gender  composition 
of  the  peer  group,   and  characteristics  of  effective  peer  leaders. 
Full  implementation  of  the  clinical  trial  will  be  conducted  during 
Phase  II,  while  Phase  III  will  consist  of  follow-up  and  analyses. 

AIDS  PREVENTION 

Mr.  Roybal .     There  have  been  some  very  exciting  results  from 
NIMH- sponsored  studies  by  Mary  Jane  Rotheram  of  AIDS  prevention  in 
New  York  targeting  high-risk  youth  (homeless  and  runaway  youth) . 
Are  there  other  examples  of  controlled,   random  assignment  research 
other  than  Rotheram' s  that  show  behavior  change? 

Dr.  Goodwin.     NIMH  supported  researchers  have  made 
significant  contributions  to  understanding  the  determinants  of  HIV 
related  risk  behaviors  and  the  mechanisms  of  behavior  change  in 
certain  at  risk  populations.     Emerging  research  results  across  the 
23  NIMH  funded  prevention  researchers  suggest  that  successful 
prevention  strategies  include  increasing  perceived  vulnerability 
through  risk  appraisal,   enhancing  self -efficacy  through  cognitive 
and  skill-based  approaches,   and  changing  group/community  norms 
regarding  protective  behaviors.     Peer- led  interventions  show 
promise  to  reach  individuals  at  risk  for  HIV  infection  and  AIDS. 
Community  models  have  been  successful  using  social  marketing 
techniques  and  diffusion  of  innovation  theory  to  create  safer  sex 
norms  and  reduce  HIV  related  risk  behaviors  in  communities. 
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For  instance,  Kelly  et.  al . ,  conducted  the  first  controlled 
multiple -city  test  of  an  HIV  prevention  model  targeting 
communities.     This  research  introduced  an  intervention  that  trained 
identified  popular  people  to  serve  as  behavior  change  endorsers  to 
gay  male  peers,   thereby  altering  social  norms  to  discourage  risk- 
taking  and  encourage  the  adoption  of  precautionary  behavior  change. 
The  intervention  consistently  produced  systematic  reductions  in 
population  high-risk  behavior  (unprotected  anal  intercourse)   of  -15 
to  28  percent  from  baseline  levels,  and  the  same  pattern  of  effect 
was  sequentially  replicated  in  all  three  cities.     This  study  is 
currently  being  replicated  in  16  cities  around  the  country.  The 
preliminary  results  from  this  study  indicate  that  following 
intervention  there  are  substantial  shifts  in  population  behavior 
change  including  reduction  in  high  risk  sexual  practices, 
curtailment  in  unprotected  anal  intercourse  and  increased  requests 
for  HIV  antibody  testing. 

Another  community  level  intervention  project  is  being 
implemented  by  Kegeles,   et.al.,   in  3  West  Coast  communities  to 
assist  young  gay  and  bisexual  men  to  reduce  their  HIV  risk 
behaviors.     The  intervention,   grounded  in  the  AIDS  Risk  Reduction 
Model,   is  a  community  mobilization  strategy  to  promote  norms  for 
safer- sex,  which  include  peer  outreach  by  which  young  men 
communicate  the  need  for  safer  sex  to  their  peers  in  formal  and 
informal  setting;  peer- led  HIV  risk  reduction  workshops  to  discuss 
and  overcome  barriers  for  safer  sex;  and  an  ongoing  publicity 
campaign  about  the  intervention  to  increase  awareness  and  to  remind 
men  of  the  norms  for  safer  sex.     Preliminary  data  suggest  that  the 
intervention  is  successful  in  reducing  high  risk  behaviors. 

Mr.   Roybal .     Rotheram's  studies  also  indicated  the  importance 
of  multiple  session  counseling  interventions  in  order  to  achieve 
behavior  change.     What  kind  of  research  is  underway  at  NIMH  which 
looks  at  the  efficacy  of  mental  health  services  as  a  means  of 
promoting  behavior  change. 

Dr.  Goodwin.     NIMH  is  supporting  a  number  of  studies  designed 
to  elucidate  the  psychological  and  mental  health  aspects  of  HIV 
infection  and  its  possible  impact  on  behavior  change.     Data  from 
NIMH  supported  studies  suggest  that  psychological  distress  and  poor 
mental  health  functioning  may  adversely  affect  an  individual's 
attempt  to  change  risk  patterns  of  behavior.     A  number  of  studies 
have  compared  persons  who  successfully  changed  their  behaviors  from 
those  who  continue  to  engage  in  high  risk  practices.  Factors 
associated  with  continued  high  risk  practices  include  heavy 
intoxicant  or  substance  use  preceding  sexual  activity,  limited 
perceived  self -efficacy  of  success  in  change  efforts,  perception 
that  precautionary  changes  are  not  an  accepted  peer  norm,  high 
reinforcement  value  associated  with  frequent  past  unsafe  practices, 
and  health  locus  of  control  attributions.     Findings  from  these 
studies  have  been  incorporated  into  successful  behavior  change 
interventions . 

Several  NIMH  supported  studies  have  found  an  adverse  impact 
on  mental  health  variables  after  notification  of  positive  HIV 
antibody  status  including  depression,   suicidal  ideation  and 
attempts,   anxiety,   somatic  complaints,   and  other  symptoms. 
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However,   other  studies  have  failed  to  find  strong  associations 
between  initial  positive  HIV  serostatus  notification  and  sustained 
psychological  distress.     For  instance,   Perry  et.al.,   found  that  the 
group  of  individuals  most  distressed  after  testing  was  also  the 
group  most  distressed  before  it.     Rabkin  et.al.,  have  identified 
themes  of  hope  and  the  absence  of  suicidal  ideation  among  gay  men 
living  with  AIDS  for  at  least  3  years. 

The  discrepancy  of  findings  among  the  studies  suggest  that 
severe  distress  or  successful  coping  may  be  related  to  a  host  of 
other  factors  such  as  competing  life  stressors,   effective  social 
support,   access  to  health  care,   general  coping  style,   and  belief  in 
the  effectiveness  of  available  medical  regimens. 

NIMH  has  placed  increasing  emphasis  on  the  psychological 
distress  experienced  by  significant  others  of  persons  living  with 
HIV  such  as  parents,   siblings,   spouses,   lovers,   and  children.  NIMH 
has  launched  an  initiative  to  identify  mental  health  effects  of  HIV 
infection  and  AIDS  on  significant  others,  and  to  identify  effective 
coping  mechanisms  used  by  these  persons .   The  impact  of  bereavement 
and  the  high  personal  and  emotional  distress  placed  on  caregivers 
is  a  top  priority  for  the  NIMH. 

The  NIMH  has  maintained  a  national  leadership  role  in  the 
area  of  mental  health  services  research  and  HIV  infection  by: 
1)  supporting  research  on  the  neuropsychological,  psychological  and 
mental  health  aspects  of  HIV  infection  and  its  treatment;  2) 
supporting  research  designed  to  improve  the  mental  health  delivery 
system  for  persons  affected  by  HIV  and  AIDS;   3)   supporting  a 
program  to  train  traditional  and  nontraditional  mental  health 
providers  in  the  psychological  and  neuropsychological  sequelae  of 
HIV  infection;  4)  providing  on  going  technical  assistance  to  public 
and  private  agencies  engaged  in  the  delivery  of  mental  health 
services  to  persons  affected  by  HIV  and  AIDS;   5)  continuing 
collaborative  relationships  and  providing  ongoing  technical 
assistance  in  the  area  of  mental  health  services  to  the  Office  of 
the  Associate  Administrator  for  AIDS,  Health  Resources  and  Services 
Administration,   and  the  Division  of  HIV  Services,   Bureau  of  Health 
Resources  Development,  HRSA,  which  have  responsibility  for  the 
administration  of  Ryan  White  Comprehensive  AIDS  Resources  Act  of 
1990;   and  6)  maintaining  an  on-going  dialogue  and  working 
relationships  with  organizations  such  as  American  Psychiatric 
Association,  American  Psychological  Association,  National  Alliance 
for  the  Mentally  111  and  others. 

AIDS  PREVENTION  RESEARCH 

Mr.  Roybal.  What  is  NIMH  doing  to  promote  a  transfer  of  the 
knowledge  gained  from  its  prevention  research  activities  to  assist 
in  the  design  of  prevention  programs  by  community-based  agencies? 

Dr.  Goodwin.     The  NIMH  has  numerous  activities  designed  to 
promote  rapid  transfer  of  research  findings  to  community-based 
agencies  delivering  prevention  services.     These  activities  include: 
1)  an  annual  Prevention  Meeting;   2)   the  Community  Core  of  the  NIMH 
supported  HIV  Prevention  Centers;   3)  Stimulating  researchers  to 
incorporate  and  test  prevention  intervention  in  community  settings 
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(e.g.   community -based  organizations,   community  health  and  mental 
health  centers,   schools,   etc.);   and  4)  direct  technical  assistance 
to  service  providers  through  presentations  and  workshops  at 
national,   regional  and  local  meetings  and  consultations. 

Since  1990,   the  Office  of  AIDS  Programs  has  sponsored  an 
annual  meeting  attended  by  NIMH  supported  prevention  researchers, 
representatives  from  the  CDC,  ADAMHA,   and  HRSA,   and  community-based 
providers.     The  purpose  of  this  meeting  is  to  facilitate 
information  exchange  among  researchers,   program  planners  and 
service  providers.     The  1992  meeting  has  2  stated  objectives: 
1)   to  facilitate  the  rapid  dissemination  of  successful  behavior 
change  interventions;  and  2)  to  use  the  experience  and  direct 
observations  from  service  providers  to  formulate  research 
questions . 

The  NIMH  supported  Prevention  Centers  have  a  "community  core" 
designed  to  promote  information  exchange,   community  development  and 
education  activities.     For  instance,   HIV  Center  for  Clinical  and 
Behavioral  Studies  at  Columbia  University:     1)   Conducts  a  weekly 
seminar  series  on  diverse  issues  related  to  prevention,  behavior 
change  and  services  to  an  audience  of  scientists,   clinicians,  CBO 
representatives,   and  caregivers;   2)   Publishes  an  HIV  Center 
newsletter  with  a  broad  circulation;   3)  Developed  and  disseminated 
numerous  intervention  packages  including  audio  and  print  material, 
which  are  currently  being  used  by  many  CBOs ,  health  and  mental 
health  agencies,  colleges  and  universities  and  others  around  the 
nation;   4)  Develop  and  teach  a  summer  course  "Epidemiology  of  HIV 
and  AIDS,"  in  conjunction  with  the  NYC  health  department  and  the 
Columbia  University  School  of  Public  Health;   and  5)  Developed  a 
public  service  announcement  for  use  on  MTV. 

Many  NIMH  supported  prevention  researchers  have  established 
collaborative  working  relationships  with  community-based 
organizations.     Many  prevention  interventions  are  tested  in 
community-based  settings  and  utilize  CBO  staff  in  all  phases  of  the 
research  from  initial  intervention  and  protocol  development,  to 
participant  recruitment,   implementation,   assessment  and 
interpretation  of  results.     Some  of  the  CBO's  participating  in  NIMH 
funded  prevention  studies  include:     Larkin  Street  Youth  Center  in 
San  Francisco;  Milwaukee  AIDS  Project;   The  Door  and  the  Hetrick 
Martin  Institute  in  New  York  City;   Alta-Med  Health  Services 
Corporation  in  Los  Angeles;   PACO  and  the  Patterson  Health  and 
Behavior  Project  in  New  Jersey. 

Mr.  Roybal.     Is  there  currently  collaboration  with  CDC  around 
AIDS  prevention  activities? 

Dr.   Goodwin.     There  is  real  and  meaningful  collaboration 
around  AIDS  prevention  activities  between  NIMH  and  the  CDC.  This 
collaboration  takes  many  forms  including:     1)  participating  in 
working  groups,   meetings  and  conferences;   2)  providing  a  link 
between  the  prevention  research  community  and  the  prevention 
services  community;   3)  participating  in  joint  research  endeavors 
(e.g.  multi-site,   multi -population  prevention  clinical  trial);  4) 
serving  on  external  review  panels;   5)  co- funding  of  studies;   and  6) 
regular  telephone  consultations. 
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The  Office  of  AIDS  programs  maintains  close  working 
relationships  with  CDC  staff  working  in  the  National  Center  for 
Prevention  Services  (NCPS) ,  National  Center  for  Chronic  Disease 
Prevention  and  Health  Promotion  (NCCDPHP) ,   the  National  Center  for 
Infectious  Diseases  (NCID) ,  and  the  Office  of  the  Deputy  Director, 
HIV.     For  instance,  NCPS  and  NCID  staff  serve  as  ex-officio 
representatives  on  the  Steering  Committee  of  a  multi-site,  multi- 
population,  community-based  clinical  trial  to  develop  and  test 
behavioral  interventions  to  prevent  the  further  spread  of  the  HIV 
epidemic  that  can  be  easily  adopted  by  public  and  private  agencies. 
Staff  provide  expert  advise  and  links  to  CDC  prevention  programs. 
NIMH  is  collaborating  with  NCCDPHP  in  the  development  and 
implementation  of  a  multi-site  demonstration  protects  to  prevent 
the  transmission  of  HIV  in  Women  and  Infants.     The  purpose  of  this 
multi-site  study  is  to  develop  effective  HIV  prevention  messages; 
identify  the  determinants  of  reproductive  decision  making  and 
contraceptive  choice;  and  improve  access  to  reproductive  health 
care  among  women  at  risk  for  HIV  infection.     In  addition  to 
contributing  $150,000  to  this  effort,  NIMH  staff  assisted  in  the 
development  of  the  RFA,   served  on  the  review  panel,   participate  in 
principal  investigator  meetings,   and  provide  ongoing  technical 
assistance . 

CDC  staff  participated  in  two  NIMH  sponsored  HIV  Prevention 
Research  Meetings  (One  in  March  1990,   the  other  April  1991).  The 
purpose  of  the  meetings  is  to  share  state-of-the-art  knowledge 
about  the  determinants  and  mechanisms  of  behavior  change  that  could 
be  used  to  improve  prevention  programs.     The  focus  of  these 
meetings  is  to  promote  information  exchange  and  technology 
transfer.     This  meeting  has  served  as  a  natural  link  between  the 
prevention  research  and  the  prevention  service  community.  NIMH 
supported  prevention  researchers  (e.g.  Thomas  Coates ,  Jeffrey 
Kelly,   Susan  Kegeles ,  Martin  Fishbein)  have  served  as  consultants, 
served  on  program  reviews  etc.   to  different  program  components  in 
the  CDC.  As  a  result  of  the  1991  meeting,  CCDPHP  contacted  NIMH 
supported  grantees  to  collect  model  HIV  prevention  curricula. 

Other  examples  of  CDC-NIMH  collaboration  include:     1)  co- 
funding  of  an  AIDS  research  training  project  at  Emory  University; 
2)  NIMH  participates  in  the  PHS  Women  and  AIDS  Study  Group  which 
provides  technical  input  in  the  development  and  implementation  of 
CDC  sponsored  natural  history  study  of  HIV  infection  in  women;  3) 
NIMH  is  represented  on  the  ADAMHA/CDC  Advisory  Group  on  substance 
abuse  issues;   4)  NIMH  staff  serve  as  liaison  to  the  CDC  AIDS 
Advisory  Committee  and  have  presented  to  the  Committee  regarding 
activities  and  priorities  related  to  adolescents  at  high  risk  for 
HIV;   5)  NIMH  staff  serve  on  the  Project  Advisory  Committee  for  the 
evaluation  of  home  test  kits  for  HIV  antibody  testing.     The  current 
exploratory  study  is  being  conducted  by  CDC;   and  6)  NIMH  and  CDC 
have  conducted  joint  presentations  at  national  meetings. 

AIDS  NATIONAL  PLAN 

Mr.  Roybal.     What  is  the  role  of  NIMH  in  the  development  of  a 
national  AIDS  prevention  plan? 
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Dr.  Goodwin.     The  NIMH  is  the  focal  point  within  the  PHS  for 
research  on  AIDS  related  behavior  change  and  its  psychological  and 
psychosocial  determinants.   NIMH  continues  to  play  a  leading  role  in 
assisting  in  the  development  and  coordination  of  prevention 
research  and  the  integration  of  research  findings  to  community 
settings . 

The  Public  Health  Service  has  developed  a  Strategic  Plan 
which  contains  the  key  elements  of  a  national  AIDS  prevention  plan. 
Healthy  People  2000  delineated  specific,  measurable  objectives 
designed  to  reduce  the  further  spread  of  HIV  and  improve  treatment 
and  services  for  persons  affected  by  this  disease.  Program 
responsibility  for  specific  prevention  activities  are  divided  among 
the  different  agencies  of  the  PHS,  particularly  ADAMHA  and  the  CDC. 
The  NIMH  maintains  strong  collaborative  relationships  with  other 
PHS  components  conducting  AIDS  prevention  activities. 

As  part  of  its  planning  process,   the  Office  of  AIDS  Programs 
NIMH,   in  collaboration  with  national  AIDS  prevention  experts,  is 
developing  a  blueprint  for  the  Institute's  research  program.  For 
each  program  area,   the  document  will  summarize  the  current  state  of 
knowledge  and  provide  expert  recommendations  and  directions  for 
future  research  efforts. 

ALZHEIMER'S  DISEASE 

Mr.  Roybal .     Has  there  been  significant  coordination  between 
NIMH  research  and  other  projects  focusing  on  Alzheimer's  Disease  or 
other  aging-related  disorders? 

Dr.   Goodwin.     The  National  Institute  of  Mental  Health  is 
continuously  engaged  in  coordinating  its  efforts  regarding 
Alzheimer's  disease  and  other  mental  disorders  of  the  aged  with 
those  of  a  number  of  other  agencies,  both  Federal  and  non-Federal. 
Examples  include  the  following: 

o         As  the  lead  agency,  NIMH  collaborated  with  the  National 

Institute  on  Aging  and  the  Office  of  Medical  Applications  of 
Research  in  organizing  and  conducting  a  Consensus  Development 
Conference  on  the  Diagnosis  and  Treatment  of  Late-Life 
Depression . 

o  NIMH  has  collaborated  with  other  Federal  agencies  in  issuing 

various  program  announcements  published  in  the  NIH  Guide  for 
Grants  and  Contracts  encouraging  research  on  various  aspects 
of  Alzheimer's  disease,  or  in  indicating  interests  in  common 
with  those  announced  by  other  agencies.     Such  collaborative 
announcements  have  included:    "Alzheimer's  Disease  and  Related 
Disorders:   Issues  in  Caregiving,"  with  the  National  Institute 
on  Aging  (NIA) ,  National  Center  for  Nursing  Research  (NCNR) , 
and  Agency  for  Health  Care  Policy  and  Research  (AHCPR) ; 
"Management  of  Alzheimer's  Disease  Symptoms,"  with  NIA  and 
NCNR;    "Special  Care  Units  for  Persons  with  Alzheimer's 
Disease,"  with  NIA. 

o  NIMH  staff  continue  to  organize  and  manage  the  activities  of 

the  DHHS  Council  on  Alzheimer's  Disease,  which  is  the  primary 
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mechanism  for  information- sharing  and  coordination  among 
federal  agencies  involved  in  research  and  demonstration 
projects  in  Alzheimer's  disease  and  related  dementias,  and 
the  Advisory  Panel  on  Alzheimer's  Disease,  which  advises  both 
DHHS  and  the  Congress  on  emerging  research  directions  and 
policy  issues  in  these  disorders. 

o  NIMH  staff  participate  in  collaborative  groups  operating  at 

NIA,   such  as     the  Task  Force  on  Aging  Research,   the  Working 
Group  on  Special  Care  Units,   the  Interagency  Committee  on 
Aging  Research,  and  the  NIH  Coordinating  Committee  on 
Alzheimer's  Disease. 

o  NIMH  is  represented  on  the  Coalition  on  Mental  Health  and 

Aging,  a  group  consisting  of  representation  of  over  30 
governmental  and  nongovernmental  organizations. 

o  Alzheimer  studies  across  different  intramural  research  groups 

at  NIH  and  ADAMHA  have  demonstrated  complimentary  and 
essentially  non- overlapping  research  programs,   each  designed 
to  offer  a  different  "window"  on  this  broad-based  and 
enigmatic  illness.     The  major  focus  of  the  NIMH  Intramural 
Alzheimer's  program  has  been  on  pharmacologic  treatment 
strategies.     In  contrast,   the  other  NIH  Alzheimer  programs 
have  primarily  focused  on  questions  of  brain  imaging  in 
Alzheimer's  disease.     NIMH  has  concentrated  on  the  comparison 
of  two  age-related  psychiatric  conditions,  geriatric 
depression  and  Alzheimer's,  whereas  the  NIA  and  NINDS  have 
employed  Down's  syndrome  and  Parkinsonian  patients  for 
respective  comparison  with  Alzheimer  subjects.  When 
appropriate,   the  various  programs  fully  exchange  patients  and 
normal  controls,   and  in  the  case  of  NIMH  and  NINDS,  we  have 
coordinated  data  presentations  at  a  jointly-sponsored 
national  scientific  meeting.     When  the  research  questions  are 
related,   the  investigators  have  always  been  open  to 
collaborations  and  significant  coordination. 

SLEEP  DISORDERS 

Mr.  Roybal .     What  has  NIMH  done  to  coordinate  with  other 
Institutes  on  research  exploring  the  incidence  of  sleep  disorders 
and  the  clear  correlation  between  mental  and  physical  well-being? 

Dr.  Goodwin.     The  NIMH  has  had  extensive  coordination  with 
the  NIH  on  sleep  disorder  research  and  mental  and  physical  well- 
being.  The  NIMH  is  a  liaison  member  of  the  Trans -NIH  Sleep  Research 
Coordinating  Committee.     The  NIMH  has  co- sponsored  several 
conferences  and  program  announcements  on  sleep  disorders  with  the 
NIH.     In  addition,     NIMH  has  supported  and  is  a  member  of  the 
National  Commission  on  Sleep  Disorders  Research.     Institute  staff 
was  responsible  for  developing  a  report  to  the  Commission  on  Sleep 
Research  and  Mental  Illness  which  will  be  a  chapter  in  the 
Commission's  report  to  the  Congress. 

NIMH  investigators  are  exploring  the  correlations  between  the 
behavioral  symptoms  of  sleep  deprivation  and  changes  in  endocrine 
and  neurochemical  systems  associated  with  this  sleep  loss.  In 
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clinical  studies  Intramural  scientists  use  sleep  deprivation  mainly 
as  a  research  tool.     Sleep  is  not  only  disturbed  in  depression  in 
patients,   it  also  seems  to  play  an  important  role  in  the  origin  and 
development  of  the  illness.     At  present,   sleep  deprivation  may  be  a 
useful  adjunct  in  the  treatment  of  depressions  that  are  resistant 
to  conventional  approaches,  and  avoidance  of  sleep  disruption  may 
be  a  useful  adjunct  in  the  prevention  of  mania. 

CLINICAL  TRAINING 

Mr.  Roybal.     The  NIMH  Clinical  Training  Program  is  the  major 
source  of  the  nation's  mental  health  clinical  training  funds.  If 
this  program  is  defunded,  as  the  Administration  proposes,  how  does 
NIMH  propose  ensuring  the  availability  of  well -trained  mental 
health  professionals  to  serve  priority  groups,   including  people  of 
color  who  have  mental  illness,  adults  with  severe  mental  illness, 
children  and  adolescents  with  serious  emotional  disturbances, 
elderly  persons  with  mental  disorders,   and  people  with  mental 
illness  who  live  in  rural  areas? 

Dr.  Goodwin.     The  President's  FY  1993  Budget  request  proposes 
to  eliminate  funding  for  clinical  training  because  the  program  has 
accomplished  its  original,   intended,  purpose.     The  goal  of  clinical 
training  has  been  to  help  the  Nation  increase  the  supply  of  mental 
health  service  providers  and  to  match  training  activities  with 
identified  national  needs  and  priorities.     National  shortages  of 
mental  health  professionals  have  been  largely  alleviated  and  the 
supply  of  replacement  personnel  has  been  stabilized.     The  current 
program  supports  less  than  5  percent  of  national  mental  health 
clinical  training  activities.     The  end  of  NIMH  funding  for  clinical 
training  will  therefore  have  a  small  impact  on  the  supply  of 
professionals . 

ANTI-GAY  VIOLENCE 

Mr.  Roybal.     For  several  years  now  the  NIMH  has  expressed  to 
this  Committee  and  others  some  interest  in  the  area  of  anti-gay 
violence.     The  Department  of  Justice  has  indicated  that  anti-gay 
violence  may  be  the  "most  frequent  victims  of  hate  crimes." 
Despite  these  alarming  reports,  and  despite  the  interest  of  the 
Institute,  we  understand  that  there  are  no  grants  currently  funded 
by  NIMH  in  this  area?    What  can  be  done  to  stimulate  such  research? 
What  further  plans  does  the  NIMH  have  to  address  these  issues? 
Would  it  be  appropriate  for  NIMH  to  issue  a  request  for  proposals 
specifically  to  receive  grant  applications  on  this  topic? 

Dr.  Goodwin.     NIMH  has  had  an  active  interest  in  fostering 
research  on  anti-gay  violence  since  the  late  1980's.     In  response 
to  inquiries  from  Congress,  various  State  and  community  agencies, 
and  concerned  citizens  about  a  perceived  increase  in  violent 
victimizations,  NIMH  determined  that  good  scientific  data  were 
lacking  on  the  basic  dimensions  of  this  problem- -its  nature, 
extent,  and  consequences. 

To  begin  to  address  this  need,  a  researcher  at  the  University 
of  California  at  Los  Angeles  received  NIMH  grant  support  in  1989  to 
lay  the  groundwork  for  future  research  by  investigating  how  "hate- 
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motivated"  violence  (HMV)  is  described  and  defined  by  the  reporting 
public,   the  police,   and  the  California  Bureau  of  Criminal 
Statistics.     NIMH  sponsored  a  research  workshop  in  1989  on  violence 
toward  lesbians  and  gay  men  and  a  gathering  on  opportunities  and 
directions  for  research  on  anti-gay  violence  at  the  APA's  annual 
meeting  in  San  Francisco,   California,   last  August.     Current  efforts 
encourage  research  grant  applications  on  a  range  of  issues 
associated  with  anti-gay  violence,  such  as  its  prevalence,  risk 
factors,  mental  health  consequences,  and  treatment  interventions 
and  have  included  explicit  attention  to  studies  of  anti-gay 
violence  in  recent  program  announcements  from  the  Institute's 
Violence  and  Traumatic  Stress  Research  Branch  (VTSRB) . 

NIMH  staff  will  continue  to  work  to  develop  a  body  of 
empirical  knowledge  on  anti-gay  violence  that  will  help  contribute 
to  more  effective  prevention  and  treatment.     One  of  our  principal 
efforts  over  the  next  couple  of  years  will  be  to  encourage  pre-  and 
post-doctoral  research  fellowships  and  institutional  research 
training  programs  focusing  on  anti-gay  violence  as  a  way  of 
increasing  the  number  of  researchers  in  this  field. 

RESEARCH  ON  NEEDLE  EXCHANGE 

Mr.  Roybal.     What  is  the  status  of  NIDA's  plans  for 
conducting  research  on  needle  exchange? 

Mr.  Mills tein.     The  link  between  AIDS  and  injection  drug  use 
is  well  established.     NIDA  research  on  behavior  change  strategies 
designed  to  reduce  the  risk  of  AIDS  in  individuals  who  are  not  in 
treatment  has  confirmed  that  injection  drug  users  who  are 
approached  and  counseled  in  their  communities  will  change  their 
behaviors  to  significantly  reduce  their  risk  of  contracting  and 
spreading  HIV.     Not- in- treatment  injection  drug  users  exposed  to 
behavior  change  strategies  significantly  reduced  frequency  of  drug 
injecting,  use  of  "shooting  galleries,"  and  sharing  of  needles. 
Moreover,   25  percent  of  those  counselled  entered  treatment. 

In  an  effort  to  reach  injection  drug  users  who  continue  to 
place  themselves  and  others  at  risk,  a  number  of  communities  across 
the  U.S.  and  abroad  have  initiated  needle  exchange  programs  in  the 
hopes  that  increased  availability  of  sterile  needles  will  reduce 
needle  sharing  among  injection  drug  users.     Locally  sponsored 
exchange  programs  are  now  conducted  in  five  states:  Colorado, 
Connecticut,   Hawaii,   Oregon,   and  Washington. 

While  ADAMHA  does  not  endorse  or  support  needle  exchange  at 
this  time  as  a  way  of  dealing  with  this  problem,  we  are  interested 
in  the  results  of  research  funded  by  others.     Determining  the 
effects  of  needle  exchange  interventions  is  an  extraordinarily 
complex  undertaking,  and  rigorous  scientific  evidence  is  currently 
lacking.     NIDA  has  just  recently  funded  the  first  Federal  grant 
ever  to  evaluate  an  ongoing  needle  exchange  program.     The  grant, 
entitled  "A  Syringe  Tracking  and  Testing  System  for  IVDU 
Epidemics",  was  awarded  to  Yale  University  for  a  3-year  period. 
Under  this  project,  no  federal  funds  will  be  used  to  distribute 
sterile  needles  or  syringes  to  addicts. 
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AIDS  OUTREACH  PROGRAM 

Mr.  Roybal .  Does  NIDA  plan  to  continue  outreach  projects  for 
IV  drug  users  not  in  treatment? 

Mr.  Mills tein.     The  purpose  of  NIDA  research  in  this  area  has 
been  to  develop  and  assess  different  outreach,  AIDS  education,  and 
behavioral  change  methods  targeted  at  injection  drug  users  not  in 
treatment  and  their  sexual  partners.     Early  work  led  to  a  large- 
scale  AIDS/HIV  Outreach  Research  Demonstration  Program  which  was 
found  not  only  to  have  an  impact  on  reducing  the  spread  of  AIDS, 
but  also  on  reducing  drug  use.     Not- in- treatment  injection  drug 
users  exposed  to  behavior  change  strategies  significantly  reduced 
frequency  of  drug  injecting,  use  of  "shooting  galleries,"  and 
sharing  of  needles.     Moreover,   25  percent  of  those  counselled 
entered  treatment. 

Over  the  past  two  years,  NIDA  has  fostered  a  new  research 
project  grant  program  looking  at  the  remaining  research  issues  in 
the  area  of  hard-to-reach  populations  to  better  delineate 
mechanisms  of  effective  behavior  change  strategies.     This  effort 
was  funded  at  $7,270,224  in  1991,   and  it  will  be  expanded  in  both 
1992  and  1993. 

Mr.  Roybal.  Is  there  any  plan  for  transitioning  these 
programs  to  on-going  service  delivery  efforts?  What  is  the 
funding  status  of  these  programs? 

Mr.  Millstein.     The  development  phase  of  the  NIDA  HIV/AIDS 
Outreach  Demonstration  Program  has  now  been  completed.  All 
remaining  active  NIDA  grants  terminate  in  FY  1992.     In  1993, 
$10,620,000  and  3  FTEs  are  being  transferred  to  OTI  for  use  in 
implementing  the  successful  elements  of  these  outreach  procedures 
in  the  context  of  OTI's  continuing  efforts  at  treatment 
improvement . 

DRUG  ABUSE 

Mr.  Roybal.  There  is  no  indigenous,  well -financed,  organized 
constituency  for  IDUs .  What  is  NIDA  doing  to  assist  nascent  forces 
in  developing  such  an  organized  constituency? 

Mr.  Millstein.     NIDA  continues  to  work  with  and  involve  all 
sectors  of  the  drug  abuse  treatment  and  research  community  in  the 
program  planning  activities  of  the  Institute.     For  example,  during 
the  past  year,  NIDA  staff  have  worked  closely  with  representatives 
of  the  research  and  treatment  services  communities  as  well  as  other 
Federal  agencies  and  the  States  in  developing  long-range  research 
plans  in  NIDA's  top  priority  areas.     A  number  of  external  groups 
and  associations  in  the  drug  abuse  field,   including  research, 
treatment  services,  and  State  and  local  government  representatives 
will  be  asked  to  review  and  provide  input  to  the  relevant  research 
issues  in  each  of  the  crosscutting  areas.     NIDA  also  supports 
conferences  and  other  means  of  information  transfer  and 
dissemination  to  be  certain  that  the  most  up-to-date  research 
findings  are  available  to  both  investigators  and  drug  abuse 
treatment  and  prevention  personnel  working  in  the  field. 
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TREATMENT  FOR  SPECIAL  POPULATIONS 

Mr.  Roybal.     I  understand  that  OTI  has  proposed  a  program 
which  would  focus  more  closely  on  special  populations  that  are 
disproportionately  affected  by  AIDS,   substance  abuse,  and 
Tuberculosis.     What  are  the  major  components  of  this  program  and 
how  will  it  be  implemented? 

Dr.  Primm.     In  FT  1992,  OTI  will  be  initiating  a  program  of 
outreach  projects  aimed  at  individuals  not  in  treatment  who  are  at 
high  risk  for  HIV,   STDs ,  and  TB.     However,  almost  all  of  OTI's 
programs  focus  on  persons  at  high  risk  for  HIV  and  TB. 

OTI  is  responsible  for  administering  the  block  grants  which 
require  a  set-aside  dedicated  to  treating  injecting  drug  abusers 
(IDUs) ,  the  group  at  highest  risk  for  contracting  HIV,  and  a  group 
likely  to  transmit  HIV  to  their  sexual  contacts.     Furthermore,  the 
population  infected  with  HIV  is  at  highest  risk  for  developing 
clinically  active  tuberculosis.     Others  at  risk  for  TB  are  those  in 
frequent  contact  with  them,   such  as  staff  of  outpatient  and 
residential  treatment  programs.     OTI's  discretionary  grants  also 
focus  heavily  on  populations  at  risk  for  HIV  and  TB,  which  include 
minorities,   residents  of  housing  projects,   inmates  of  prisons,  drug 
abusers  supervised  by  the  criminal  justice  system,   and,  especially, 
high  risk  drug  abusers  in  certain  urban  areas. 

OTI  is  working  with  CDC  and  other  PHS  agencies  to  increase 
support  for  the  screening  for  both  TB  and  HIV  in  all  participating 
Target  Cities  programs  and  at  the  two  Campus  projects  in  Houston, 
Texas  and  Secaucus ,  New  Jersey,   and  to  institute  methods  to 
minimize  risk  to  the  staff  of  these  programs. 

In  an  effort  to  improve  substance  abuse  treatment,  OTI 
recently  published  a  Treatment  Improvement  Protocol  (TIP) 
"Screening  for  Infectious  Diseases  Among  Substance  Abusers."  It 
has  been  OTI's  policy  from  its  inception  both  to  focus  on  those 
groups  that  are  disproportionately  affected  by  AIDS  and  to  broaden 
the  concept  of  drug  abuse  treatment,  with  such  guidelines  as  the 
TIP,   so  that  it  includes  attention  to  diagnosing  and  treating  those 
diseases,   such  as  AIDS,   STDs,   and  TB  that  are  associated  with  drug 
abuse . 

AIDS  EFFORTS- -OFFICE  FOR  TREATMENT  IMPROVEMENT/ 
OFFICE  FOR  SUBSTANCE  ABUSE  PREVENTION 

Mr.  Roybal.     What  are  these  offices  doing  to  address  AIDS 
issues  in  their  jurisdiction?     There  have  been  many  complaints  that 
these  offices  claim  credit  for  AIDS  work  that  is  really  being  done 
for  other  purposes  and  that  neither  office  has  any  AIDS  focused 
programming  underway.     What  is  your  reaction? 

Mr.  Trachtenberg.     For  ADAMHA  the  opposite  is  true.  There 
are  many  programs  that  are  not  included  in  our  AIDS  budget  which 
serve  populations  that  are  at  risk  for  HIV  infection  and  AIDS.  For 
example  the  ADMS  Block  Grant  program  requires  that  all  states  set- 
aside  a  portion  of  their  annual  allocation  for  IV  drug  abusers. 
The  amount  for  FY  1993  is  $180.4  million.     Of  the  AIDS  cases 


717 


reported  to  the  CDC,  approximately  32  percent  are  related  to 
injection  drug  use.     In  addition,  OSAP  and  OTI  programs  have 
activities  which  directly  impact  the  populations  at  risk  for  HIV 
infection  and  AIDS. 

All  OTI  discretionary  grant  programs  specify  the  need  for  HIV 
testing,   counseling,   prevention  and  treatment  as  a  requisite  part 
of  a  comprehensive  treatment  program.     OTI ' s  Critical  Populations 
Grant  Program  includes  specific  HIV  components  (e.g.,  AIDS  testing, 
counseling,   education  and  treatment)  as  well  as  non-specific 
components  (e.g,   life  skills  counseling)  which  make  this  program 
responsive  to  the  problem  of  HIV  and  drug  abuse.     The  Target  Cities 
Grant  Program  of  OTI  includes  enhancement  of  outreach,  including 
AIDS  education  outreach  to  drug  users,  as  well  as  enhanced  levels  . 
of  HIV/AIDS  testing  and  counseling  and  better  provision  of  primary 
medical  care.     OTI ' s  Criminal  Justice  Grant  Program  includes  the 
provision  of  primary  medical  care  including  HIV/AIDS  testing, 
counseling,   and  prevention  services  geared  toward  substance  abusers 
in  the  criminal  justice  system.     Additionally,   all  OTI  FT  1990  and 
1991  discretionary  grants  will  participate  in  the  National 
Treatment  Evaluation  Study  (NTIES) ,   currently  getting  underway. 
NTIES  will  systematically  collect  information  on  HIV  risk  relevant 
behaviors  and  has  the  capability  of  following  both  sero-positive 
and  sero-negative  individuals  through  their  treatment  regimens. 

For  the  first  time,  OTI  has  specific  funding  for  AIDS 
programs  targeted  to  our  service  population.     Starting  in  FY  1993, 
OTI  is  continuing  and  expanding  an  AIDS  Outreach  Demonstration 
Program  which  is  being  transferred  from  NIDA.     The  purpose  of  this 
program  is  to  seek  out  injecting  drug  users,   other  high  risk  drug 
abusers  and  their  sexual  partners,   encourage  them  to  seek  treatment 
for  drug  dependence  and  medical  diagnostic  services  for  HIV/AIDS, 
sexually  transmitted  diseases  (STDs) ,  and  tuberculosis  (TB) ,  and 
provide  them  with  information,   skills,   and  other  means  to  avoid 
those  behaviors  which  increase  the  risk  of  acquiring  or 
transmitting  HIV,   STDs,   and  TB.     OTI  expects  to  award  approximately 
16  continuation  grants  in  1993  at  a  cost  of  $10.6  million. 

OTI  has  also  launched  the  "Substance  Abuse/Primary  Care 
Linkage  Initiative",   a  program  designed  to  foster  parity  and  cross- 
fertilization  between  and  among  substance  abuse  treatment  providers 
and  primary  medical  care  practitioners.     Beginning  in  FY  1993, 
three  to  five  year  demonstration  grants  will  be  awarded  to 
substance  abuse  programs  to  develop  comprehensive  care 
demonstrations  that  link  AIDS  programs  to  the  mental  health  and  the 
primary  health  care  centers. 

OTI's  Campus  Treatment  Project  involves  cooperative 
agreements  between  States  and  OTI  to  create  a  setting  where  several 
providers,   sharing  common  resources,   deliver  residential  treatment 
services  for  drug  use  in  a  single  large  facility.     One  goal  of  this 
program  is  to  improve  the  quality  of  treatment,   especially  through 
the  provision  of  primary  medical  care  and  HIV/AIDS  testing, 
counseling,  and  prevention. 

Many  of  OSAP's  programs,  as  part  of  a  comprehensive 
prevention  program,   are  designed  to  reach  many  of  those  at  risk  of 
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contracting  and  transmitting  HIV.     For  example,  OSAP's  Pregnant  and 
Postpartum  Women  and  Infants  Demonstration  Grant  Program  with  131 
active  grants,  provides  women  with  counseling  regarding  HIV/AIDS 
and  its  relationship  to  drug  use.     A  new  comprehensive  residential 
prevention  and  treatment  program  for  women  and  their  children 
funded  will  also  provide  counseling  regarding  HIV/AIDS.  In 
addition,  OSAP's  recently  established  National  Perinatal  Addiction 
Prevention  Resource  Center  will  provide  information,   training  and 
technical  assistance  regarding  HIV/AIDS. 

The  150  currently  active  High  Risk  Youth  Grants  provide 
information  and  counseling  regarding  AIDS,  primarily  because  drug 
use  by  youth  is  often  accompanied  by  early  sexual  activity  with 
increased  probability  of  being  infected    with  AIDS  by  sexual 
transmission  or  transmission  associated  with  IV  drug  use. 

OSAP  also  recently  co-sponsored  the  Second  National 
Conference  on  Preventing  and  Treating  Alcohol  and  Other  Drug  Abuse, 
HIV  Infections  and  AIDS  in  Black  Communities,   and  coordinates  a  14 
member  task  force  on  Women  and  AIDS.     Finally,   through  its  National 
Clearinghouse  for  Alcohol  and  Drug  information,  OSAP  routinely 
distributes  through  NCADI  publications,  posters  and  other  materials 
regarding  HIV/AIDS. 

HIGH  RISK  YOUTH  PROGRAM 

Mr.   Roybal.     California  as  a  whole,   and  East  Los  Angeles  in 
particular,  has  a  large  Hispanic  population.     Why  have  there  been 
no  High  Risk  Youth  grants  targeting  Hispanics  in  the  Los  Angeles 
area,   specifically  in  the  25th  District?     Please  describe  any  High 
Risk  Youth  grants  currently  funded  in  the  State  of  California.  How 
many  of  these  projects  are  located  in  the  25th  District  and  what 
populations  do  they  serve? 

Dr.  Johnson.  A  total  of  24  applications  were  submitted  for 
the  High  Risk  Youth  (HRY)  demonstration  grant  program  from  the  Los 
Angeles  area  since  the  inception  of  OSAP  in  1987.     Of  these,  six 
were  from  District  25  although  none  scored  high  enough  on  the 
technical  review  to  be  considered  for  funding.     Currently,  there 
are  at  least  5  HRY  applications  from  District  25  which  were 
submitted  in  January,   1992.     These  applications  will  be  reviewed 
for     technical  merit  in  June,    1992  and  receive  secondary  review  by 
the  OSAP  Advisory  Committee  in  September.     It  should  be  noted  that 
OSAP  does  provide  technical  assistance  to  applicants  in  helping  to 
develop  or  revise  unfunded  applications. 

Since  1987,   a  total  of  24  High  Risk  Youth  grants  have  been 
awarded  to  applicants  from  the  State  of  California;   in  fact 
California  falls  behind  only  Massachusetts  in  having  the  largest 
number  of  active  HRY  demonstration  grants  (14  active  grants). 

OFFICE  FOR  SUBSTANCE  ABUSE  PREVENTION 

House  report  language  to  the  ADAMHA  reauthorization  bill  calls  on 
ADAMHA  to  undertake  three  activities  of  importance  to  Hispanic 
communities : 
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o        Implementing  culturally  appropriate  family-focused  models  of 
substance  abuse  prevention; 

o        replication  of  peer-oriented  models  for  preventing  inhalant 
abuse  among  Hispanic  youth;  and 

o        implementing  linguistically  and  culturally  appropriate  models 
of  health  training  for  substance  abuse  treatment 
professionals . 

Mr.  Roybal.    What  is  ADAMHA's  commitment  to  carrying  out 
these  three  areas  of  activity? 

Dr.  Johnson.    The  Office  for  Substance  Abuse  Prevention 
(OSAP)  is  committed  to  supporting  alcohol  and  other  drug  prevention 
programs  which  are  culturally  relevant  to  the  values  and  traditions 
of  all  ethnic  minorities.    All  of  OSAP  major  demonstration  gant 
programs,  including  the  High  Risk  Youth  and  the  Community 
Partnership  programs,  have  ongoing  projects  that  are  specifically 
targeted  toward  Hispanic  youth,  families,  and  their  communities . 
In  addition,  OSAP  has  entered  into  a  partnership  with  the  Coalition 
of  Hispanic  Health  and  Human  Services  Organizations  to  create  a 
series  of  bilingual  publications  targeted  to  Hispanic  parents, 
teachers,  and  children.    In  the  Fall  of  1990,  OSAP  launched  the 
Dile  Que  No!  "Piensalo"  (Stay  Smart!  Don't  Start!)  campaign,  aimed 
at  Hispanic  youth  and  those  who  influence  their  knowledge, 
attitudes,  and  behavior.    OSAP  is  also  working  with  the  Department 
of  State  on  a  Border  Health  Initiative  which  addresses  the  needs  of 
the  Hispanic  family  and  conmunity,  which  includes  a  large  migrant 
populations.    Finally,  OSAP  is  collaborating  with  the  Bureau  of 
Justice  Assistance  to  provide  Hispanic  children  in  grades  K-4  with 
information  on  developing  positive  attitudes  and  appropriate  skills 
needed  to  be  healthy,  drug-free  individuals. 

Additionally,  through  the  National  Training  System,  OSAP  is 
implementing  linguistically  and  culturally  appropriate  models  of 
health  training  for  substance  abuse  treatment  professionals.  OSAP 
is  currently  working  with  national  health  profession  organizations 
representing  the  Hispanic  population  in  the  development  of  these 
training  materials. 

Mr.  Roybal.    Also,  under  these  areas  will  support  be  targeted 
to  national  non-profit  Hispanic  health  organizations  who  have  an 
organizational  policy  and  history  of  not  accepting  funding  from 
alcohol  and  tobacco  companies  or  their  subsidiaries? 

Dr.  Johnson.    Several  of  the  programs  referenced  above  are 
supported  through  the  awarding  of  competitive  grants.    Under  this 
competitive  process,  no  Office  for  Substance  Abuse  Prevention 
(OSAP)  funding  is  targeted  toward  any  specific  organization  or 
group.    Rather,  all  organizations  are  eligible  to  apply  for  OSAP 
grant  funding  and  all  are  subject  to  the  same  peer  review  process 
which  is  the  basis  for  OSAP  funding  decisions.    Acceptance  or  non- 
acceptance  of  money  from  alcohol  beverage  and  tobacco  companies,  or 
their  subsidiaries,  is  not  a  criterion  considered  in  either  the 
technical  review  of  or  in  the  awarding  of  OSAP  demonstration 
grants. 
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Mr.  Roybal .     In  providing  training  services  under  programs  of 
the  Office  for  Substance  Abuse  Prevention  what  percentage  of  funds 
have  been  provided  to  existing  national  minority  health 
organizations  with  a  proven  record  of  serving  minority  communities? 

Dr.  Johnson.     The  Office  for  Substance  Abuse  Prevention 
(OSAP) ,   through  the  National  Training  System,   continues  to  work 
collaboratively  with  diverse  and  culturally  experienced 
organizations  in  developing  and  providing  training  services. 
During  the  past  years,  OSAP  funded  the  development  of  culturally 
specific  curricula  which  are  currently  within  the  public  domain. 
The  curricula  were  developed  through  the  assistance  of  a  nationally 
recognized  organizations  serving  culturally  specific  communities. 

Additionally,   two  components  of  the  National  Training  System 
support  significant  training  services  to  minority  health 
organizations.     The  first  component  provides  technical  assistance 
to  organizations  and  communities  which  currently  do  not  have  an 
OSAP  Community  Partnership  grant.     Minority  communities  and 
organizations  comprise  80%  of  the  assistance  provided  under  this 
contract.     The  other  component  is  the  training  of  health 
professionals  in  prevention  of  alcohol  and  other  drugs. 
Approximately  20%  of  the  Health  Professional  Training  Budget  is 
committed  to  national  health  profession  organizations  which 
represent  predominantly  ethnic/racial  minority  populations. 

Mr.  Roybal.     Given  the  goal  of  supporting  minority  community 
infrastructure,  what  is  the  rationale  for  funding  non-profit 
organizations  who  do  not  have  a  history  of  community  service? 

Dr.  Johnson.     The  ADAMHA  peer  review  process  establishes  a 
protocol  for  determining  an  organization's  history  for  community 
service,  as  well  as,   cultural  sensitivity.     The  result  is  that  most 
of  the  grant  awards  are  in  fact  made  to  organizations  that  already 
provide  some  form  of  service  in  the  community  (i.e.,  schools, 
hospitals,  housing  projects,   etc.).     Section  B  of  the  High  Risk 
Youth  grant  application,  Background  and  Significance,   is  that 
portion  of  the  application  where  potential  grantees  discuss  any 
relevant  prior  work  in  the  target  community  or  with  the  target 
population . 

OSAP  places  emphasis  on  supporting  and  enhancing  the 
activities  of  community  based  programs.     Each  large  OSAP  grant 
program  has  a  series  of  Technical  Assistance  Workshops  to  prepare 
potential  grantees  for  developing  competitive  proposals.  Each 
grant  program  also  has  technical  assistance  provided  by  both  phone 
and  through  the  review  of  concept  papers  for  applicants  who  were 
unable  to  attend  a  technical  assistance  workshop.     Finally,  the 
review  process,   as  stated  above,   attempts  to  set  the  framework  for 
a  fair  review  of  all  proposals  and  often  accepts  the  letters  of 
community  leaders  and  organizations  as  evidence  that  the  potential 
grantee  is  well  connected  to  the  target  community.     OSAP  is  also  in 
the  process  of  defining  "cultural  sensitivity"  as  it  relates  the 
grant  programs  so  the  review  committees  will  have  a  clear  criterion 
for  review. 
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Questions  Submitted  by  Mr.  Stokes 

OTHER  VIOLENCE  ISSUES 

Mr.   Stokes.     Research  supported  by  NIMH  show  that  violent 
events  are  far  more  common  than  previously  believed,   and  that  such 
events  occur  to  the  majority  of  the  population  (page  86). 
What  are  some  of  the  findings  in  this  area? 

Dr.  Goodwin.     In  one  study,   the  frequency  and  impact  of  10 
different  traumatic  events  were  examined  in  a  sample  of  1,000 
adults  of  mixed  age,   sex,   and  race  living  in  the  southeastern  part 
of  the  United  States.     Over  their  lifetimes,   69  percent  of  the 
sample  experienced  at  least  one  of  the  events,    including  tragic 
death  (30  percent) ,  robbery  (25  percent) ,   and  physical  assault  (15 
percent).     In  the  previous  year  alone,   21  percent  of  the  sample  had 
experienced  one  or  more  of  these  violent  and  traumatic  events. 

Mr.   Stokes.     To  what  extent  does  violence  affect  stress? 

Dr.  Goodwin.     While  exposure  to  violence  can  result  in 
several  mental  disorders,   the  most  common  of  these  is  called  post- 
traumatic stress  disorder  (PTSD) .     Diagnostic  criteria  for  PTSD 
include:   1)  exposure  to  an  extreme  stressor  outside  the  range  of 
usual  human  experience;   2)   reexperiencing  the  traumatic  event  via 
memories,   dreams,   flashbacks,   or  distress  at  exposure  to  reminders; 
3)  persistent  avoidance  of  stimuli  associated  with  the  trauma,  or 
numbing  of  general  responsiveness;   and  4)  symptoms  of  increased 
arousal,   such  as  sleep  disturbance,    irritability,   and  difficulty 
concentrating.     What  is  becoming  increasingly  clear  is  that  the 
extreme  events  which  can  cause  PTSD  are  quite  common.   In  fact, 
recent  research  suggests  that  such  traumatic  events  happen  to  the 
vast  majority  of  people,   calling  into  question  the  definition  of 
the  stressor  itself  as  "an  event  that  is  outside  the  range  of  usual 
human  experience."     A  study  of  an  HMO  population  in  Detroit  found  a 
high  rate  of  PTSD  as  a  result  of  exposure  to  violent  events  (24 
percent),   resulting  in  a  lifetime  PTSD  prevalence  of  9.2  percent 
for  the  HMO  population  as  a  whole. 

ALCOHOL  USE  AND  INJURY/VIOLENCE 

The  budget  document  reports  (pages  153-157)  that  both  intentional 
and  unintentional  injury  rank  as  the  fourth  leading  cause  of  death 
for  the  total  population  and  as  the  leading  cause  of  death  for 
persons  aged  1-44  years.     Research  suggests  that  there  is  a 
correlation  between  alcohol  consumption  and  risk-taking  and 
aggressive  behavior. 

Mr.   Stokes.     What  are  some  of  the  findings  in  this  area? 

Dr.  Gordis.     Alcohol-related  violence  is  a  widespread  and 
growing  phenomenon  documented  by  many  studies  of  homicide,  suicide, 
rape,   family  violence,   and  other  non- fatal  assaults.     Alcohol - 
related  problems  are  found  disproportionately  among  incarcerated 
criminal  offenders.     The  spiraling  costs  of  such  violence  to  the 
public  through  health  care  and  criminal  justice  system 
expenditures,   as  well  as  in  losses  to  victims,   offenders,  their 
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families,  and  employees  make  this  a  major  and  growing  public  health 
problem. 

There  is  ample  literature  to  document  the  association  between 
drinking  and  violence;     alcohol  usually  is  found  to  be  present  in 
victim,  offender,   or  both  in  a  majority  of  violent  incidents 
including  homicides,   serious  assaults,   sexual  offenses,  domestic 
violence  (i.e.,   spouse,   child,   and  elder  abuse),   and  suicides. 
Alcohol -induced  increases  in  aggressive  behavior  as  well  as  actual 
incidents  of  violence  appear  to  depend  on  a  variety  of  genetic, 
personality,   situational,   and  cultural  factors. 

Recent  research  in  the  neurosciences  has  found  that 
impulsively  aggressive,   alcohol-abusing,  violent  offenders  are 
characterized  by  antisocial  personality  or  intermittent  explosive 
disorder,   and  have  biochemical  indexes  of  low  central  nervous 
system  serotonin  turnover,   and  abnormal  glucose  metabolism  and 
sleep -wake  rhythm.     Studies  focused  on  environmental  factors  such 
as  the  effects  of  temporary  reductions  in  alcohol  availability  have 
found  that  the  level  of  violence  dropped  when  the  supply  of  alcohol 
was  interrupted.     These  findings  point  to  the  need  for  new  research 
on  alcohol-related  violence  from  a  public  health  perspective 
designed  to:      (1)   develop  models  of  the  causes,   effects  and  costs 
of  alcohol -  related  violence  that  take  into  account  individual 
differences,   drinking  environments,   and  social  policies;   and  (2) 
test  interventions  that  alter  the  violence/alcohol  connection  or 
reduce  the  level  of  violence  in  our  society. 

Mr.   Stokes.     To  what  extent  is  alcohol  implicated  in  murders 
and  attempted  murders,   manslaughters,   sexual  assaults,   suicides  and 
other  violent  crimes? 

Dr.   Gordis.     The  ample  literature  documenting  the  association 
between  drinking  and  violence  indicates  that  alcohol  often  is  found 
to  be  present  in  victim,   offender,   or  both  in  a  majority  of  violent 
incidents  including  homicides,   serious  assaults,   sexual  offenses, 
and  suicides-7.     Alcohol - induced  increases  in  aggressive  behavior  as 
well  as  actual  incidents  of  violence  appear  to  depend  on  a  variety 
of  genetic,  personality,   situational,   and  cultural  factors. 
Approximately  49  percent  of  murders  and  attempted  murders;  68 
percent  of  manslaughters;   52  percent  of  rapes  and  sexual  assaults; 
48  percent  of  robberies;   62  percent  of  assaults;   and  49  percent  of 
all  other  violent  crimes  are  perpetrated  by  persons  under  the 
influence  of  alcohol-7.     It  is  estimated  that  thirty  percent  of  all 
suicides,   50  percent  of  all  homicides,   and  30  percent  of  accidental 
deaths  are  attributable  to  alcohol  abuse-7.     Acute  alcohol 
intoxication  has  been  implicated  in  50  to  70  percent  of  incidents 
of  marital  abuse-7.     More  than  60  percent  of  violent  offenders  in 
prison  committed  crimes  under  the  influence  of  alcohol  or  drugs. 

1/  Alcohol,  Drugs  of  Abuse,  Aggression  and  Violence,  Miczek, 

DeBold,  et  al.  (January  1991,  Tufts  University). 
2/  Alcohol  and  fealth  VII,  U.S.D.H.H.S. ,  January,  1990. 
3/  Alcoholism:    The  Search  for  Solutions,  NIAAA,  1988. 
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YOUTH  SUICIDE 

Mr.   Stokes.     To  what  extent  do  we  need  to  provide 
intervention  or  treatment  services  for  the  relatives  and  friends  of 
victims? 

Dr.   Goodwin.     The  friends  and  relatives  of  a  person  who  has 
committed  suicide  often  experience  intense  feelings  of  guilt, 
grief,  anger,  and  bewilderment.     Research  suggests  that  they  are  at 
risk  for  depression.     Active  outreach  to  the  family  and  friends  is 
necessary  and  should  include  opportunities  to  ventilate  feelings, 
increased  social  support,  and  evaluation  by  a  mental  health 
professional  if  emotional  problems  persist,  because  depression  and 
other  mental  disorders  are  risk  factors  for  suicide.     In  addition, 
"Cluster  suicides"  have  been  widely  reported.     In  these  instances, 
a  number  of  youth  may  attempt  or  successfully  complete  suicide  in 
response  to  factors  that  are  still  not  well  defined.     Research  is 
underway  to  better  understand  these  clusters,   provide  appropriate 
intervention  services  that  will  decrease  the  likelihood  of  such 
phenomena,   and  define  appropriate  care  and  effective  interventions. 

OTHER  AIDS  ISSUES 

Mr.   Stokes.     ADAMHA  recently  sponsored  a  meeting  on  linkages 
between  primary  care,   substance  and  alcohol  abuse  services  and  HIV 
services.     How  does  ADAMHA  intend  to  assure  the  implementation  of 
the  recommendations  of  this  conference? 

Dr.   Primm.     The  FY  1993  budget  request  includes  $16  million 
for  a  demonstration  grant  program  which  will  fund  approximately  24 
grantees.     These  grantees  will  develop  and  implement  models  of 
coordinated  and  comprehensive  primary  care/substance  abuse/mental 
health/HIV/AIDS  treatment  systems  targeting  specific  critical 
populations  such  as  rural,  urban,   adolescents,  women/children, 
racial/ethnic  minorities,  and  others.     The  various  models  will  be 
evaluated  for  their  effectiveness  in  increasing  access  to  care  and 
improving  treatment  outcomes . 

Mr.   Stokes.     Is  there  additional  cost  associated  with 
implementation? 

Dr.   Primm.     Yes,  beginning  in  FY  1992,   OTI  will  fund  and 
coordinate  four  regional  meetings,   at  a  cost  of  approximately 
$100,000  each,   to  assist  with  State  implementation  of  the 
strategies  and  action  plans  developed  through  the  SALI  conference. 
Participants  in  these  meetings  will  include  treatment  providers, 
Federal,   State,   and  local  health  officials,   policy-makers,  and 
third-party  payers.     These  key  players,  with  the  authority  to  make 
the  changes  necessary  to  eliminate  the  barriers  to  linkage,  will 
collaborate  in  the  review  and  drafting  of  recommended 
modifications/additions  to  legislation,    insurance  codes  and 
licensing  requirements. 
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RESEARCH  ON  NEEDLE  EXCHANGE 

Mr.   Stokes.     What  plans  does  ADAMHA  have  to  evaluate  the 
efficacy  of  needle  exchange  programs  as  a  form  of  HIV  prevention? 

Mr.  Millstein.     The  link  between  AIDS  and  injection  drug  use 
is  well  established.     NIDA  research  on  behavior  change  strategies 
designed  to  reduce  the  risk  of  AIDS  in  individuals  who  are  not-in- 
treatment  has  confirmed  that  injection  drug  users  who  are 
approached  and  counseled  in  their  communities  will  change  their 
behaviors  to  significantly  reduce  their  risk  of  contracting  and 
spreading  HIV.     Research  has  shown  that  drug  users  in  treatment 
share  needles  significantly  less  often  than  those  out  of  treatment, 
though  both  groups  may  continue  to  inject. 

In  an  effort  to  reach  IDUs  who  continue  to  place  themselves 
and  others  at  risk,   a  number  of  communities  across  the  U.S.  and 
abroad  have  initiated  needle  exchange  programs  in  the  hopes  that 
increased  availability  of  sterile  needles  will  reduce  needle 
sharing  among  IDUs.     Locally  sponsored  exchange  programs  are  now 
conducted  in  five  states:     Colorado,   Connecticut,   Hawaii,  Oregon, 
and  Washington. 

While  ADAMHA  does  not  endorse  or  support  needle  exchange  as  a 
way  of  dealing  with  this  problem,  we  are  interested  in  the  results 
of  programs  funded  by  others.     Determining  the  effects  of  needle 
exchange  interventions  is  an  extraordinarily  complex  undertaking, 
and  rigorous  scientific  evidence  is  currently  lacking.     NIDA  has 
just  recently  funded  the  first  Federal  grant  ever  to  evaluate  an 
ongoing  needle  exchange  program.     The  grant,   entitled  "A  Syringe 
Tracking  and  Testing  System  for  IVDU  Epidemics",  was  awarded  to 
Yale  University  for  a  3-year  period.     Under  this  project,  no 
federal  funds  will  be  used  to  distribute  sterile  needles  or 
syringes  to  addicts. 

OSAP  AND  OTI  TRAINING  PROGRAMS 

Mr.   Stokes.     Both  OSAP  and  OTI  have  training  activities, 
how  are  these  linked  or  coordinated? 

Mr.   Trachtenberg .     Both  OSAP  and  OTI  link  or  coordinate  their 
training  activities  in  a  number  of  ways.     First,    there  is  a 
cooperative  effort  between  OSAP  and  OTI  that  is  developing  the 
Substance  Abuse  Counselor  Training  Program.     To  date,  OSAP  has 
provided  over  $12  million  to  support  this  joint  effect  as  well  as 
provide  staff  consultation  and  other  support  as  needed.     OSAP  also 
works  with  OTI  in  developing,   testing,   and  delivering  substance 
abuse  prevention  curricula  through  the  National  Medical  Association 
and  has  jointly  funded  workshops  at  the  National  Judicial  College. 
In  addition,  OSAP  and  OTI  staff  have  informally  coordinated 
parallel  prevention  and  treatment  training  efforts,   such  as  OSAP's 
Volunteer  Faith  Initiative  and  OTI ' s  Treatment  Faith  Initiative. 
Finally,  both  OSAP  and  OTI  participate  in  the  ADAMHA  training  co- 
coordinating  committee  and  the  HRSA  sponsored  Physician  Consortium 
on"Substance  Abuse  Education.     The  Office  for  Treatment  Improvement 
also  collaborates  with  the  Office  for  Substance  Abuse  Prevention 
(OSAP)  to  expand  the  National  Training  System.     OSAP  will  provide 
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approximately  $5.5  million  in  training  funds  to  OTI  for  these  joint 
efforts  in  FY  1993. 

Mr.  Stokes.     What  plans  does  the  agency  have  to  assure  that 
HIV  prevention  will  be  part  of  the  training  program? 

Mr.  Trachtenberg.     The  Office  for  Substance  Abuse  Prevention 
has  incorporated  various  efforts  within  its  National  Training 
System  to  address  HIV  prevention.     Through  its  Community  Prevention 
Training  program,  communities  are  trained  in  how  to  build  broad 
based  and  sustainable  HIV  prevention  efforts.     HIV  is  also 
addressed  in  prevention  curriculum  that  is  developed,   tested  and 
distributed  through  the  National  Training  System.     Finally,  many  of 
OSAP's  certified  substance  abuse  prevention  trainers  are  also 
certified  AIDS/HIV  trainers. 

The  Office  for  Treatment  Improvement  has  initiated  several 
programs  to  train  substance  abuse  treatment  providers.     A  primary 
focus  of  these  training  efforts  is  the  prevention  of  the  spread  of 
HIV  among  substance  abusers.     These  training  programs  are  intended 
to  alert  substance  abuse  treatment  providers  to  the  need  for  adding 
basic  service  components  to  their  treatment  regimens  for  drug 
abusers  and  other  target  populations  who  are  at  risk  for  HIV/AIDS. 
In  addition,  all  State  technical  assistance  and  training  materials 
and  activities  will  include  information  on  infectious  diseases. 

MENTAL  HEALTH  PROTECTION  AND  ADVOCACY 

No  funding  is  required  for  the  protection  and  advocacy  program  in 
FY  1993.     Last  year,   $19.5  million  was  provided.     This  program 
provides  financial  support  and  technical  assistance  for  programs 
that  protect  the  rights  of  mentally  ill  individuals,  while  these 
individuals  are  inpatients  or  residents  in  facilities  rendering 
care  and  treatment. 

Mr.   Stokes.     The  budget  document  states  that  in  1990,  a  total 
of  31,520  complaints  or  allegations  were  handled  for  some  22,000 
individual  clients.     In  1990,  what  type  of  complaints  were  filed? 
How  many  and  what  percentage  were  in  the  area  of  abuse,  were  based 
on  neglect,  or  concerned  other  protection  issues? 

Dr.  Goodwin.     For  1990,  the  most  recent  year  with  data 
available,  over  22,000  clients  made  complaints  or  allegations  of 
abuse,  neglect,  and  or/other  violations  of  individual  rights. 
Allegations  of  abuse  included  physical  assault  and  the 
inappropriate  or  excessive  use  of  medication.     Neglect  complaints 
involved  failure  to  provide  an  appropriate  release,   failure  to 
provide  appropriate  treatment,  and  failure  to  provide  discharge 
planning.     Complaints  of  violation  of  individual  rights  pertained 
to  obtaining  entitlements  and  reimbursements,   issues  of  privacy, 
and  access  to  legal  representation. 

Clients  required  assistance  in  a  total  of  31,558  case  problem 
areas;  many  clients  receive  assistance  for  more  than  one  complaint. 
Allegations  of  abuse  (8,416)  comprised  27  percent  of  the  total 
complaints  handled;  allegations  of  neglect  (13,420)  accounted  for 


726 


43  percent  of  the  total  complaints,  and  rights  protection  issues 
(9,722)  accounted  for  31  percent  of  the  total  complaints. 

Mr.  Stokes.     Considering  the  level  of  activity  in  this  area, 
why  has  elimination  of  funding  been  proposed? 

Dr.  Goodwin.     The  goal  has  been  to  provide  financial  support 
and  technical  assistance  to  strengthen  State  programs  to  ensure 
that  the  rights  of  mentally  ill  individuals  are  protected.  Federal 
dollars  and  technical  assistance  activities  have  been  directed 
toward  developing  strong  P&A  infrastructures,  enabling  P&A  systems 
to  increase  their  staffs  and  expand  their  knowledge  and  program 
activities  to  enable  them  to  demonstrate  their  value  to  the  States. 

The  Administration  is  proposing  an  elimination  of  federal  support 
for  the  Protection  and  Advocacy  Program  because  it  believes  that 
this  is  an  activity  for  which  the  States  rightfully  should  have 
responsibility.     ADMA  Block  Grant  funds  could  be  used  by  the  States 
to  continue  P&A  activities. 

NATIONAL  HOUSEHOLD  SURVEY  ON  DRUG  ABUSE 

Mr.   Stokes.     The  household  survey  is  the  broadest  of  NIDA's 
surveys,   and  is  a  primary  source  of  measurement  used  to  assess  drug 
using  behaviors.     Most  estimates  of  drug  use  and  abuse  are  derived 
from  this  survey.     Unfortunately,  while  persons  residing  in 
households  or  going  to  school  are  captured  on  this  survey, 
individuals  in  jail,  nursing  homes,   drop-out,   etc.   are  not  (page 
120) .     To  what  extent  are  we  able  to  ascertain  the  number  of 
persons ,   or  the  percentage  of  the  population  who  are  excluded  from 
this  survey? 

Mr.  Millstein.     The  National  Household  Survey  on  Drug  Abuse 
(NHSDA)   is  a  representative  sample  of  persons  age  12  years  old  and 
older  belonging  to  the  civilian  non- institutionalized  population  in 
the  50  States  and  the  District  of  Columbia.     This  population 
includes  persons  living  in  housing  units,  college  dormitories, 
rooming  and  boarding  houses,  homeless  shelters,   and  civilians 
residing  on  military  bases.     School  dropouts  residing  in  these 
types  of  dwellings  are  also  included.     Persons  residing  in 
correctional  or  mental  institutions,  nursing  homes,   or  long-term 
hospitals  are  excluded  from  the  survey.     According  to  the  1990 
Census ,   the  excluded  population  accounts  for  about  2  percent  of  the 
total  population  (approximately  2  million  on  active  military  duty, 
and  3.3  million  in  institutions). 

Mr.   Stokes.     What  steps  are  being  taken  to  enhance 
existing  methodologies? 

Mr.  Millstein.     In  an  effort  to  improve  the  quality  of  the 
NHSDA  data,   NIDA  has  implemented  several  methodological  studies  to 
improve  the  survey  collection  instrument  and  the  sampling  methods. 
Other  studies  are  also  being  done  to  evaluate  the  characteristics 
of  non- respondents  to  improve  our  understanding  of  non- response 
bias  and  to  improve  non-response  adjustment  procedures. 

Cognitive  evaluations  were  performed  to  provide  an  in-depth 
evaluation  of  the  questionnaire,   to  identify  items  that  are 
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misinterpreted  or  are  difficult  to  answer  and  to  develop  better 
ways  to  ask  the  questions.     A  methodological  field  study  was 
conducted  to  test  several  new  methods  of  collecting  drug  use  data. 
Based  on  the  results  of  these  studies,   a  new  questionnaire  will  be 
developed  and  incorporated  into  the  1993  survey.     A  split  sample 
design  using  both  the  old  and  new  questionnaire  is  currently  under 
review.     This  would  permit  comparisons  to  be  made  between  answers 
on  the  old  and  new  questionnaires. 

New  sample  design  options  were  evaluated  to  determine  their 
impact  in  terms  of  costs,  data  quality,  and  sampling  error. 
Approaches  to  increase  the  number  of  drug  users  captured  in  the 
sample  include  a  change  in  the  screening  form  that  identifies 
persons  who  smoke  cigarettes  (survey  data  show  that  cigarette 
smokers  are  more  likely  to  use  illicit  drugs) . 

Because  the  Household  Survey  methodology  may  not  be  the  most 
appropriate  for  all  population  groups,  NIDA  is  exploring 
alternative  methods  for  collecting  data  from  hard-to-reach  or 
"hidden"  populations,  which  may  include  many  of  the  hard-core  drug 
users  such  as  heroin  addicts  that  are  believed  to  be  poorly 
represented  in  the  Household  Survey.     The  Washington,  D.C. 
Metropolitan  Area  Drug  Study  (DC*MADS)  provides  an  in-depth  look  at 
drug  use  among  hidden  and  elusive  populations  such  as  the  homeless, 
school  dropouts  and  the  institutionalized  as  well  as  the  civilian 
non- institutionalized  population.     Beginning  later  this  year,  data 
from  some  of  the  16  studies  will  be  analyzed.     This  provides  a 
unique  opportunity  to  evaluate  drug  use  from  a  sample  representing 
all  persons  residing  in  the  D.C.  metropolitan  area  as  well  as  to 
determine  what  impact  the  institutionalized  population  (excluded 
from  the  NHSDA)  has  on  drug  use  prevalence  estimates. 

COMMUNITY  YOUTH  ACTIVITY  PROGRAM 

Mr.   Stokes.     Funding  for  this  program  would  be  eliminated  in 
FY  1993.     This  program  has  received  significant  support  in 
Cleveland  and  in  the  state  of  Ohio,  which  stands  to  lose  $45,288. 
Why  has  no  funding  been  requested? 

Mr.  Trachtenberg.       OSAP  believes  it  is  appropriate  to 
continuously  review  its  program  priorities.     Given  the  fact  that 
the  authorizing  legislation  for  the  CYAP  program  ends  in  FY  1993 
and  that  many  of  the  CYAP  efforts  are  also  being  successfully 
promoted  through  the  HRY  grant  program,  OSAP  felt  it  an  appropriate 
time  to  attempt  to  streamline  and  focus  our  programs.     As  a  result, 
FY  1993  priorities  focused  on  targeting  limited  new  resources  on 
continuing  the  knowledge  development  efforts  of  our  higher  priority 
client-  and  systems-oriented  programs.     OSAP  does  believe  that 
current  activities  undertaken  through  the  CYAP  program  can  be 
supported  within  the  prevention  set-aside  of  the  ADMS  State  Block 
Grant  allocations . 

Mr.   Stokes.     How  many  grants  would  be  affected? 

Mr.  Trachtenberg.     Under  the  CYAP  program,  both  discretionary 
and  block  grants  are  awarded.     The  discretionary  grants  have  three 
year  project  periods  and,  with  the  FY  1992  funding,  all  31  grants 
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will  have  received  three  years  of  support.     As  a  result,  no 
competitive  grants  will  be  negatively  affected.     However,  none  of 
the  59  block  grants  (in  the  amount  of  $45  thousand  each,   in  FY 
1992)  awarded  to  States  and  territories  will  be  made  in  FY  1993. 

ADMS  BLOCK  GRANTS 

Level-funded  at  $1.36  Billion  in  FY  1993,   this  is  one  of  the 
largest  items  under  ADAMHA's  account  and  is  administered  by  Beny 
Primm's  office.     Funds  are  awarded  on  a  formula  basis  to  the  states 
for  alcohol,   drug  abuse,   and  mental  health  prevention  activities. 
At  the  requested  level,  Ohio  would  receive  about  $1  million  less  in 
FY  1993. 

Mr.   Stokes.     Why  has  no  increase  been  proposed  for  this 
activity? 

Mr.  Trachtenberg .     One  of  the  highest  priorities  for  ADAMHA 
in  the  FY  1993  budget  is  expansion  of  effective  drug  treatment 
slots.     The  budget  requests  an  increase  of  $128.5  million  for  the 
programs  in  the  Office  for  Treatment  Improvement.     This  includes  an 
additional  $77.0  million  for  the  Capacity  Expansion  Program.  These 
programs  will  generate  17,412  new  slots  serving  48,754  people.  All 
of  these  programs  will  be  funded  through  the  States.  The  budget 
increased  these  more  targeted  programs  because  they  are  much  more 
efficient  than  the  ADMS  Block  Grant  in  generating  treatment  slots. 
For  every  dollar  provided  to  the  ADMS  Block  Grant,   only  28  cents 
supports  drug  abuse  treatment. 

Mr.   Stokes.     Considering  that  the  program  would  be 
level-funded,  why  is  the  state  of  Ohio  projected  to  receive  less  in 
FY  1993? 

Mr.  Trachtenberg.     There  are  several  factors  required  by  the 
authorizing  legislation  that  contributed  to  Ohio  receiving  less  in 
FY  1993  that  it  did  in  FY  1992  even  though  the  program  in  total 
would  be  level -funded:     1)  the  ADMS  Block  Grant  formula  itself 
changes  each  year  through  FY  1993  as  the  "hold  harmless"  provision 
fades  out,   2)  1990  Census  data  as  opposed  to  updated  1980  Census 
data  was  used,   3)  new  urban  statistics  for  the  States  which  have 
not  been  updated  since  1980  were  used,   and  4)  new  total  taxable 
resource  figures  were  used.     It  is  difficult,   at  best,   to  determine 
which  of  these  changes  had  an  impact  on  any  one  State's 
distribution.     In  all  likelihood  all  of  these  factors  contributed 
to  a  lower  allocation  to  Ohio. 

Mr.  Stokes.  To  what  extent  are  we  able  to  better  evaluate  how 
these  funds  are  being  spent  by  the  states? 

Dr.   Primm.     The  State  Systems  Development  Program  (SSDP) , 
implemented  in  1991,   is  designed  to  enhance  accountability  of  the 
ADMS  Block  Grant  funds,  monitor  State  expenditures  of  block  grant 
dollars  at  the  provider  level,   and  assist  the  States  in  their 
management  of  substance  abuse  treatment  programs.     The  program  will 
encompass : 
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o  Voluntary  State  Plans  -  States  have  been  asked  to  develop 

comprehensive  drug  treatment  and  prevention  plans  to  include 
information  on  the  need  for  services  at  the  substate  level; 
service  capacity;  public  expenditures;  and,   State  goals  and 
objectives  for  identifying  gaps  between  needs  and  service 
capacity.     Twenty- six  States  submitted  either  all  or  part  of 
the  voluntary  application  this  year. 

o  State  Needs  Assessments  Studies  -  States  are  to  provide 

estimates  of  service  needs  at  the  substate  level  for 
specified  population  subgroups.     Each  state  will  be  provided 
funds  to  hire  a  contractor  to  conduct  their  needs  assessment. 
It  will  take  at  least  three  years  to  fund  all  States. 

o  Technical  Reviews  -  Comprehensive  on-site  technical  reviews 

of  State  substance  abuse  treatment  programs  are  being 
conducted  to  determine  State  compliance  with  statutory 
requirements,   assess  State  performance  in  administering  block 
grant  funds,   document  and  analyze  the  costs  of  substance 
abuse  treatment  services,   and  assist  States  in  improving 
treatment  and  prevention  services.     Approximately  twenty 
reviews  are  planned  per  year,   so  that  all  States  will  be 
reviewed  on  a  three -year  cycle.     A  contract  to  conduct  the 
reviews  of  all  60  block  grant  jurisdictions  was  awarded  for 
an  approximate  cost  of  $2  million  per  year. 

o  Developmental  Technical  Assistance  -  Based  upon  the  findings 

of  the  technical  reviews,   individualized  technical  assistance 
plans  will  be  developed  for  each  State.     OTI  will  then  ensure 
that  appropriate  resources  and  technical  assistance  are 
provided.     In  addition,   approximately  ten  Treatment 
Improvement  Protocols  (TIPS)  or  practice  guidelines  will  be 
developed  each  year. 

o  State  Information  System  -  OTI  plans  to  link  the  data 

obtained  by  the  States  through  the  needs  assessment  studies 
with  data  collected  through  NDATUS  and  the  Client  Data  System 
to  create  a  comprehensive,   centralized  information  system. 
This  system  will  enable  OTI  to  monitor  and  assure  compliance 
with  statutory  block  grant  requirements.  Initial 
implementation  of  the  system  has  begun. 

o  Additionally,   OTI  is  operating  with  a  staff  of  14 

professionals  and  4  support  personnel  at  an  approximate 
annual  cost  of  $1.4  million    to  implement  and  monitor  the 
components  of  the  SSDP.     Professional  staffing  includes  eight 
health  service  administrators  to  oversee  activity  in  the 
field,  an  epidemiologist,  health  care  cost  accountants, 
health  service  planners,  a  data  manager,   and  a  programmer. 
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Questions  Submitted  by  Mr.  Early 

MEDICATIONS  DEVELOPMENT 

Mr.   Early.     One  of  ADAMHA's  research  priorities  areas  is  the 
medications  development  program.     Would  each  of  the  institute 
directors  bring  us  up  to  date  on  the  progress  in  their  areas  of 
j  urisdiction . 

Dr.  Goodwin.     NIMH  has  established  a  Psychotherapeutic 
Medications  Development  Program  (PMDP) .     The  mission  of  the  NIMH- 
PMDP  is  to  improve,   enhance  and  speed  the  development  of  new 
medications  and  improve  the  therapeutic  usefulness  of  existing 
medications  for  the  treatment  of  mental  illness .     The  program  is 
following  four  initiatives:     1)  drug  discovery  through  activities 
ranging  from  the  design,   synthesis  or  discovery  of  new  chemical 
entities  to  the  clinical  evaluation  of  new  or  existing 
psychotherapeutic  medications;   2)   technology  exchange  and  transfer; 
3)  development  of  the  research  infrastructure  for  the  pre-clinical 
and  clinical  evaluation  of  new  medications;   and  4)   development  of 
new  psychotherapeutic  concepts  and  models  to  guide  the  development 
of  new  medications.     The  Institute-wide  program  includes  a  major 
initiative  in  the  Intramural  program  and  the  development  of 
psychotherapeutic  agents  from  natural  sources  that  may  have 
potential  for  treatment  of  HIV  infection  in  the  brain.     The  NIMH 
intramural  research  projects  focus  on  treatment  efficacy  of 
currently  available  medications,   testing  of  new  treatment 
modalities,   and  the  study  of  treatment-resistant  populations. 
Also,   there  are  significant  concerns  about  appropriate  and 
judicious  use  of  medications  in  children  and  adolescents.  Most 
drug  companies  do  not  test  these  agents  in  children  and 
adolescents,  because  of  concerns  for  potential  side  effects.     In  a 
sense,   children  are  "pharmacologic  orphans"  since  clinicians  can 
only  use  medications  in  this  population  as  an  off-label  indication 
(except  for  Attention  Deficit  Hyperactivity  Disorder) .     NIMH  sees 
this  as  a  significant  problem  and  wishes  to  develop  further 
research  to  determine  appropriate  medication  indications  for 
children.     The  Institute  has  begun  initial  discussions  with  other 
Government  agencies  to  enable  this  process  of  defining  appropriate 
psychoactive  medication  applications  for  children. 

Mr.  Millstein.  Since  the  establishment  of  the  Medications 
Development  Program  in  NIDA  in  September  1990,  the  following  has 
been  achieved: 

Clinical  Trials 

Planning  is  nearly  completed  for  initiation  of  a  400  patient  LAAM 
trial,   an  alternative  to  methadone.     Planning  is  also  completed  for 
a  pharmacokinetics  trial  of  LAAM.     These  trials  are  needed  for  New 
Drug  Application  (NDA)   approval.     A  pharmacokinetics  study  of  LAAM 
crossover  from  methadone  in  a  residential  setting  will  begin  in 
April  1992. 

Planning  is  completed  for  initiation  of  a  500  patient  NDA-quality 
trial  of  buprenorphine ,   an  alternative  to  methadone.     A  contract 
has  been  let  to  monitor  the  study  to  ensure  FDA  standards  are  met. 
A  12  month  study  on  the  effects  of  long  term  administration  of 
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buprenorphine  is  being  conducted  in  Los  Angeles.     A  48  subject 
study  of  buprenorphine ' s  ability  to  substitute  for  street  opiates, 
blunt  the  subjective  and  physiological  effects  of  opiates,  and 
measure  the  severity  of  withdrawal  from  buprenorphine  is  being 
conducted  at  the  Veterans  Administration  Medical  Center  (VAMC)  in 
Washington,  DC. 

The  NIDA  intramural  research  facility  is  planning  or  conducting  the 
following  studies  directly  testing  medications  or  testing 
hypotheses  directly  relevant  to  substance  abuse  medications 
development : 

a  clinical  trial  of  the  effects  of  carbamazepine  to  reduce 
cocaine  usage  in  an  outpatient  population; 

a  residential  study  of  the  effects  of  carbamazepine  on  desire 
to  self -administer  cocaine; 

two  studies  to  assess  the  effects  of  a  serotonin  antagonist 
on  the  use  of  cocaine  in  an  outpatient  population  and  the 
desire  to  self - administer  cocaine  in  a  residential  setting; 

two  studies  to  test  the  ability  of  various  dopaminergic 
agents  to  interfere  with  the  subjective  effects  of  cocaine; 

a  study  to  assess  the  effect  of  buprenorphine  on  usage  of 
cocaine  and  opiates  in  a  dually  dependent  population; 

a  Phase  I  study  of  a  depot  form  of  naltrexone,   a  narcotic 
antagonist.     NIDA  has  developed  a  formulation  which  will 
effectively  block  the  effects  of  opiates  for  up  to  30  days. 

A  clinical  data  management  program  has  been  established  by  staffing 
the  Medications  Development  Division  (MDD)  with  personnel  who  have 
FDA  experience  and  by  utilizing  an  interagency  agreement  with  the 
VA  Cooperative  Studies  Program.     A  program  to  prepare  and 
distribute  supplies  for  clinical  trials  has  been  established  and  is 
providing  supplies  for  both  the  LAAM  and  buprenorphine  trials. 

A  network  of  20  substance  abuse  treatment  clinical  researchers  has 
been  established  at  leading  academic  centers,  VAMCs ,   and  private 
treatment  centers.     The  Medications  Development  Division  is  also 
beginning  to  coordinate  the  efforts  of  NIDA's  Treatment  Research 
Units,   seven  academic  centers  established  to  perform 
pharmacotherapeutic  research.     These  units  have  performed  clinical 
trials  with  carbamazepine,   amantadine,   gepirone,  desipramine, 
bupropion,  clomipramine,   and  fluoxetine.     A  meeting  is  set  to 
develop  a  decision  network  regarding  continuation  of  trials  for 
various  drugs  as  well  as  planning  new  trials. 

An  excellent  working  relationship  has  been  established  with  FDA.  A 
joint  FDA/NIDA  workshop  is  held  each  month,   and  FDA  assists  in  the 
preparation  and  design  of  clinical  protocols.     FDA  Clinical 
Guidelines  for  the  conduct  of  clinical  trials  for  treating  drug 
abuse  are  in  final  draft. 
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Two  Cooperative  Research  and  Development  Agreements   (CRADAs)  have 
been  implemented  with  major  pharmaceutical  companies  to  study 
bupropion  (a  marketed  drug)  and  gepirone  (an  R&D  drug)  for 
crack/cocaine  treatment.     Each  study  is  a  multicenter  trial  in  VAMC 
and  academic  clinical  centers.     The  gepirone  study  has  been 
completed  and  is  under  analysis.     The  bupropion  study  will  enroll 
150  patients. 

A  40  subject  trial  of  nimodipine,   a  calcium  channel  blocker,   as  a 
potential  agent  to  treat  cocaine  craving  is  currently  under  way,  as 
is  a  50  subject  trial  of  diethylpropion  as  a  potential  substitution 
medication  for  cocaine  addiction. 

The  Pharmaceutical  Manufacturers  Association  (PMA)  has  established 
a  special  PMA  Commission  on  Medications  to  Treat  Drug  Dependence. 
Nine  leading  scientists/managers  meet  with  NIDA  quarterly  to 
provide  an  industry  perspective  to  NIDA's  Medications  Development 
Program.  Interaction  with  over  40  pharmaceutical  firms  have  been 
completed.  Several  companies  are  providing  both  marketed  and  R&D 
compounds  for  clinical  trials. 

Discovery .     The  Medications  Development  Division  has  focused  its 
resources  on  crack/cocaine  addiction  and  on  heroin  dependence 
because  of  the  major  health  and  economic  importance  of  these  two 
abuse  areas. 

A  consortium  of  animal  testing  facilities  has  been  established. 
Since  different  laboratories  will  be  conducting  tests  for  NIDA,  a 
quality  assurance  program  is  being  established  to  ensure  lab  to  lab 
comparability  of  results.     Current  capacity  for  screening  potential 
crack/cocaine  medications  is  100  compounds  per  year.     This  capacity 
is  being  increased  to  300  compounds  per  year  for  FY  1993.  In 
addition,   efforts  are  under  way  to  engage  pharmaceutical  companies 
to  participate  in  conducting  in  vitro  testing  within  their 
companies . 

The  crack/cocaine  treatment  discovery  program  has  been  presented  to 
a  special  PMA  Commission  Discovery  Committee  to  determine  if  the 
program  would  meet  private  sector  standards.     The  individual 
experiences  of  the  Discovery  Committee  members  indicated  that  the 
Medications  Development  Division  now  has  a  viable  crack/cocaine 
treatment  discovery  program. 

A  Compound  Identification  Team  has  been  established  to  ensure  the 
focus  of  NIDA's  medications  development  efforts  on  the  most 
promising  mechanistic  approaches  to  treating  crack/cocaine 
addiction;   and  projects  have  been  established  at  10  research 
centers  to  synthesize  compounds  that  may  become  potential 
medications  for  heroin  and  crack/cocaine  abuse  treatment. 

Non-Clinical  Development.     A  toxicological  infrastructure  has  been 
established  to  provide  the  capability  and  capacity  to  conduct 
whatever  animal  safety  evaluation  studies  needed  for  both  pre-IND 
and  NDA  support  studies.     In  addition  to  the  conduct  of  one-month 
toxicity  studies  of  LAAM  and  nor-LAAM,   a  series  of  studies  of  drug 
interaction  between  LAAM  and  cocaine  have  been  conducted. 
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Protocols  have  been  finalized  for  reproduction  and  teratology 
studies  of  LAAM. 

A  program  has  been  established  to  systematically  evaluate  the 
potential  for  an  adverse  drug  interaction  between  possible  new 
treatment  agents  and  drugs  of  abuse.     This  program  was  established 
in  concert  with  the  FDA  Pilot  Drug  reviewing  division.     An  animal 
model  to  assess  whether  a  new  treatment  agent  will  potentiate 
cocaine's  effect  upon  the  heart  has  been  developed.  Three 
compounds  have  been  used  to  evaluate  the  model,   and  four  compounds 
will  be  assessed  in  the  immediate  future. 

Formulation  development  resources  have  been  set  up  through  a 
contract.     A  unit-dose  form  of  buprenorphine  has  been  manufactured 
and  filed  to  the  buprenorphine  IND.     A  rapidly  dissolving 
sublingual  buprenorphine  tablet  has  been  developed  and  is  currently 
being  assessed  for  its  bioavailability.     A  buprenorphine -naloxone 
(narcotic  antagonist)  combination  tablet  is  under  development. 

Chemical  synthesis  resources  have  been  established  to  accomplish 
scale-up  from  discovery  quantities.     Scale-up  of  six  compounds  for 
in  vivo  testing  is  underway.     Two  compounds  were  synthesized  for 
NIMH  and  NIAAA  evaluation. 

Analytical  services  have  been  established  through  contract  to 
support  clinical  and  preclinical  development.     Urine     samples  for  a 
gepirone  trial  have  been  completed.     GBR  12909  and  selegiline 
sample  analysis  from  a  cocaine  interaction/cardiotoxicity  study  in 
dogs  are  in  progress  now.     Urine  assays  to  detect  illicit  drug  use 
in  the  buprenorphine  center  study  will  be  conducted  using  this 
resource  center;  over  15,000  urine  samples  will  be  assayed  for  this 
NDA  study.     This  analytical  resource  will  be  utilized  for  the  assay 
of  3,000  urine  and  blood  sample  for  the  critical  LAAM 
pharmacokinetics  study  needed  for  the  LAAM  NDA. 

Dr.  Gordis .     NIAAA' s  efforts  in  the  medications  development 
research  areas  has  yielded  progress  in  the  treatment  of  alcohol- 
dependent  individuals.     In  a  double -blind ,  placebo  -  controlled 
study,   extramural  scientists  found  that  naltrexone  significantly 
decreased  alcohol  craving  and  reduced  mean  drinking  days.  Only 
8  percent  of  the  naltrexone  -  treated  subjects  relapsed  compared  to 
48  percent  of  the  placebo  subjects.     In  addition,  naltrexone  was 
not  associated  with  exacerbation  of  psychopathology .     These  results 
suggest  that  naltrexone  may  be  an  effective  adjunct  in  the 
treatment  of  alcoholism. 

Numerous  deaths  from  acute  alcohol  intoxication  in  the  United 
States  and  around  the  world,   and  uncontrolled  and  often  aggressive 
behavior  by  intoxicated  patients  admitted  for  treatment  in  hospital 
emergency  rooms,  have  underscored  the  need  for  development  of  a 
safe  alcohol  antagonist.     There  are  currently  few,    if  any,  drugs 
available  to  the  clinician  which  do  not  have  major  untoward  side 
effects.     Even  substances  being  avidly  investigated  currently,  such 
as  those  acting  at  the  benzodiazepine  (valium)   receptor,  have  pro- 
convulsant  properties,   and  require  close  supervision  of  the 
patient.     Intramural  researchers  have,  however,   recently  discovered 
that  drugs  which  reduce  epinephrine  synthesis,   and  block  alpha- 2 
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receptors  in  doses  far  in  excess  of  those  required  for  reversing 
alcohol  intoxication,  were  found  not  to  be  pro - convulsant ,   and  have 
few  side  effects.     Further  research  should  produce  a  more  safe  and 
efficacious  means  for  physicians  to  treat  patients  intoxicated  with 
alcohol  in  the  emergency  room. 

The  Institute  remains  optimistic  that  additional  medicational 
adjuncts  to  alcoholism  treatment  will  be  developed.     Recent  work 
with  desipramine  also  encourages  us  that  careful  selection  and 
employment  of  certain  psychotropic  drugs  with  alcoholics  sufferings 
from  collateral  psychopathology ,   such  as  depression,   may  both 
diminish  emotional  distress  and  decrease  drinking. 

MEDICATIONS  DEVELOPMENT 

Mr.   Early.     How  much  is  being  allocated  for  this  program  in 
FY  92?     Included  in  your  FY  93  budget  request? 

Mr.   Trachtenberg .     Funding  for  medications  development  is  as 

follows : 

Institute  FY  1991  FY  1992  FY  1993 

NIMH   $6,754  $8,340  $11,051 

NIDA   41,251  44,737  47,989 

NIAAA   1. 387  3.294  4.442 

Total   $49,392  $56,371  $63,482 

RESEARCH  PROJECT  GRANTS 

Mr.   Early.     What  is  the  projected  success  rate  for  new  and 
competing  grants  under  the  budget  request  for  each  of  your 
institutes,   and  how  does  this  compare  to  FY  92  and  FY  91? 

Mr.  Trachtenberg.     Research  Grant  Success  Rates  are  as 

follows : 

FY  1991  FY  1992  FY  1993 

NIMH  28%  24%  23% 

NIDA  31%  25%  29% 

NIAAA  25%  34%  26% 

Total  29%  26%  25% 

Mr.   Early.     What  is  the  projected  payline  percentile  for  the 
institutes,   and  how  does  this  compare  to  FY  92  and  FY  91? 


Mr.  Trachtenberg 


FY  1991  FY  1992  FY  1993 


NIMH  25  21  20 

NIDA  30  21  23 

NIAAA  24  33  23 

Total  26  25  22 
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Mr.   Early.     How  would  you  characterize  the  quality  of  the 
research  applications  you  are  receiving  today?     What  kinds  of 
trends  are  you  seeing? 

Mr.  Trachtenberg.     The  quality  of  research  applications  is  a 
matter  of  judgement  for  which  there  is  no  absolute  metric.     We  ask 
peer  reviewers  to  assign  a  priority  score  to  applications 
reflecting  their  perceived  degree  of  scientific  merit.  Because 
these  judgements  vary  as  fields  change  and  vary  among  fields,  we 
have  adopted  the  practice  of  converting  the  raw  priority  scores  to 
percentiles.     Every  year  the  priority  score  payline  of  applications 
we  can  fund  improves;  percentiling  is  a  means  of  forcing  reviewers 
to  spread  out  their  scores.     Most  observers  feel  that  the  quality 
of  applications  received  is  improving  as  biomedical  and  behavioral 
science  benefit  from  advances  in  technology  such  as  advanced 
imaging  systems  and  new  data  acquisition,   storage  and  manipulation 
systems.     The  pace  of  scientific  discovery  is  accelerating  as  such 
new  technologies  allow  investigators  to  build  more  rapidly  on 
established  knowledge. 

Mr.  Early.  Will  each  institute  be  able  to  fund  noncompeting 
grants  at  the  commitment  level  and  new  and  competing  grants  at  the 
peer-reviewed  level? 

Mr.  Trachtenberg.     As  part  of  our  Plan  for  Managing  Research 
Costs  the  ADAMHA  Institutes  are  restricting  the  growth  in  the 
portfolio  of  New  and  Competing  grants  to  the  Biomedical  Research 
and  Development  Price  Index  (BRDPI) .     Since  we  have  chosen  to  fund 
724  new  grants,   this  means  that,    in  some  cases,   awards  will  be  made 
below  peer  reviewed  levels.     On  noncompeting  grants  recurring  costs 
are  to  be  held  to  increases  of  4  percent.     Assuming  appropriations 
at  the  President's  Budget  levels  and  satisfactory  scientific  prog- 
ress,   it  is  our  intent  to  make  no  further  reductions. 

DECADE  OF  THE  BRAIN 

Mr.   Early.     Please  bring  us  up  to  date  on  the  progress  NIMH 
has  made  in  implementing  the  Decade  of  the  Brain  strategic  plan. 

Dr.  Goodwin.     The  Institute  has  made  significant  progress  on 
the  Decade  of  the  Brain  Plan.     On  the  research  front,   three  Silvio 
Conte  Centers  for  Neuroscience  Research  were  funded  in  1991.  We 
will  hold  the  Second  NIMH  Molecular  Neurobiology  Conference  on 
September  20-23,   1992  to  summarize  progress  and  initiate  the  second 
phase  of  NIMH  research  in  this  area.     Following  the  March  1991 
release  of  the  National  Academy  of  Science  report  "Mapping  the 
Human  Brain",   the  Human  Brain  Project  was  launched  to  implement  the 
Institute  of  Medicine  recommendations.     The  Human  Brain  Project 
will  develop  3 - dimens ional ,   computerized  maps  and  models  of  the 
structure,   functions,   connectivity,   pharmacology,   and  molecular 
biology  of  human,  monkey,   and  rat  brains  across  developmental 
stages  and  reflecting  both  normal  and  disease  states.     In  1992,  a 
workshop  will  be  held  to  evaluate  the  progress  of  the  program  in 
Theoretical,  Mathematical,   and  Computational  Neuroscience  and 
future  directions.     The  new  medications  development  initiative  has 
led  to  contracts  for  drug  synthesis  and  drug  screening.     The  major 
emphasis  is  on  collection,    isolation,   purification  of  therapeutic 
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substances  from  natural  sources  such  as  tropical  rain  forests  that 
contain  unusually  wide  plant  and  animal  diversity.     In  Intramural 
research,   the  Silvio  Conte  Building,  also  called  Building  49,   is  a 
new  state-of-the-art  animal  research  facility  on  the  NIH  campus. 
It  will  be  occupied  by  three  NIMH  laboratories  later  this  year.  A 
new  research  section  devoted  to  neurovirology/immunology  has  been 
established  within  the  Laboratory  of  Cell  Biology.     It  will  study 
simian  HIV  infections  and  their  effects  on  the  primate  brain.  The 
Laboratory  of  Molecular  Genetics  has  had  a  breakthrough  in  the 
successful  creation  of  a  transgenic  mouse  model  of  Gaucher 's 
disease.     This  will  be  of  great  value  in  determining  the  genetic 
basis  and  pathogenesis  of  this  disease. 

Efforts  to  bring  public  attention  to  the  Decade  of  the  Brain 
include:     the  Second  NIMH-Library  of  Congress  Symposium:  Learning 
and  Memory,  which  was  held  on  February  5,  1992;     the  Third 
International  Neuroscience  Symposium  will  be  held  by  the  Institute 
of  Medicine  in  September  1992;   and  the  imminent  release  of  a 
Federal  Government-wide  implementation  plan  for  the  Decade  of  the 
Brain  produced  by  the  White  House  Federal  Coordinating  Council  on 
Engineering  Science  and  Technology  (FCCSET)  Subcommittee  on  Brain 
and  Behavioral  Science  of  which  the  Deputy  Director,  NIMH,  has  been 
serving  as  a  Vice-Chair. 

Mr.   Early.     What  priorities  have  been  established  for  FY  92? 
FY  93?     How  much  money  has  been  allocated  for  this  program  in  FY 

92? 

Dr.   Goodwin.     The  neurosciences  constitute  a  rapidly 
developing  field  where  research  directions  are  being  continuously 
reshaped  in  light  of  new  empirical  data  and  new  theoretical 
considerations.     FY  1992  priorities  for  the  Decade  of  the  Brain 
include:     development  of  new  brain  imaging  technologies  and 
regional  imaging  centers  -     to  allow  direct  observation  of  the 
active  brain;   the  Silvio  Conte  Centers  Program  -   to  provide  a 
unifying  research  framework  for  collaborations  to  pursue  newly 
formed  hypotheses  of  brain-behavior  relationships  in  mental  illness 
through  innovative  research  designs  and  state-of-the-art 
technologies;   and  the  NIMH  program  to  develop  promising  new  drug 
molecules  and  produce  useful  psychotherapeutic  medications. 

In  FY  1993,   these  priorities  will  be  continued  and  expanded 
to  include  the  Human  Brain  Project.     The  Institute  of  Medicine  has 
enthusiastically  endorsed  the  development  of  computer  databases  and 
three  dimensional  models  of  the  human  brain.     The  mapping  project 
intends  to  use  the  anatomy  of  the  brain  as  a  baseline  and  layer  on 
sections  showing  the  location  of  neurotransmitters,  drug  binding 
areas,   and  sectors  affected  by  diseases.     This  initiative  will  use 
cutting-edge  imaging,  computer  and  network  technologies  to  develop 
and  establish  a  comprehensive  neuroscience  database  accessible  via 
an  international  computer  network.     Beyond  the  creation  of  a 
valuable  research  and  clinical  tool,   it  is  likely  that  this  project 
will  play  an  important  role  in  shaping  information  management  for 
the  early  part  of  the  twenty-first  century. 

The  FY  1992  current  estimate  projects  $238,134,000  for  Decade 
of  the  Brain  activities. 
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Mr.   Early.     How  much  is  included  in  your  FY  93  budget 
request? 

Dr.   Goodwin.     $255,088,000  is  included  in  the  President's 
Budget  for  activities  related  to  the  Decade  of  the  Brain. 

Mr.   Early.     How  do  these  resource  levels  compare  to  the 
recommendations  of  the  strategic  plans? 

Dr.   Goodwin.     The  Decade  of  the  Brain  Plan  recommends 
$197,874,000  more  than  ADAMHA  allocated  to  Decade  of  Brain 
activities  in  FY  1993. 

Mr.   Early.     How  much  support  is  necessary  in  order  to  fully 
implement  its  recommendations? 

Dr.   Goodwin.     The  Decade  of  the  Brain  Plan  recommends 
$452,962,000  for  these  NIMH  programs  in  FY  1993. 

Mr.   Early.     What  will  be  the  effect  of  this  disparity? 

Dr.   Goodwin.     The  disparity  will  slow  progress  towards 
solutions  to  major  problems  in  America,   affecting  health, 
productivity,   and  quality  of  life.     These  include  mental  disorders, 
Alzheimer's  disease,   neurological  disorders,   childhood  disorders, 
drug  abuse  and  homelessness ,   that  together  affect  tens  of  millions 
of  Americans,   and  cost  annually  hundreds  of  billions  of  dollars. 
This  disparity  could  also  contribute  to  loss  of  American  leadership 
in  areas  of  biotechnology  with  implications  for  international 
competitiveness  in  future  decades. 

NEURO IMAGING 

Mr.   Early.     Doctor,    last  year  we  discussed  the  importance  of 
neuroimaging  as  a  new  and  important  tool  for  health  and  medical 
research.     You  indicated  that  NIMH  was  in  the  process  of 
establishing  neuroimaging  centers.     What  progress  has  been  made  in 
this  area  within  the  past  year? 

Dr.   Goodwin.     In  the  Decade  of  the  Brain  report  it  was  urged 
that  NIMH  establish  Brain  Imaging  Centers  with  the  capacity  for 
positron  emission  tomography  (PET) ,   magnetic  resonance  imaging 
(MRI)   and  other  imaging  technologies.     In  FY  1990,   NIMH  issued  a 
program  announcement  requesting  grant  applications  to  establish 
functional  brain  imaging  centers  for  the  study  of  mental  disorders. 
The  goal  was  to  add  to  the  capacity  of  the  research  field  by 
establishing  10  local  and  regional  resources  to  conduct  PET  studies 
in  basic  brain  and  behavioral  sciences  and  mental  disorders.  The 
response  to  this  initiative  was  tremendous.     One  of  these  centers 
was  funded  FY  1991.     For  FY  1992  funding  consideration,  the 
Institute  has  received  several  new  outstanding  applications  and  we 
expect  to  fund  1  additional  center.     We  also  plan  to  release  a  new 
program  announcement  on  neuroimaging  in  FY  1992   to  invite 
applications  using  any  of  the  available  grant  mechanisms, 
particularly  the  traditional   investigator- initiated  research 
project  grant  (RPG/R01) . 
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Mr.   Early.     Doctor,  would  you  summarize  for  us  the  "human 
brain  project".     Why  is  this  project  important?     What  do  you  hope 
to  accomplish? 

Dr.   Goodwin.     Our  nation's  past  investment  in  neuroscience 
research  is  now  bearing  fruit,   and  the  opportunity  exists  to 
achieve  an  integrated  understanding  of  the  brain's  structures  and 
functions.     Paradoxically,   the  success  of  neuroscience  research  is 
making  such  an  integrated  view  difficult  to  obtain.     Progress  is 
now  so  rapid  that  it  is  difficult  to  keep  up  with  one's  own  area  of 
interest,  and  almost  impossible  to  keep  up  with  progress  in  all  the 
.other  related  areas.     Fortunately,  high  technology  offers  potential 
solutions  to  this  problem.     The  Human  Brain  Project  will  develop  a 
system  of  neuroscience  information  management  and  distribution  via 
computer  databases  and  high  capacity  computer  networks  - -areas  in 
which  the  United  States  remains  preeminent.     To  assure  that  this 
technology  is  fully  integrated  with  neuroscience  research,  this 
information  management  system  will  be  developed  in  the  context  of 
such  research.     This  system  will  facilitate  access  to,  and 
integration  of,   neuroscience  information;    it  will  also  open  new  and 
important  channels  of  communication  to  the  entire  neuroscience 
community,   allowing  electronic  data-sharing  and  collaboration. 
This  will  greatly  increase  the  efficiency  of  neuroscience  research. 
By  the  end  of  the  Decade  of  the  Brain,    the  Human  Brain  Project  will 
provide  an  information  management  systems  which  is  expected  to  be 
among  the  most  powerful  and  sophisticated  such  system  available 
anywhere  in  the  world.     The  technology  and  the  standards  which  are 
developed  as  part  of  the  Human  Brain  Project  will  serve  as  models 
for  other  information  management  systems.     Since  the  Age  of 
Information  is  upon  us,   the  Human  Brain  Project  will  have  impact 
far  beyond  the  neuroscience  community,   and  this   impact  will  be  felt 
long  after  the  end  of  the  Decade  of  the  Brain. 

PSYCHOPHARMACOLOGY  CLINICAL  TRIALS  NETWORK 

Mr.   Early.     The  justification  indicates  that  a  new 
psychopharmacology  clinical  trials  network  is  under  development. 
Tell  us  about  this  initiative.     Why  is  it  important  and  what  do  you 
hope  to  achieve? 

Dr.  Goodwin.     The  newly  established  NIMH  psychotherapeutic 
drug  development  program  is  designed  to  speed  and  enhance  the 
translation  of  interesting  discoveries  into  clinically  useful  drugs 
and  to  improve  treatments  with  existing  drugs .     To  aid  this 
research  a  new  psychopharmacology  clinical  trials  network  is  under 
development.     Linked  by  cooperative  agreements,  the 
Psychopharmacology  Research  Network  will  provide  hubs  of  research 
expertise  and  technology  with  the  capacity  to  rapidly  evaluate  the 
treatment  of  disorders  in  both  inpatient  and  ambulatory  care 
settings.     One  purpose  of  the  network  is  to  reach  difficult- to - 
access  patient  populations  (e.g.,   inpatient  schizophrenics,  typical 
first  episode  schizophrenics,   patients  with  uncomplicated  bipolar 
disorder,   patients  with  anxiety  disorders  seen  in  community  mental 
health  and  primary  care  facilities,  and  other  patients  without 
extensive  treatment  exposure) .     This  network  will  complement  the 
development  of  the  intramural  experimental  psychopharmacology 
program  which  will  have  the  capacity  for  both  Phase  I  and  Phase  II 
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studies  of  potential  psychotherapeutic  medications.     The  network 
will  provide  the  additional  benefit  of  enhancing  the  development  of 
clinical  psychopharmacology  careers. 

BIOTECHNOLOGY 

Mr.   Early.     Would  you  summarize  for  us  NIMH's  role  in  and 
plans  with  respect  to  the  biotechnology  initiative. 

Dr.   Goodwin.     NIMH  identified  11  research  programs 
crosscutting  several  divisions  of  the  Institute  for  the 
Biotechnology  Research  Subcommittee  of  the  FCCSET  Committee  on  Life 
Sciences  and  Health:     Basic  Neuroimaging  and  Neuroimaging  Research 
on  Severe  Mental  Disorders;  Mathematical,  Computational  and 
Theoretical  Neuroscience ;  Neurogenetics  and  Molecular  Genetics  of 
Severe  Mental  Disorders;   Electrophysiology  Research  on  Severe 
Mental  Disorders;   Psychotherapeutic  Drug  Discovery  &  Development; 
Neuropharmacology;   Behavioral  Pharmacology;   and  Small  Business 
Innovation  Research.     In  AIDS  research,   support  includes  studies  to 
develop  animal  models  to  study  the  progress  of  HIV-1  infection,  the 
behavioral  and  neurological  changes  that  occur  both  during  and 
after  infection,   and  to  develop  potential  therapies  for  treating 
and  preventing  infection. 

Some  examples  of  NIMH  biotechnology  research  include: 

o  NIMH's  use  of  high- resolution  neuroimaging  techniques  (MRI , 

PET,   SPECT)  to  examine  the  structure  and  function  of  the 
brain  of  living,  behaving  individuals  to  study  developmental 
disabilities  such  as  dyslexia  and  autism. 

o  The  study  of  neural  coding  of  visual  stimuli  to  decipher  the 

messages  a  neuron  is  sending.  The  scientists  are  trying  to 
build  a  machine  capable  of  seeing- -a  working  physical  model 
of  perception,  based  on  their  newly  discovered  principles. 

o  The  development  of  new  diagnostic  and  therapeutic  strategies 

for  neurologic  and  psychiatric  disorders  involving  gene 
transfer,   transplantation,  and  enzyme  replacement.  Gene 
therapy  is  being  developed  for  Gaucher  disease  and  L-DOPA 
deficiency  disorders  such  as  Parkinson's  Disease. 

ATTENTION  DEFICIT  HYPERACTIVITY  DISORDERS 

Mr.   Early.     The  FY  92  bill  called  for  increased  research 
efforts  in  the  area  of  attention  deficit  disorders.     What  are  your 
plans  for  FY  92  and  FY  93  with  respect  to  research  on  ADD? 

Dr.  Goodwin.     In  the  NIMH  Intramural  Program,   the  operation 
of  a  self-contained  day  treatment  program  has  allowed  investigators 
to  observe  hyperactive  children  who  also  have  Tourette's  syndrome 
in  a  protected  environment.     Intramural  scientists  have 
demonstrated  the  safety  and  efficacy  of  a  treatment  that  could  not 
have  been  studied  elsewhere.     Plans  for  new  intramural  studies  of 
hyperactivity  include  intellectually  gifted  children,   a  seriously 
under- studied  and  under-served  subgroup  of  ADHD  children.  Major 
new  extramural  efforts  have  been  developed  in  the  area  of  attention 
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deficit  hyperactivity  disorders  (ADHD),   including  a  multi-center 
multi-modal  treatment  study.     This  study  will  involve  five  to  six 
centers  to  be  selected  by  peer  review  on  the  basis  of  scientific 
merit.     The  planning  phase  will  extend  from  September  1992  until 
the  Summer  of  1993,  after  which  a  full-scale  initiative  will  begin 
to  test  and  determine  the  most  effective  treatments  for  particular 
children.     This  study  holds  great  promise  as  ADHD  is  the  most 
common  of  childhood  conditions,  and  carries  significant  risk  for 
problems  in  adult  development  and  psychosocial  functioning, 
including  the  emergence  of  criminality  and  drug  and  alcohol  abuse. 
In  addition,  a  planned  extramural  epidemiologic  catchment  area 
study  for  children  and  adolescents  is  to  be  initiated  in  1993  and 
1994  and  will  provide  us  with  reliable  and  valid  information  about 
the  exact  extent  and  prevalence  of  this  condition,   the  degrees  of 
impairment  associated  with  it,  the  demand  and  need  for  services  and 
care  for  these  children,  as  well  as  inform  us  about  important  risk 
factors  and  background  characteristics  that  will  eventually  shed 
light  on  prevention  and  amelioration  of  the  disorder. 

Mr.   Early.     Are  you  planning  to  allocate  additional  resources 
to  this  area?     In  FY  92  and  FY  93? 

Dr.  Goodwin.     The  FY  1992  Estimate  includes  $13,780,000  for 
ADHD  research,  which  is  a  10.8  percent  increase  over  FY  1991.  The 
President's  FY  1993  budget  request  includes  $14,510,000  for  this 
research,   an  increase  of  $730,000  or  5.3  percent. 

Mr.  Early.     What  coordination  and  cooperation  is  there  with 
other  institutes  and  agencies? 

Dr.  Goodwin.     The  Child  and  Adolescent  Mental  Disorders 
Research  Consortium  has  contacted  representatives  of  the  National 
Institutes  of  Child  Health  and  Human  Development  and  other 
institutes  in  coordinating  its  research  efforts  in  ADHD.  We 
anticipate  that  coordination  and  cooperation  in  this  area  will 
increase.     We  feel  that  such  efforts  will  enhance  the  usefulness 
and  the  generalizability  of  this  research,  as  well  as  increase  its 
application  across  a  variety  of  disciplines  and  settings. 

CLINICAL  TRAINING  PROGRAM 

Mr.  Early.     Why  is  NIMH  proposing  to  eliminate  funds  for  the 
clinical  training  program? 

Dr.  Goodwin.     The  President's  FY  1993  Budget  request  proposes 
to  eliminate  funding  for  clinical  training  because  the  program  has 
accomplished  its  original,   intended,  purpose.     The  goal  of  clinical 
training  has  been  to  help  the  Nation  increase  the  supply  of  mental 
health  service  providers  and  to  match  training  activities  with 
identified  national  needs  and  priorities.     National  shortages  of 
mental  health  professionals  have  been  largely  alleviated  and  the 
supply  of  replacement  personnel  has  been  stabilized.     The  current 
program  supports  less  than  5  percent  of  national  mental  health 
clinical  training  activities.     The  end  of  NIMH  funding  for  clinical 
training  will  therefore  have  a  negligible  impact  on  the  supply  of 
professionals . 
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TREATMENT  ENHANCEMENT  INITIATIVE 

Mr.   Early.     I  understand  that  NIMH  is  planning  to  undertake  a 
new  treatment  enhancement  initiative.     Would  you  please  describe 
that  effort  for  us? 

Dr.  Goodwin.     The  new  Institute  Treatment  Enhancement 
Initiative  is  intended  to  take  advantage  of  emerging  knowledge  and 
technology  to  discover,  develop,  and  refine  more  effective  and 
efficient  treatments  for  patients  who  suffer  from  chronic  or 
recurrent  psychiatric  disorders,   especially  those  who  do  not 
respond  adequately  to  currently  available  therapies.     For  example, 
a  bipolar  disorder  initiative  will  use  methodologic  strategies  from 
epidemiologic,  clinical/naturalistic,  and  controlled  trials 
research  to  clarify  how  treatment  affects  the  long-term  course  of 
bipolar  disorder.     It  will  also  clarify  the  role  of  understudied 
extant  treatments,  alone  and  in  combination,  and  develop  new 
treatment  modalities  for  refractory  patients.     The  latter  effect 
will  dovetail  with  the  mission  of  the  new  Institute-wide 
Psychotherapeutic  Medications  Development  Program,  which  will  help 
translate  research  findings  in  the  basic  brain  and  behavioral 
sciences  into  new  drugs  and  therapies  that  can  be  tested 
clinically.     Additional  components  of  the  Treatment  Enhancement 
Initiative  include  a  multi-site  comparative  treatment  study  of 
childhood  attention-deficit  hyperactivity  disorder  and  services 
research  on  effectiveness  of  treatments  and  community  care 
management  strategies.     A  major  part  of  the  Treatment  Enhancement 
Initiative  is  the  very  recent  creation  of  the  new  Clinical 
Treatment  Research  Branch  within  the  Division  of  Clinical  Research. 
Devoted  to  research  on  psychopharmacologic  and  psychosocial 
treatments  and  their  combination  --  with  an  integrative  approach 
not  easily  accommodated  with  traditionally  more  narrowly  focused 
disorder-based  branches  --  the  new  Clinical  Treatment  Research 
Branch  will  become  a  focal  point  and  catalyst  for  improved 
treatment  of  mental  disorders. 

DRUG  ABUSE  RESEARCH 

Mr.   Early.     The  budget  justification  indicates  that  the 
gradual  development  of  fundamental  knowledge  during  the  past  10-15 
years  has  resulted  in  exceptional  opportunities  for  progress. 
Would  you  highlight  some  of  the  most  promising  opportunities  and 
tell  us  why  they  are  important. 

Mr.  Millstein.     A  sampling  of  the  most  promising 
opportunities  in  drug  abuse  research  follow: 

NEUROSCIENCE 

During  the  past  decade,  great  advances  have  been  made  in  our 
understanding  of  the  biology  of  the  brain.     New  approaches  for 
imaging  such  as  CAT  and  MRI  combined  with  quantified 
electrophysiology ,  PET,   SPECT  and  cerebral  blood  flow  measures 
allow  for  direct  visualization  of  the  effects  of  drugs  of  abuse  on 
the  brain  and  provide  new  opportunities  for  insight  as  to  how  drugs 
affect  the  central  nervous  system  and  how  changes  impact  on  human 
behavior.     The  coupling  of  neuroscience  to  clinical  treatment  has 
occurred  for  other  major  mental  disorders.     NIDA  now  has  the 
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opportunity  to  bring  this  new  scientific  capability  into  the  drug 
abuse  clinic  to  help  understand  how  patients  get  addicted  and  what 
new  treatments  can  be  devised  to  intervene  therapeutically. 

MATERNAL /FETAL  EFFECTS 

Parental  drug  use  has  been  implicated  in  physical  and  behavioral 
abnormalities  of  offspring.     NIDA  research  aims  at  finding 
effective  means  of  treating  illicit  drug  use  during  pregnancy  and 
at  finding  treatments  for  the  adverse  effects  in  both  the  mother 
and  her  infant,  as  well  as  preventing  initiation  of  substance  abuse 
among  women  of  child-bearing  age.     Knowledge  gained  from  recent 
animal  studies  provides  the  opportunity  to  now  examine  the  effects 
of  drug- specif ic  fetal  exposure  on  the  development  of  the 
neuroendocrine,   cardiovascular,   immune,  and  other  physiological 
systems,   especially  with  respect  to  defining  periods  of  greatest 
fetal  vulnerability. 

ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 

One -third  of  adult  Americans  diagnosed  with  AIDS  have  been 
injection  drug  users.     NIDA  research  is  concerned  with  both  the 
population  of  drug  users  as  well  as  the  transmission  of  HIV 
infection  to  the  nondrug  using  population  through  sexual  contact  or 
perinatal  transmission.     The  drug  abuse  prevention  and  treatment 
context  offers  the  opportunity  for  intervention  strategies  aimed 
not  only  at  drug  use,  but  also  directly  at  prevention  of  HIV 
infection  (e.g.;   safe  sex  education,   self-esteem  development, 
empowerment  training) .     Since  surveys  of  women  find  the  highest 
rates  among  injection  drug  users,   treatment  and  prevention  programs 
targeted  towards  this  population  offer  a  strategic  point  of 
intervention  for  preventing  AIDS  among  this  population  as  well  as 
for  reducing  the  perinatal  transmission  of  AIDS. 

MEDICATIONS  DEVELOPMENT 

Most  abused  drugs  appear  to  affect  the  brain  by  interacting  with 
specific  neurochemicals  and  the  sites  in  the  brain  where  these 
chemicals  are  active,   the  so-called  receptors.     NIDA  scientists 
have  cloned  the  dopamine  transporter,   the  principal  cocaine 
receptor  in  the  brain.     The  availability  of  this  information 
provides  a  unique  opportunity  for  developing  new  medications  for 
treating  cocaine  addiction.     It  is  now  possible  to  develop 
antagonists  to  cocaine's  euphoric  effects.     The  development  and  use 
of  such  medications  should  greatly  improve  the  outcome  of  cocaine 
addicts  seeking  treatment.     Successful  development  of  a  variety  of 
medications  for  the  treatment  of  addiction,  as  one  aspect  of  a 
comprehensive  treatment  approach,  will  allow  physicians  to 
prescribe  medications  aimed  at  a  specific  patient  at  a  specific 
point  in  his  or  her  rehabilitative  process. 

DRUG  ABUSE  TREATMENT  RESEARCH 

Treatment  research  encompasses  a  broad  range  of  studies  to  better 
understand  the  relative  effectiveness  of  differing  treatment 
modalities,   techniques  to  improve  access  to  treatment,   and  factors 
that  impact  on  the  cost  of  treatment  delivery.     Important  research 
issues  in  non-pharmacologic  treatment  include:  recruitment, 
retention,   and  compliance;   development  of  psychosocial  treatments; 
therapy- specif ic  diagnostic  approaches;   improving  treatment  in  the 
criminal  justice  system;  prescription  drug  use  and  abuse;  and 
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special  needs  of  women  and  minorities.     Research  into  treatment 
effectiveness  has  been  expanded  with  projects  investigating 
availability  of  services,   associated  costs,   and  the  development  of 
client-based  data. 

PREVENTION  RESEARCH 

Individuals  differ  greatly  in  their  susceptibility  to  drugs  of 
abuse.     With  the  availability  of  modern  techniques  of  molecular 
biology,   investigators  are  beginning  to  look  at  genetic  influences 
in  drug  abuse  vulnerability.     Emphasis  has  been  placed  either  on 
drug  using  behaviors  or  on  extreme  problematic  use  of  drugs  rather 
than  on  the  spectrum  of  behaviors  that  constitute  drug  abuse. 
Research  indicates  that  focusing  only  on  the  individual  is 
insufficient  given  the  vital  role  played  by  family,  neighbors, 
peers,   teachers,  and  others  in  the  social  environment  who  encourage 
and  reinforce  positive  health  behavior  changes. 

This  has  opened  up  avenues  for  conducting  research  on  how  social 
environments  can  be  better  structured  and  strengthened  to  promote 
positive  self -regulated  health  behavior  over  the  course  of  each  day 
and  through  a  variety  of  social  interactions. 

DRUG  ABUSE  RESEARCH 

Mr.   Early.     How  does  your  budget  request  allow  you  to  take 
advantage  of  these  opportunities? 

Mr.  Millstein.     The  FY  1993  President's  Budget  request 
provides  funding  for  initiatives  directed  at  many  of  these  research 
opportunities.     Specific  plans  include  the  following: 

NEUROSCIENCE 

The  NIDA  request  will  support  the  initiation  of  studies  into  the 
clinical  neurobiology  of  drug  addiction- -  that  is,   investigation  of 
the  addictive  disorders  from  the  standpoint  of  the  physiological 
events  that  occur  in  the  brains  of  patients.     These  physiological 
events  play  a  major  role  in  the  onset  and  maintenance  of  addiction. 

MATERNAL/FETAL  EFFECTS 

It  is  important  to  sort  out  effects  of  drugs  from  other  pre-  and 
post-natal  effects  (e.g.,  nutrition).     NIDA  will  develop  better 
assessment  tools  that  are  appropriate  for  early  school  age 
children,  measures  for  behavior  and  cognitive  measures,  measures 
for  Attention  Deficit  Hyperactivity  Disorder,   and  measures  of 
environment  that  reflect  real,  contemporary  life  styles. 

MEDICATIONS  DEVELOPMENT 

NIDA  will  expand  its  pharmacological  research  capabilities,  forge 
agreements  with  pharmaceutical  firms,  and  establish  a  nationwide 
network  of  clinical  sites  where  new  medications  can  be  tested. 
Under  the  request,  NIDA  will  expand  its  contract  base  for  new  sites 
capable  of  delivering  high  quality  clinical  data  from  Phase  I,  II, 
and  III  trials  with  various  population  groups,   as  well  as  to 
increase  both  the  capacity  and  types  of  toxicity  testing  to  be 
performed.     This  will  permit  an  increase  in  the  number  of 
Investigational  New  Drug  (IND)  applications  filed  with  the  FDA. 
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ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 

NIDA  will  conduct  research  to  improve  recruitment  of  targeted 
populations ,   including  ethnic  minorities ,  women  of  child-bearing 
age,  and  individuals  at  high  risk  for  HIV  infection.     A  better 
understanding  is  needed  of  how  compliance  with  treatment  interacts 
with  response  to  medication,  counseling,  and  other  interventions  as 
well  as  better  methods  of  categorizing  and  defining  drug  abuse 
syndromes  that  assess  problems  addressed  by  specific  therapeutic 
alternatives.     The  processes  by  which  drug  use  mediates  risky 
behaviors  are  under  investigation,  and  NIDA  has  begun  to  develop 
intervention  strategies  for  reducing  behaviors  associated  with  the 
spread  of  HIV. 

DRUG  ABUSE  TREATMENT  RESEARCH 

The  NIDA  request  will  permit  the  continuation  of  our  program  of 
controlled  clinical  trials  to  assess  efficacy  of  existing,  refined, 
and  new  interventions ,   and  to  identify  patients  in  whom  these 
techniques  are  most  efficacious.     Efficacy  studies  will  be 
conducted  of  various  forms  of  family  vs.   individual  therapies  in 
the  treatment  of  substance  -  abusing  adolescents.     Additional  work 
will  focus  on  procedures  for  appropriate  random  assignment  or 
client  matching,  manuals  to  define  the  therapy  and  how  it  is 
administered,  ways  to  determine  the  extent  to  which  counselors 
provide  the  intended  therapy,  and  outcome  measures  to  assess  the 
comparative  efficacy. 

PREVENTION  RESEARCH 

Additional  research  will  focus  on  a  better  understanding  of  the 
biological  and  developmental  vulnerability  to  drug  addiction 
leading  to  the  design  and  testing  of  drug  prevention  behavioral 
interventions  focused  on  youth  at  risk  of  comorbidity  and  related 
multiple  problem  behaviors.     The  NIDA  request  will  permit  continued 
work  on  identification  of  genetic  correlates  to  drug  abuse  to 
facilitate  early  identification  of  persons  at  risk  for  becoming 
drug  abusers.     Additional  research  will  test  a  variety  of 
strategies  that  utilize  mass  media,   the  schools,   family  and  social 
networks  to  both  shape  and  reinforce  the  process  of  self -  regulated 
health  and  behavior  change. 

NIDA  5 -YEAR  PLAN 

Mr.   Early.     What  can  you  tell  us  about  the  strategic  plan 
your  institute  is  developing? 

Mr.  Millstein.     During  the  past  year,  NIDA  staff  have  worked 
closely  with  representatives  of  the  research  and  treatment  services 
communities  as  well  as  other  Federal  agencies  and  the  States  in 
developing  long-range  research  plans  in  NIDA's  top  priority  areas: 
Neuroscience ,  Maternal/Fetal  Effects  of  Drug  Abuse,  AIDS/HIV 
Infection,  Medications  Development,  Non-Pharmacological  Treatment, 
Epidemiology  and  Prevention,   and  Research  Training.     Detailed  plans 
for  each  of  these  areas  will  identify  recent  progress,  scientific 
opportunities,  research  goals,  and  mechanisms  for,  and  barriers  to 
achieving  those  goals.     Taken  together,   these  plans  represent 
NIDA's  overall  research  priorities,  objectives,  and  plans  for  the 
next  five  years . 
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Mr.   Early.     What  input  did  NIDA  seek.     Have  OSAP  and  OTI 
participated  in  this  process? 

Mr.  Millstein.     The  NIDA  5 -year  strategic  plan  was  developed 
by  NIDA  extramural  and  intramural  staff  through  consultation  with 
representatives  from  the  extramural  science  community,  other 
Federal  agencies,   the  States,  and  the  treatment  services  community. 
In  addition  to  OSAP's  and  OTI's  participation  in  the  planning 
process,  NIDA,  OSAP,  and  OTI  staff  work  together  on  an  ongoing 
basis  on  program  planning  and  coordination.     Drafts  of  the  plan 
have  been  discussed  with  the  National  Advisory  Council  on  Drug 
Abuse  and  the  NIDA  Extramural  Science  Advisory  Board.     A  number  of 
external  groups  and  associations  in  the  drug  abuse  field,  including 
research,   treatment  services,  and  State  and  local  government 
representatives  will  be  asked  to  review  and  provide  input  to  the 
relevant  research  issues  in  each  of  the  crosscutting  areas. 

DRUG  ABUSE 

Mr.   Early.     The  budget  justification  indicates  that  gaps 
exist  that  are  key  to  the  understanding  of  drug  abuse  in  the  United 
States.     What  are  these  gaps  and  what  is  your  institute  and  ADAMHA 
doing  to  address  this  matter? 

Mr.  Millstein.     Despite  growth  in  the  epidemiology  and 
prevention  research  programs  at  NIDA,   several  major  gaps  exist  that 
are  key  to  the  understanding  of  drug  abuse.     Emphasis  to  date  has 
been  placed  either  on  drug  using  behaviors  or  on  extreme 
problematic  use  of  drugs  rather  than  on  the  full  spectrum  of 
behaviors  that  constitute  drug  abuse.     As  a  result  it  has  been 
difficult  to  delineate  factors  that  differentiate  onset  or 
occasional  use  of  drugs  from  progression  to  drug  abuse  and 
dependence.     Prevention  research  has  pursued  studies  on  the 
efficacy  of  interventions  to  target  onset  of  drug  using  behaviors 
and  is  only  now  beginning  to  develop  and  test  intervention  models 
for  those  who  have  already  begun  drug  use.     Once  these  models 
become  available,   techniques  must  be  tested  to  allow  identification 
of  those  at  high  risk  at  early  enough  stages  to  prevent  progression 
to  drug  dependency. 

The  goal  of  treatment  research  is  to  develop,   test,  and 
assess  both  existing  and  innovative  strategies  for  improving  the 
effectiveness  and  cost- effectiveness  of  drug  abuse  treatment 
modalities.     The  following  research  needs  and  opportunities 
highlight  important  gaps  in  knowledge  and  build  upon  progress 
already  made  by  NIDA: 

o  Enhanced  efforts  are  needed  to  improve  the  successful 

recruitment  and  retention  of  clients  into  appropriate 
treatment  settings.     It  is  of  particular  importance  to  learn 
how  to  improve  recruitment  of  targeted  populations ,  including 
ethnic  minorities,  women  of  child-bearing  age,  and 
individuals  at  high  risk  for  HIV  infection.     Strategies  to 
increase  treatment  retention,  which  has  proven  to  be  the  most 
important  predictor  of  successful  treatment  outcome,  are 
urgently  needed.     Better  methods  of  categorizing  and  defining 
drug  abuse  syndromes  that  assess  problems  addressed  by 
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specific  therapeutic  alternatives  are  needed.  Similarly, 
procedures  that  take  into  account  stages  in  drug  abuse 
history  in  matching  individual  client  characteristics  with 
treatment  techniques  must  be  developed  and  validated. 

o  Research  on  psychotherapy,  behavior  therapy,   and  drug 

counseling  for  drug  dependence  is  in  its  early  stages.  A 
small  number  of  such  interventions  currently  exist,   and  the 
efficacy  of  an  even  smaller  number  has  been  tested  through 
controlled  clinical  trials.     NIDA  will  initiate  new 
approaches  to  pursue  the  development  and  refinement  of 
psychotherapeutic  and  behavioral  interventions,   including  the 
development  of  sampling  procedures  to  ensure  the  appropriate 
random  assignment  or  client  matching,  manuals  to  define  the 
therapy  and  how  it  is  administered,  ways  to  determine  the 
extent  to  which  counselors  provide  the  intended  therapy,  and 
outcome  measures  to  assess  the  comparative  efficacy. 

o  Relatively  little  research  has  been  carried  out  in  the  area 

of  the  criminal  justice  system  (CJS) .     Preliminary  research 
suggests  that  treatment  is  effective  in  reducing  drug  use  and 
criminal  activity  during  and  after  treatment.     NIDA  will 
conduct  further  investigations  into  the  effectiveness  and 
cost-effectiveness  of  drug  abuse  treatment  linked  to  CJS 
involvement  both  prior  to  or  in  lieu  of  prosecution  or 
incarceration  and  after  release  or  during  transition  from 
incarceration  to  release. 

o  Research  on  the  use  and  potential  abuse  of  prescription  drugs 

will  be  expanded  to  include  population-based  studies  to 
determine  the  impact  of  prescription  drug  diversion  control 
systems  on  medical  practice  and  patient  care,  clinical 
studies  of  patients  with  chronic  and  recurrent  medical  and/or 
psychiatric  illnesses  who  are  taking  legitimately  prescribed 
psychoactive  medications  in  order  to  determine  risk  for 
addiction,   and  studies  of  drug  abusing  populations  in  and  out 
of  treatment  and  in  various  treatment  settings  to  determine 
nature,   extent,  patterns  of  prescription  drug  use  and  misuse. 

Mr.  Early.     What  progress  has  been  made  in  understanding  what 

predisposes  or  protects  an  individual  from  drug  abuse? 

Mr.  Millstein.     There  are  multiple  pathways  that  may  lead  to 
substance  abuse,   and  individuals  appear  to  be  differentially  at 
risk  for  engaging  in  drug  abuse  and  for  developing  dependence. 
Through  research  on  vulnerability,  NIDA  seeks  to  identify  who  is 
most  at  risk  for  using  drugs  or  for  becoming  a  drug  abuser. 
Investigations  into  the  etiology  of  drug  abuse  look  at  the  causal 
patterns  and  factors  leading  to  drug  abuse.     NIDA- funded 
researchers  have  identified  specific  behavioral,  psychosocial,  and 
cultural  factors  that  influence  drug  use  and  are  using  these  study 
findings  to  design  and  test  a  range  of  prevention  strategies  for 
adaption  by  practitioners  nationwide. 

Drug  use  is  more  a  product  of  social,   situational  and 
environmental  determinants,  while  drug  abuse  is,   to  a  much  greater 
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extent,   the  consequence  of  biological,  psychological  and 
psychiatric  determinants. 

The  primary  causes  of  drug  use  involve  factors  related  to: 

Family :  poor  parent-child  relationships  and  attachments, 
severe  family  disruptions,   and  parental  and  sibling  drug  use 
modeling  and  attitudes  supportive  of  drug  use  and  deviance 

Peers:  peer  models,  peer  pressure,  and  drug  using  peer 
networks,  association  with  delinquent/deviant  peers 

Environment :   severe  environmental  stress,   living  in  a  high 
crime  neighborhood,   ready  availability  of  drugs  and  an 
accepting  community  attitude  toward  their  use,  early 
involvement  with  drugs 

The  primary  causes  of  drug  abuse  involve  factors  related  to: 

Family-Genetic  and  Neurological  Factors:     Substance  abuse, 
antisocial  personality  disorder,  certain  affective 
psychopathologies ,   and  criminal/delinquent  behavior  tend  to 
cluster  in  families.     In  a  number  of  animal  studies,  genetic 
components  to  drug- seeking  behavior,   drug  s'ensitivity ,  and 
withdrawal  symptomatology  have  been  observed.     Studies  of 
family  concordance,   including  a  study  of  adoptees  separated 
from  biological  parents  also  seem  to  indicate  a  role  for 
genetic  influences. 

Psychopathology :     Depression,  antisocial/sociopathic 
personality  disorder  and/or  characteristics,  aggressiveness, 
post- traumatic  stress  disorders,  childhood  physical  and 
sexual  abuse,  hyperactivity  (particularly  in  combination  with 
aggression) 

Psychological/Social  function:     Impaired  impulse  control  or 
regulation  of  emotion,  high  behavior  activity  level  in 
childhood,   emotional  distress,   difficulties  in  coping, 
psychological,  personal  or  social  maladjustment,  difficulties 
with  relationships,   lower  levels  of  social  support,  social 
integration  and  connectedness,    impaired  interpersonal  problem 
solving,   low  self  esteem 

DRUG  ABUSE 

Mr.   Early.     What  would  you  identify  as  the  two  or  three  key 
areas,  as  that  would  enable  us  to  make  significant  progress  in  the 
treatment  or  elimination  of  drug  abuse? 

Mr.  Millstein.     During  the  past  decade,   great  advances  have 
been  made  in  our  understanding  of  the  biology  of  the  brain.  For 
example,   NIDA  scientists  have  cloned  the  dopamine  transporter,  the 
principal  cocaine  receptor  in  the  brain.     This  will  greatly 
facilitate  the  development  of  medications  to  treat  cocaine 
addiction.     Successful  development  of  a  variety  of  medications  for 
the  treatment  of  addiction,  as  one  aspect  of  a  comprehensive 
treatment  approach,  will  allow  physicians  to  prescribe  medications 
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aimed  at  a  specific  patient  at  a  specific  point  in  his  or  her 
rehabilitative  process.     Also,   the  use  of  imaging  techniques  in  the 
study  of  human  drug  addiction  provides  opportunities  for 
understanding  the  biological  and  behavioral  basis  of  drug 
addiction.     Advances  in  these  areas  have  provided  important  new 
opportunities  for  developing  new  treatments  targeted  at  drug 
addiction  and  its  consequences. 

Individuals  differ  greatly  in  their  susceptibility  to  drugs 
of  abuse.     With  the  availability  of  modern  techniques  of  molecular 
biology,   investigators  are  beginning  to  look  at  genetic  influences 
in  drug  abuse  vulnerability.     Identification  of  genetic  correlates 
to  drug  abuse  will  facilitate  early  identification  of  persons  at 
risk  for  becoming  drug  abusers. 

NIDA  has  demonstrated  that  by  identifying  at-risk  individuals 
and  intervening,   substance  abuse  may  be  prevented.  Additional 
research  is  needed  to  better  understand  the  biological  and 
developmental  vulnerability  to  drug  addiction  leading  to  the  design 
and  testing  of  drug  prevention  behavioral  interventions  focused  on 
youth  at  risk  of  comorbidity  and  related  multiple  problem 
behaviors.     These  efforts  would  enable  us  to  make  significant 
progress  in  the  prevention  of  drug  abuse  in  a  high  risk  population, 
and  reduce  substantially  the  health  and  economic  costs  that  would 
otherwise  result. 

Parental  drug  use  has  been  implicated  in  physical  and 
behavioral  abnormalities  of  offspring.     NIDA  research  aims  at 
finding  effective  means  of  treating  maternal  drug  use  during 
pregnancy  and  at  finding  treatments  for  the  adverse  effects  --  also 
to  prevent  initiation  of  drug  abuse  among  women  of  child-bearing 
age,   thus  leading  to  the  prevention  of  mortality  and  disability 
among  .both  the  woman  and  her  infants  and  the  prevention  of 
perinatal  transmission  of  AIDS.     Knowledge  gained  from  recent 
animal  studies  provides  the  opportunity  to  now  examine  the  effects 
of  drug-specific  fetal  exposure  on  the  development  of  the 
neuroendocrine,   cardiovascular,   immune,   and  other  physiological 
systems,   especially  with  respect  to  defining  periods  of  greatest 
fetal  vulnerability. 

Mr.   Early.     What  progress  can  you  report  in  finding 
pharmacological  agents  that  have  potential  for  dealing  with  drug 

abuse? 

Mr.  Millstein.     NIDA  is  well  on  the  way  to  developing  new 
treatment  agents  for  the  treatment  of  opiate  dependence.     During  FY 
1992  NIDA  will: 

o  Conduct  a  400  subject  labelling  validation  trial  for  LAAM,  an 

alternative  to  methadone  which  allows  every  other  day  dosing 
and  has  less  abuse  potential.  It  is  hoped  that  LAAM  will  be 
available  in  early  1993. 

o  Conduct  a  Phase  II/III,   500  subject  clinical  trial  of 

buprenorphine ,  a  mixed  agonist  treatment  medication 
alternative  to  methadone. 
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o  Conduct  a  Phase  I  study  of  depot  naltrexone.     Naltrexone  is 

currently  marketed  as  a  narcotic  antagonist  in  an  oral  dosage 
form.     NIDA  has  developed  a  formulation  which  it  believes 
will  effectively  block  the  effects  of  opiates  for  up  to 
30  days . 

Although  NIDA  currently  is  testing  several  medications  for 
the  treatment  of  crack/cocaine  addiction,  none  of  the  trials 
currently  analyzed  has  shown  definitive  clinical  efficacy.  NIDA 
will  continue  to  test  candidate  compounds. 

NIDA  COORDINATION  WITH  NIH 

Mr.   Early.     Do  you  have  any  joint  projects  with  the  child 
health  institute  in  the  area  of  drug  abuse  in  pregnancy? 

Mr.  Millstein.     NIDA  supports  an  interagency  agreement  with 
NICHD  (NIH)  whose  purpose  is  to  ascertain  the  acute  and  long-term 
neurodevelopmental  sequelae  of  intrauterine  exposure  of  low  birth 
weight  infants  to  substances  of  abuse,  especially  cocaine. 
Neonatal  Intensive  Care  Units  will  be  at  centers  selected  for  their 
large  inborn  populations  of  substance  abusing  pregnant  women,  a 
preexisting  commitment  to  the  care  of  these  women  and  their 
infants,   and  a  demonstrated  record  of  long-term  infant  followup. 

NIDA  is  conducting  a  project  with  NICHD  to  examine  the  nature 
and  extent  of  drug  abuse  among  women  who  deliver  babies  in  the 
District  of  Columbia  in  1992.     The  study  consists  of  three  data 
sources:     (1)  confidential  interviews  with  women  who  have  just 
given  birth;    (2)   review  of  maternal  and  infant  medical  records;  and 
(3)  measure  of  recent  drug  use  through  anonymous  urine  testing  of 
women  admitted  to  area  hospitals  for  delivery.     A  principal  feature 
of  the  study  is  that  mothers  of  high  risk  infants  (defined  by 
birthweight  and  gestational  age)  are  oversampled  to  permit 
detection  of  a  3-fold  increased  risk  for  very  low  birthweight  and  a 
2-fold  increased  risk  for  intermediate  low  birthweight. 

Mr.   Early.     To  what  extent  do  you  coordinate  your  research 
activities  with  the  NIH? 

Mr.  Millstein.     NIDA  staff  participate  in  several  interagency 
and  program  planning  committees  organized  by  the  NIH  institutes. 
This  has  led  to  the  establishment  of  a  number  of  joint  efforts 
using  the  interagency  agreement  mechanism.     The  following  is  a  list 
of  those  agreements  for  FY  1992: 

NICHD:  Neurodevelopmental  outcome  in  children  exposed  to 

drugs  in  utero  ($1,000,000  to  NIH). 

NICHD:  Drug  use  and  pregnancy  survey  ($183,867  from 

NIH)  . 

NIDDK:  Examination  of  potential  cocaine  antagonists 

($358,089  to  NIH) . 
NIAID:  Collaboration  linked  to  HIV  in  injection  drug 

users  ($2,142,145  to  NIH). 
NIAID:  Proposed  collaboration  on  vaccine  preparedness 

initiative,   for  IV  drug  abusers  ($1,000,000 

from  NIH) . 
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NIDR:  Molecular  approaches  for  evaluation  of  agents 

modifying  action  of  cocaine   ($114,000  to  NIH) . 

ALCOHOL  RESEARCH 

Mr.   Early.     Doctor,  would  you  describe  how  NIAAA  communicates 
current  research  findings  and  information  on  clinical  practice  to 
the  field? 

Dr.  Gordis.     NIAAA  has  an  excellent  research  dissemination 
program  and  utilizes  many  different  avenues  to  transmit  the  latest 
alcohol  research  findings  to  the  health  care  system.     The  following 
describes  our  major  efforts. 

The  Alcohol  Research  Utilization  System  (ARUS)  facilitates 
the  identification  of  current  and  developing  research  findings 
which  need  to  be  communicated  to  appropriate  research  and  research 
user  communities  in  a  timely  manner.     ARUS  also  functions  as  an 
educational  service  by  providing  workshops  and  conferences  on 
topics  ranging  from  molecular  biology  to  prevention  research  on 
children  at  high  risk  for  alcohol  abuse  to  human  genetics  and  the 
use  of  genetic  animal  models. 

The  Special  Report  on  Alcohol  and  Health,   produced  every 
third  year  for  Congress,   encompasses  state-of-the-art  knowledge 
from  all  areas  of  research  on  alcohol - related  problems.  The 
Seventh  Special  Report  to  the  U.S.   Congress  on  Alcohol  and  Health , 
submitted  to  Congress  in  January  1990,  has  been  widely 
disseminated.     Work  has  begun  on  preparing  the  Eighth  Special 
Report  which  is  due  for  publication  in  January  1993. 

The  Alcohol  Alert,   a  quick  response  bulletin,  disseminates 
important  research  findings  to  clinicians  and  allied  health 
professionals  on  selected  topics.     Introduced  as  a  special 
initiative  of  the  Secretary  of  the  Department  of  Health  and  Human 
Services  in  1988,   this  bulletin  reaches  more  than  30,000 
individuals  and  organizations.     Recent  issues  have  addressed  topics 
on  estimating  the  economic  costs  of  alcoholism,   tools  for  assessing 
alcoholism,   fetal  alcohol  syndrome,   and  alcoholism  and  co-occurring 
disorders . 

NIAAA  maintains  two  computerized  databases.     ETOH ,  which  is 
also  available  by  subscription  through  a  public  vendor , contains 
over  70,000  bibliographic  titles  with  abstracts  from  alcohol  and 
alcohol - related  journals,   covering  research  from  biomedical  and 
psychosocial  disciplines  of  the  field.     It  is  accessible  through 
personal  computers.     The  other,  Quick  Facts,   consists  of  current 
epidemiologic  information  on  alcohol  abuse  and  alcoholism.  Quick 
Facts  is  available  online  to  any  individual  possessing  a  PC  with  a 
modem . 

Alcohol  Health  &  Research  World,   NIAAA's  peer- reviewed 
journal,   disseminates  research  findings  and  information  to  a 
diverse  audience,   ranging  from  alcohol  treatment  counselors  to 
researchers.     Published  quarterly,   the  journal  is  available  through 
the  Government  Printing  Office  and  is  circulated  to  more  than  5,000 
subscribers.     Recent  issues  have  focused  on  alcohol  and  the  brain, 
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tools  of  alcohol  research,   and  alcohol  and  the  cardiovascular 
system. 

Regular  epidemiology  data  bulletins  prepared  by  NIAAA  keep 
the  field  abreast  of  trends  in  alcohol  problems  and  the  latest 
available  information  from  epidemiologic  research. 

NIAAA' s  monograph  series  provides  in-depth  reviews  on 
specific  research  topics.     Several  of  the  workshops/conferences 
sponsored  through  ARUS  will  produce  a  series  of  papers  that  will 
result  in  a  monograph. 

Finally,   through  the  Institute's  Exhibit  and  Conference 
Management  Program,  NIAAA 's  exhibit  publications  and  information 
about  grant  applications  and  important  areas  for  research  are  made 
available  at  over  20  professional  meetings  annually. 

RESEARCH  ON  GENETICS  OF  ALCOHOLISM 

Mr.   Early.     What  progress  can  you  report  on  genetics  research 
supported  by  the  NIAAA? 

Dr.   Gordis.     NIAAA's  major  project  is  a  large-scale  multi- 
institutional  Cooperative  Agreement  on  the  Genetics  of  Alcoholism 
(COGA)   to  elucidate  the  genetic  factors  that  contribute  to 
alcoholism.     While  recent  advances   in  gene-mapping  methodologies 
have  greatly  accelerated  our  understanding  of  the  causes  of  many  of 
the  simpler  genetic  diseases,   it  is  important  to  recognize  that, 
even  with  state-of-the-art  genetic  methods,   the  disentanglement  of 
the  individual  genetic  factors  contributing  to  alcoholism  is  an 
extraordinarily  difficult,   although  surmountable,   problem  which 
would  not  even  have  been  approachable  as  recently  as  five  years 
ago. 

Study  investigators  have  completed  an  indispens ible  first 
step  in  this  study.     Comprehensive  and  detailed  interview 
instruments  for  alcoholic  subjects  and  their  relatives  have  been 
developed.     These  include  a  polydiagnostic  interview  designed  to 
assess  physical,  psychological,   social  and  psychiatric  disorders  in 
adults.     This  instrument  will  greatly  facilitate  subtyping  of 
alcoholics,  a  procedure  essential  for  finding  the  genes  responsible 
for  alcoholism.     A  distinctive  feature  of  this  instrument  is  that 
it  was  designed  to  be  compatible  with  other  survey  instruments 
currently  in  use.     As  a  result,   data  from  other  studies  will  be 
able  to  be  combined  with  COGA  data  to  increase  the  statistical 
power  of  the  genetic  analysis.     Equally  comprehensive  psychiatric 
instruments  for  children  and  adolescents  have  been  developed. 
Based  on  the  initial  response  from  the  field,    it  is  likely  that  the 
COGA  diagnostic  instruments  will  be  widely  adopted  for  general  use. 

The  experimental  plan  of  COGA  calls  for  the  detailed 
psychiatric  evaluation  and  genetic  typing  of  a  total  of  2400 
individuals  comprising  several  hundred  families  in  which  alcoholism 
is  inherited.     Within  the  past  year  COGA  has  begun  to  recruit 
subjects  for  this  study,  and  has  now  recruited  over  100. 
Recruitment  and  evaluation  of  the  subjects  are  accelerating,  and 
should  be  complete  within  about  two  years.     Genetic  typing  of  these 
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subjects  has  also  begun,  but  should  take  longer,   since  each 
individual  must  be  typed  for  several  hundred  genetic  markers.  The 
COGA  investigators  have  recently  adopted  the  most  modern  methods 
available  for  marker  typing,   which  have  been  developed  by 
researchers  supported  by  the  NIH  Office  of  Human  Genome  Research. 
These  methods  will  make  the  genetic  marker  typing  phase  of  the 
project  much  quicker  and  more  efficient.     Results  will  emerge  from 
COGA  only  after  the  data  are  collected  and  analyzed.      In  view  of 
the  fact  that  COGA  is  only  at  the  beginning  of  the  data  collection 
process,    the  earliest  results  might  possibly  be  expected  to  emerge 
in  2-3  years'  time. 

In  addition  to  COGA,   NIAAA  supports  investigators  studying 
the  genetic  determinants  of  various  alcohol-related  behaviors  in 
rats  and  mice.     Although  none  of  these  behaviors  (alcohol  drinking, 
sensitivity  to  sedation  by  alcohol,   ability  of  alcohol  to  serve  as 
a  reward  for  learned  behavior,  hypothermia  induced  by  alcohol, 
ability  to  become  tolerant  to  various  effects  of  alcohol,  motor 
discoordinat ion  induced  by  alcohol,   stimulation  of  motor  activity 
by  alcohol)   is  a  complete  model  of  human  alcoholism,   they  are  all 
thought  to  model  individual  components  of  alcoholism.     All  of  these 
behaviors  are  partly  genetically  determined,   and  multiple  genes  are 
involved  in  each  case. 

Mapping  the  individual  genes  contributing  to  a  multigenic 
trait  has  historically  been  a  very  difficult  problem,  but  the  new 
availability  of  large  numbers  of  genetic  markers   (a  product  of  the 
recent  surge  in  human  and  animal  genome  research) ,   as  well  as  a 
newly  developed  mathematical  treatment  of  mapping  data,  have  made 
this  problem  tractable  for  the  first  time.     Several  NIAAA- supported 
investigators  have  been  quick  to  take  advantage  of  these  new 
methods,   and  the  most  striking  result  to  emerge  from  this  line  of 
research  so  far  is  the  genetic  determinants  of  alcohol - drinking 
behavior  in  mice.     It  is  not  yet  clear  whether  these  findings  are 
directly  generalized  to  humans,  but  they  are  certainly  provocative. 

Mr.   Early.     Recently,   there  have  been  articles  on  the 
relative  importance  of  environment  and  genetics  in  the  development 
of  alcoholism.     I  would  be  interested  in  hearing  your  comments  and 

observations  on  this  subject. 

Dr.   Gordis .     These  findings  are  not  new,  but  I  believe  you 
are  referring  to  press  coverage  of  a  paper  by  Drs .  McGue ,  Pickens, 
and  Svikis  which  appeared  in  the  Journal  of  Abnormal  Psychology  in 

January,  1992. 

This  research  was  a  twin  study  on  alcoholism.     A  twin  study, 
a  standard  technique  of  behavioral  genetic  research,   compares  the 
similarity  (or  concordance)  of  identical  and  fraternal  twins,  and 
uses  these  comparisons  to  draw  conclusions  about  the  relative 
contributions  of  genes  and  environment  in  the  determination  of  a 
trait.     The  study  concluded  that  a  genetic  influence  on  alcoholism 
was  undetectable  in  woman  alcoholics,   small  in  late-onset  male 
alcoholics,   and  significant  in  early-onset  male  alcoholics.  The 
investigators  were  able  to  attribute  a  large  proportion  of  the 
concordance  between  alcoholic  twins  to  the  effects  of  a  shared 
environment.     This  result  is  quite  striking  in  view  of  the  fact 
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that  research  on  the  inheritance  of  personality  and  various 
neuropsychiatric  disorders  has  in  general  shown  important  effects 
of  non- shared  environment,  but  not  of  shared  environment.     It  is 
worth  noting  that  the  investigators  themselves  mention  several 
aspects  of  the  design  of  their  study  which  could  have  led  them  to 
underestimate  the  genetic  contribution  to  alcoholism.  Their 
findings  are  nonetheless  broadly  consistent  with  earlier 
conclusions  of  Cloninger's  adoption  studies,  which  found  a  much 
larger  genetic  component  in  early-onset  male  alcoholism  associated 
with  antisocial  personality,   than  in  late  onset  alcoholism  (in  both 
genders)  not  associated  with  antisocial  personality.     It  is 
noteworthy  that  both  studies,   even  though  employing  very  different 
methods,  reached  very  similar  conclusions. 

These  studies  provide  strong  evidence  that  alcoholism  is  not 
a  single  disorder  with  a  single  cause,  and  clearly  highlights  the 
need  for  continued  research  to  help  elucidate  the  specific  factors, 
both  genetic  and  environmental,  which  contribute  to  vulnerability 
to  alcoholism. 

PROJECT  MATCH/ALCOHOL  TREATMENT 

Mr.   Early.     What  can  you  tell  us  about  progress  on  project 
match,  your  multidisciplinary  trial  to  match  alcohol  treatment  to 
patients? 

Dr.  Gordis.     One  of  the  most  promising  strategies  in 
alcoholism  treatment  involves  assigning  individuals  to 
interventions  based  upon  relevant  patient  characteristics.  The 
accumulated  evidence  from  treatment  outcome  studies  to  date  seems 
to  indicate  that  no  single  treatment  approach  is  effective  for  all 
persons  with  alcohol  problems.     Project  MATCH  was  initiated  by 
NIAAA  in  order  to  develop  practical  and  effective  models  which  can 
aid  clinicians  in  matching  patients  to  the  intervention  most  likely 
to  be  effective  for  them. 

Project  MATCH  is  the  first  national  level  multisite  trial  of 
matching  and  one  of  the  largest  current  initiatives  of  NIAAA. 
Established  under  a  cooperative  agreement,  which  allows  more  direct 
interaction  between  the  Institute  and  the  researcher,   the  project 
consists  of  nine  geographically  representative  clinical  sites  and  a 
data  coordinating  center. 

Two  independent  treatment  matching  studies  are  being 
conducted,   one  with  clients  recruited  at  five  outpatient  settings, 
the  second  with  patients  receiving  aftercare  treatment  at  four 
sites  following  an  episode  of  standard  inpatient  treatment. 
Patients  will  be  randomly  assigned  to  one  of  three  alcoholism 
treatment  approaches.     Each  study  will  evaluate  the  interaction 
effects  between  selected  patient  characteristics  and  the  three 
treatments:     1)  a  Twelve  Step  Approach;   2)  a  Cognitive -Behavioral 
Approach;   and  3)  a  Motivational  Enhancement  Approach.  Each 
treatment  will  be  delivered  during  a  12-week  period  by  trained 
therapists . 

Progress  to  date  has  been  encouraging.     A  detailed  protocol 
and  manual  of  operations  was  developed  and  tested  in  a  field 
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feasibility  study  prior  to  randomization  of  the  first  patient  in 
April  1991.     The  trial  is  now  actively  recruiting  patients, 
administering  the  intervention  and  following  up  patients.     Over  580 
patients  have  been  enrolled  to  date,  retention  in  treatment  is 
excellent,   and  followup  completion  rate  has  been  noteworthy. 
Patients  will  be  followed  through  1993  with  analysis  and 
publication  of  results  in  1994.     Sites  continue  to  maintain  high 
standards  of  treatment  fidelity,  as  well  as  accuracy  and 
completeness  of  data  collection.     Aftercare  sites  have  identified 
additional  promising  recruitment  sources.     The  project's  Data 
Monitoring  Board  has  reviewed  and  approved  the  protocol  and 
continues  to  oversee  operational  aspects  of  the  trial,  including 
recruitment,   retention,   data  quality,   and  patient  safety. 

OFFICE  FOR  SUBSTANCE  ABUSE  PREVENTION 

Mr.   Early.     ADAMHA,   as  well  as  other  HHS  agencies  and  the 
department  of  education,   support  a  number  of  prevention  and 
education  programs  targeted  toward  children,   teens,   and  young 
adults.     How  effective  would  you  say  these  programs  have  been?  Do 
we  know  what  works  best  and  what  doesn't  work? 

Dr.  Johnson.     Evaluations  of  OSAP's  prevention  demonstration 
grants  are  finding  that  prevention  programs  that  target  a 
comprehensive  array  of  strategies  to  high  risk  young  people,  their 
families,  and  their  neighborhoods  are  most  likely  to  show  success 
in  reducing  drug  and  alcohol  rates  and  other  indicators  of  drug- 
related  disruptions.     Further,   it  is  becoming  evident  that  the 
programs  deemed  effective  include  many  of  the  same  comprehensive 
stategies.     Such  strategies  include:     skill  training;  peer  support 
systems;  mentoring  or  an  ongoing,   caring  relationship  with  an 
adult;   family  skills  training;   and  coordination  of  comprehensive 
programs  for  youth  and  families  that  link  school,   families,  media, 
and  community  groups. 

Mr.   Early.     In  looking  at  the  budget  request,   there  is  a 
significant  decrease  in  the  number  of  new  awards  planned  for  FY  93. 
For  example,   there  is  a  decrease  in  the  number  of  new  awards  for 
the  high  risk  youth  program;  pregnant  women  and  infants  prevention 
and  intervention  demonstrations;   and  residential  demonstrations  for 
women  and  children.     What  is  the  reason  for  this  decrease? 

Dr.  Johnson.     In  FY  1993,  OSAP  is  requesting  increases  in  the 
total  budget  levels  of  each  of  these  three  programs.  The  total 
number  of  awards  proposed  will  also  increase  by  4  grants  in  the 
High  Risk  Youth  Program  and  by  9  grants  within  the  Pregnant  Women 
and  Infants  Program.  However,  because  of  increases  in  both  the 
number  and  continuation  needs  of  ongoing  grants  as  well  as  OSAP's 
commitment  to  first  ensure  that  these  costs  are  met,   the  balances 
remaining  for  new  starts  will  support  fewer  new  awards  in  each  of 
these  programs  than  were  made  in  FY  1992. 

Mr.   Early.     Could  you  tell  me  the  number  of  applications  you 
have  received  in  each  of  these  categories  in  FY  91  and  FY  92? 
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Dr.  Johnson.     The  number  of  applications  received  for  review 
under  these  programs  in  both  FY  1991  and  FY  1992  are  as  follows: 

Type  FY  1991     FY  1992  est 

High  Risk  Youth  886  700 

Pregnant  Women  &  Infants  385  300 

Residential  Women  &  Children    100 

(new  in  FY  1992) 

Mr.  Early.     How  many  high  quality  proposals  were  approved, 
but  could  not  be  funded? 

Dr.  Johnson.       Of  the  total  applications  which  were  received 
for  review  and  approved  by  the  IRG  for  funding,   the  following 
represent  the  number  of  approved  but  unfunded  applications: 

Type  FY  1991     FY  1992  est 

High  Risk  Youth  263  247 
Pregnant  Women  &  Infants  127  102 
Residential  Women  &  Children    33 

Mr.  Early.     Could  additional  funds  for  new  starts  be  used 
effectively  in  OSAP  program  areas?     How  would  OSAP  use  additional 
resources  --  for  which  programs  or  activities  would  you  allocate 
additional  resources? 

Dr.  Johnson.     Should  additional  resources  become  available, 
OSAP  would  propose  to  use  these  funds  to  support  new  starts  within 
both  its  High  Risk  Youth  and  Pregnant  Women  and  Infants  program. 

COMMUNITY  YOUTH  ACTIVITY  PROGRAM 

Mr.  Early.     Why  are  you  proposing  to  eliminate  the  community 
youth  activity  program? 

Mr.   Trachtenberg .     OSAP  believes  it  is  appropriate  to 
continuously  review  its  program  priorities.  The  CYAP  discretionary 
grants  have  three  year  project  periods  and,  with  this  year's 
funding,  all  31  grants  will  have  received  three  years  of  support. 
In  addition,   the  authorizing  legislation  for  this  program  ends  in 
FY  1993. 

Although  the  CYAP  program  has  had  beneficial  effects,  such 
efforts  are  also  being  successfully  promoted  through  the  High  Risk 
Youth  grant  program.     In  an  attempt  to  streamline  and  focus  our 
programs,  OSAP's  FY  1993  priorities  focused  on  targeting  limited 
new  resources  on  continuing  the  knowledge  development  efforts  of 
our  higher  priority  client-  and  systems -oriented  programs.  OSAP 
does  believe  that  current  activities  undertaken  through  the  CYAP 
program  can  be  supported  within  the  prevention  setaside  of  the  ADMS 
State  Block  Grant  allocations. 
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COORDINATION  OF  EDUCATION  AND  OUTREACH  EFFORTS 

Mr.   Early.     Do  the  ADAMHA  institutes  coordinate  their 
education  and  outreach  efforts  with  your  office? 

Dr.  Johnson.     All  prevention  programs  within  ADAMHA  are 
coordinated  by  the  Associate  Administrator  for  Prevention.     In  this 
regard,  OSAP  as  well  as  the  Office  for  Treatment  Improvement,  and 
the  prevention  research  staff  of  the  NIDA,  NIAAA,   and  NIMH  meet 
monthly  to  discuss  issues  and  to  coordinate  programs  efforts. 
NIAAA  and  OSAP,   through  a  memorandum  of  understanding,  jointly 
operate  a  comprehensive  community  alcohol  prevention  grant  program. 
OSAP  and  NIDA  jointly  fund  important  prevention  research,  an 
example  of  which  is  the  effective  and  highly  recognized  Project 
STAR  in  Kansas  City,  MO.     Both  OSAP  and  OTI  have  worked  closely  to 
coordinate  and  develop  State  Prevention  and  Treatment  Plans, 
technical  assistance  to  the  States,   and  linkage  programs  between 
primary  health  care  and  substance  abuse  treatment  and  prevention 
sites.     Coordination  between  OSAP  and  NIMH  has  involved  the 
cofunding  of  prevention  research  on  conduct  disorders  and  AOD 
prevention . 

COORDINATION  WITH  NIH 

Mr.   Early.     Is  there  coordination  between  your  office  and  the 

child  health  institute? 

Mr.  Trachtenberg .     The  Office  for  Substance  Abuse  Prevention 
has  on  occasion,  worked  collaboratively  with  the  National  Institute 
of  Child  Health  and  Development  (NICHD)  on  several  efforts.  Most 
recently,  OSAP  was  a  co- sponsor  of  an  NICHD  Conference,   "Cocaine  in 
Pregnancy:     Is  the  Fetus  Affected?",  which  was  held  on  March  3-5, 
1991. 

Mr.   Early.     Are  there  any  joint  endeavors? 

Mr.  Trachtenberg.     Along  with  other  agencies,  OSAP 
participates  with  NICHD  on  the  PHS  Child  Abuse  Task  Force  and  the 
PHS  Infant  Mortality  Task  Force. 

Mr.   Early.     To  what  extent  do  OSAP  programs  which  utilize  the 
maternal  and  child  health  research  centers  and  other  such  networks 
supported  by  the  child  health  institute? 

Mr.   Trachtenberg.     The  Child  Health  Research  Centers 
sponsored  by  the  National  Institute  on  Child  Health  and  Human 
Development  train  pediatricians  to  do  research.     Although  OSAP  does 
not  have  any  direct  collaboration  with  these  Centers,   OSAP  Pregnant 
Postpartum  Women  and  Infants  programs  do  have  contracts  with  many 
pediatric  medicine  programs  that  furnish  grantees  with  pediatric 
medical  care  and  a  range  of  diagnostic  assessments. 
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Questions  Submitted  by  Mr.  Hoyer 

BLOCK  GRANT  PROGRAM 

The  House  will  consider  the  ADAMHA  reauthorization  in  the  near 
future.     I  am  curious  about  a  provision  I've  been  told  about  in  the 
authorization  bills  which  along  with  splitting  the  funding  for  drug 
abuse  and  mental  health  in  the  current  block  grant  program,  also 
splits  the  "maintenance  of  effort"  requirements  for  the  "separate" 
drug  and  mental  health  in  a  new  authorization. 

Mr.  Hoyer.     Does  the  department  have  any  data  on  the  level  of 
resources  the  state's  are  providing  for  the  drug  and  mental  health 
components  of  their  activities? 

Dr.  Primm.     Yes.     The  annual  reports  which  the  States  must 
submit  break  out  the  expenditures  for  the  substance  abuse  and 
mental  health  components  of  their  activities  for  the  reporting 
period. 

Mr.  Hoyer.     Do  we  know  the  States'   "maintenance  of  effort" 
status  with  respect  to  both  drug  and  mental  health  activities? 

Dr.  Primm.     In  21  of  the  48  annual  reports  reviewed  to  date, 
separate  subtotals  for  mental  health,  alcohol  and  drug  services  are 
reported  for  each  of  the  two  base  years  as  well  as  the  reporting 
period.     Under  current  law  there  is  no  requirement  for  the  States 
to  report  this  breakout  of  the  dollars  spent.     The  States  are 
required  to  report  only  on  the  aggregate  total  of  block  grant 
expenditures . 

Mr.  Hoyer.     Given  the  budget  reductions  most  States  are 
experiencing,  does  it  make  any  sense  to  impose  what  may  be  a 
mandate  for  additional  expenditures  by  certain  States  who  meet  the 
aggregated  maintenance  of  effort  requirement  but  may  be 
disqualified  for  failure  to  maintain  effort  once  the  block  grant  is 
disaggregated? 

Dr.  Primm.     Under  current  law  States  may  receive  a  waiver  in 
meeting  the  maintenance  of  effort  requirements .     The  recently 
published  guideline  on  "Maintenance  of  Effort"  allows  the  Secretary 
to  waive  the  requirement  in  whole  or  in  part  on  a  case -by- case 
basis  based  upon  the  State's  request  and  documentation  of  economic 
crisis . 

Under  the  proposed  split  in  the  Block  Grant,  similar  waivers 
would  be  applicable  for  both  the  substance  abuse  and  the  mental 
health  portions  of  the  block  grant.     We  believe  that  these  waivers 
would  provide  sufficient  flexibility  for  appropriate  Federal 
responses  to  the  varying  conditions  found  in  each  State  and  would 
allow  the  States  the  time  necessary  to  achieve  the  required  level 
of  funding  without  penalty. 

Mr.  Hoyer.     How  do  you  feel  about  providing  States  a  two  or 
three  year  window  during  which  "maintenance  of  effort"  could  be 
determined  by  aggregate  mental  health  and  drug  program  expenditures 
until  states  could  gradually  meet  new  requirements? 
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Dr.  Primm.     We  do  not  recommend  such  an  approach.     It  is 
inconsistent  with  the  published  National  Drug  Control  Strategy.  We 
believe  it  is  unnecessary  given  the  existing  flexibility  under 
current  maintenance  of  effort  guidelines  and  the  fact  that  only  1 
of  48  applicants  for  the  block  grants  has  to  date  requested  such  a 
waiver . 

MEDICATIONS  DEVELOPMENT  PROGRAM 

Mr.  Hoyer.     Can  you  briefly  describe  the  NIDA  drug  abuse 

medications  development  program  and  tell  us  the  level  of  investment 

in  the  medications  development  program  for  FY  1991,   1992  and  the 
request  for  FY  1993? 

Mr.  Mills tein.     The  Medications  Development  Program  brings 
the  critical  mass  of  the  Nation's  knowledge  concerning  chemistry, 
molecular  biology,  the  brain  and  behavior  to  bear  on  an  urgent 
public  health  problem.     NIDA  has  expanded  its  pharmacological 
research  capabilities,   forged  agreements  with  pharmaceutical  firms, 
and  established  a  nationwide  network  of  20  clinical  sites  where  new 
medications  can  be  tested.     The  program  is  designed  to  identify, 
develop,   and  facilitate  approval  of  new  treatment  medications  and 
improved  dosage  forms  of  methadone  for  the  treatment  of  addiction. 
Potentially  useful  compounds  at  any  stage  in  pre -clinical  or 
clinical  development  are  being  solicited  from  commercial, 
government,  and  academic  sources  and  rapidly  evaluated.  The 
Medications  Development  Program  now  has  the  capability  and  the 
capacity: 

o  to  test  for  potentially  useful  compounds  through  their 

specific  binding  activities  in  relevant  brain  receptors  and 
to  enter  this  data  into  a  three-dimensional  computerized 
structure/activity  data  base,   and  to  evaluate  the  action  of 
compounds  in  modifying  drug  taking  behavior  in  animals ; 

o  to  evaluate  the  absorption,   disposition,  and  excretion  of  the 

compound  in  various  organs,  tissues,  and  fluids,  and  to 
evaluate  the  toxicological  effects  of  compounds ,  both  alone 
and  in  combination  with  common  drugs  of  abuse;  and 

o  to  design  and  manufacture  appropriate  dosage  forms  for  human 

clinical  trials  and  to  conduct  and  analyze  clinically  and 
statistically  relevant  Phase  I -III  clinical  trials  for  the 
purpose  of  seeking  New  Drug  Application  (NDA)  approval  from 
the  FDA. 

The  NIDA  medications  development  program  was  $41,251,000  in 
FY  1991,  $44,737,000  is  planned  for  FY  1992,  and  $47,989,000  is 
requested  for  FY  1993,  an  increase  of  7  percent  over  1992.  The 
increase  in  1993  will  permit  NIDA  to  accelerate  the  crack/cocaine 
medications  program.     Nearly  one-half  of  medications  development 
funds  are  provided  within  the  request  for  research  demonstrations. 
Demonstration  grants  are  used  to  conduct  controlled  clinical  trials 
of  potential  medications,  as  well  as  psychosocial/behavioral 
interventions  to  enhance  the  effectiveness  of  drug  abuse  treatment. 
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Mr.  Hoyer.     The  Senate  reauthorization  bill  includes  an  $85 
million  authorization  for  a  Medications  Development  program  and 
National  Substance  Abuse  Research  Centers  to  provide  a  catalyst  for 
interdisciplinary  research  on  drug  addiction  and  attract  pre-  and 
post-doctoral  students  to  the  field.     What  are  the  priorities  with 
which  this  increased  funding  level  for  the  medications  development 
program  would  allow  you  to  proceed? 

Dr.  Goodwin.     In  NIMH,  there  are  a  number  of  specific  areas 
of  need  such  as  bipolar  depression,  schizophrenia,  Alzheimer's 
Disease,  obsessive -compulsive  disorder,  and  childhood  disorders 
including,  but  not  limited  to,  Tourette's  syndrome,  Sydenham's 
Chorea,  and  Autism.     Extramural  investigators  and  scientists  in  the 
Intramural  program  have  identified  a  number  of  compounds  at  the 
preclinical  and  early  clinical  levels  for  these  disorders  which 
should  be  explored.     But  these  compounds  are  difficult,   if  not 
impossible  given  current  conditions,   to  bring  to  the  type  of 
exploratory  human  use  which  is  deemed  important  and  necessary.  In 
the  absence  of  direct  support  from  the  pharmaceutical  industry  for 
such  studies,  NIMH  drug  development  activities  must  be  undertaken. 
An  increased  funding  level  for  the  Psychotherapeutic  Medications 
Development  Program  (PMDP)  would  allow  us  to  proceed  and  achieve 
important  goals ,  including  these  priorities : 

1.  More  rapid  synthesis  and  toxicological  testing  for  a  new  type 
of  psychotherapeutic  medication  (a  highly  selective 
antagonist  for  the  dopamine -1  receptor)  for  the  treatment  of 
schizophrenia.     At  the  current  level  and  pace  of  effort  the 
clinical  study  to  evaluate  this  compound  will  probably  not 
take  place  before  July,   1994.     This  compound  may  also  be 
useful  in  treating  Lesch  Nyhan  syndrome  (a  disorder  in  which 
mentally  retarded  children  self -mutilate  themselves) . 

2.  Establishment  of  a  technology  transfer  effort  to  facilitate 
the  development  and  transfer  of  new  psycho- therapeutic 
medications  from  academic  and  government  laboratories  to 
pharmaceutical  companies  for  the  further  development  and 
distribution  of  the  compound. 

3.  Identification  of  promising  new  psychotherapeutic  medications 
that  are  in  clinical  use  in  Europe  and  their  clinical 
evaluation  in  the  U.S.   to  stimulate  companies  to  introduce 
these  drugs  into  the  U.S.  market.     This  initiative  could 
speed  the  rate  at  which  effective  new  medications  become 
available  to  the  mentally  ill  in  the  U.S.     For  instance, 
lithium  was  used  successfully  for  nine  years  in  Europe  before 
it  was  available  for  treatment  of  bipolar  disorder  in  the 
U.S.;   it  is  now  the  treatment  of  choice  for  bipolar  disorder. 
Clozapine,  a  very  effective  psycho- therapeutic  medication  for 
the  treatment  of  schizophrenia,  was  available  in  Europe  for 
at  least  a  decade  before  it  was  available  in  the  U.S. 

4.  Establish  a  synthetic  production  capability  within  the 
government  so  that  drugs  can  be  synthesized  according  to  the 
standards  required  by  the  FDA  (i.e.,  according  to  Good 
Manufacturing  Practices  or  GMP)  to  use  drugs  in  humans.  This 
capability  will  speed  the  synthesis  of  drugs  for  clinical 
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studies  and  significantly  reduce  costs.     Many  companies 
charge  high  prices  for  GMP  synthesis  because  of  concerns 
about  their  liability  if  a  drug  they  synthesize  produces  an 
adverse  effect  when  it  is  tested  clinically.  Furthermore, 
having  this  synthetic  capability  would  allow  the  government 
to  synthesize  patented  compounds  and  not  be  dependent  on 
cooperation  from  the  pharmaceutical  companies  to  provide 
these  compounds.     These  efforts  will  significantly  speed  the 
clinical  evaluation  of  new  compounds  for  use  in  disorders  in 
which  the  pharmaceutical  companies  are  reluctant  to  test 
their  drug.     This  capability  would  allow  the  medications 
development  programs  at  the  National  Institutes  of  Health  and 
the  National  Institute  of  Mental  Health  to  evaluate  new 
compounds  for  a  broader  range  of  uses  before,  not  after,  they 
are  marketed  by  a  drug  company. 

5.         Develop  a  clinical  trial  to  study  the  co-morbidity  of  mental 
illness  and  drug  abuse  in  collaboration  with  NIDA.  This 
study  would  be  designed  to  determine  if  adequate  treatment  of 
mental  illness  with  new  or  existing  psychotherapeutic 
medications  will  decrease  the  tendency  to  abuse  drugs.  This 
study  could  eventually  be  extended  to  determine  if  children 
who  have  a  genetic  predisposition  for  a  specific  mental 
illness  (e.g.,  bipolar  disorder,   schizophrenia)  have  a 
greater  predisposition  to  abuse  drugs  and,   if  so,  if 
prophylactic  treatment  with  new  or  existing  psychotherapeutic 
medications  will  decrease  the  probability  of  drug  abuse  in 
these  children. 

Mr.  Millstein.     In  NIDA,  because  of  the  high  health,  social, 
and  criminal  costs  of  addiction  to  opiates,  cocaine,   and  other 
stimulants  such  as  me thamphet amine ,  and  their  relationship  to  the 
spread  of  the  HIV  infection  through  needle  sharing  and  sex  with 
infected  partners ,  treatments  for  opiates  and  crack/cocaine  are  the 
primary  focus  of  the  medications  development  program. 

The  program's  priority  is  to  focus  on  developing  new 
medications : 

o  to  attenuate  craving  for  crack/cocaine; 

o  to  prolong  abstinence  from  drug  seeking  behavior  for 

cocaine  and  opiates; 
o  to  develop  treatments/formulations  which  increase 

patient  compliance  and  which  have  little  or  no  abuse  or 

diversion  potential; 
o  to  develop  treatments  which  could  treat  pregnant 

addicts  without  risk  to  the  fetus;  and 
o  to  develop  opiate  dependency  treatment  medications  that 

are  themselves  not  addicting. 

The  speed  with  which  new  treatment  agents  can  be  identified, 
evaluated,   and  developed  is  directly  proportional  to  the  level  of 
effort  which  can  be  mounted  based  on  available  funding  and 
staffing.     NIDA  plans  to  continue  the  establishment  of  the 
medications  development  program  to  accelerate  the  development  of 
pharmacotherapeutic  treatments  for  addiction  to  cocaine  and 
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opiates.     The  increased  funding  will  support  additional  clinical 
testing,  clinical  data  management,  and  report  preparation. 
NIDA  will  expand  its  contract  base  for  new  sites  capable  of 
delivering  high  quality  clinical  data  from  Phase  I,   II,  and  III 
trials  with  various  population  groups.     Phase  II  clinical  studies 
cost  in  the  neighborhood  of  $2  million  and  Phase  III  studies  are  in 
the  range  of  $6-8  million. 

NIDA  will  expand  both  the  capacity  and  types  of  toxicity 
testing  to  be  performed  and  to  develop  additional  animal  models  to 
screen  for  novel  treatment  compounds .     Contracts  will  be  expanded 
to  increase  both  the  capacity  and  the  types  of  toxicity  testing  to 
be  performed,  permitting  an  increase  in  the  number  of 
Investigational  New  Drug  (IND)  applications  filed  with  the  FDA. 

Mr.  Hoyer.     Is  there  any  current  prohibition  which  would 
prevent  you  from  proceeding  with  these  priorities  if  the  committee 
provided  you  with  the  resources? 

Mr.  Mills tein.     Under  our  broad  research  authority,  NIDA 
currently  has  the  full  authority  necessary  to  conduct  the 
medications  development  program.     In  addition,  NIDA  has  developed 
excellent  working  relationships  with  the  Food  and  Drug 
Administration,   the  Drug  Enforcement  Administration,  the 
pharmaceutical  industry,  and  academic  centers. 

Because  of  poor  return  on  investment  compared  to  other 
indications,   this  has  been  a  long-neglected  therapeutic  area  by  the 
private  sector.     This  is  due  in  part  to  the  existence  of  a  number 
of  disincentives  which  are  primarily  economic  in  nature,  including: 
1)  lack  of  patent  protection  for  many  compounds  which  may  have 
potential  as  addiction  medications;  and  2)  risk  of  stigmatization 
of  a  promising  product  by  its  association  with  the  treatment  of 
drug  addicts.     Thoughtfully  engineered  incentives  could  create  a 
multiplier  effect  in  that  the  power  of  America's  private 
pharmaceutical  sector  (innovator  companies,  generic  manufacturers, 
and  venture  capital  companies)  could  be  brought  to  bear  on  this 
very  serious  public  health  problem.     The  Department  is  currently 
considering  a  number  of  proposals  to  resolve  some  of  these 
disincentives . 

SUBSTANCE  ABUSE  RESEARCH  CENTERS 

Mr.  Hoyer.     Can  ADAMHA  proceed  with  the  substance  abuse 
research  centers  without  an  authorization? 

Mr.  Millstein.     NIDA  can  and  does  fund  interdisciplinary 
research  centers  under  our  existing  broad  research  authorities^ 

Mr.  Hoyer.     Do  you  have  any  estimates  for  the  annual  cost  of 
such  a  center? 

Mr.  Millstein.     A  typical  interdisciplinary  research  center 
on  drug  abuse  now  costs  approximately  one  and  one  half  million 
dollars . 
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PROGRAM  ELIMINATIONS 

Mr.  Hoyer.     The  justification  indicates  that  total  budget 
authority  by  activity  for  NIMH  cuts  $36  million  for  Protection  and 
Advocacy,  clinical  training,  and  demonstrations,  but  provides  only 
a  net  increase  of  about  $4.6  million  overall.     Isn't  the  clear 
implication  that  mental  health  programs  are  a  relatively  low 
priority? 

Dr.  Goodwin.     Mental  health  programs  remain  a  high  priority 
for  ADAMHA,  because  a  few  selected  programs  are  proposed  for 
termination,   the  NIMH  total  budget  for  FY  1993  increases  by  $4.6 
million  over  the  FY  1992  appropriation.     Within  this  net  increase, 
however,   it  should  be  noted  that  NIMH  research  programs  increase  by 
$35.4  million  or  6.2  percent  over  FY  1992.     I  believe  this  increase 
for  NIMH  research  compares  favorably  to  the  research  increases 
requested  for  the  other  Institutes  of  the  Alcohol,  Drug  Abuse  and 
Mental  Health  Administration  and  the  National  Institutes  of  Health. 

Mr.  Hoyer.     Where  did  ADAMHA  determine  the  other  $31  million 
would  be  better  spent? 

Mr.  Trachtenberg.     The  entire  $36.0  million  has  been 
redirected  to  other,  high  priority  NIMH  programs,  which  experience 
a  $40.6  million  or  6.4  percent  increase  (research,   $35.4  million, 
and  demonstrations  $5.0  million). 

Mr.  Hoyer.     Why  is  the  department  recommending  the 
elimination  of  the  NIMH  Protection  and  Advocacy  program  currently 
funded  at  $19.5  million? 

Dr.  Goodwin.     The  1993  President's  Budget  proposes  to 
eliminate  Federal  funding  for  this  activity.     The  goal  has  been  to 
provide  financial  support  and  technical  assistance  to  strengthen 
State  programs  to  ensure  that  the  rights  of  mentally  ill 
individuals  are  protected.     Federal  dollars  and  technical 
assistance  activities  have  been  directed  toward  developing  strong 
P&A  infrastructures;   enabling  P&A  systems  to  increase  their  staffs 
and  expand  their  knowledge  and  program  activities  to  enable  them  to 
demonstrate  their  value  to  the  States.     The  Administration  is 
proposing  an  elimination  of  federal  support  for  the  Protection  and 
Advocacy  Program  because  it  believes  that  this  is  an  activity  for 
which  the  States  rightfully  should  have  responsibility.     This  type 
of  activity  could  be  supported  with  State  ADMS  Block  Grant 
allotments . 

Mr.  Hoyer.     Why  is  the  Administration  recommending  altering 
the  demonstration  program  so  dramatically,   suggesting  the 
elimination  of  demonstration  programs  for  preventive  mental  health 
and  alcoholism,  while  doubling  the  homeless  demonstration  programs? 

Dr.  Goodwin.     The  separate  budget  line  for  NIMH  prevention 
demonstrations  was  added  by  the  Congress  in  FY  1990.     In  FY  1992, 
six  projects  will  receive  their  third  and  final  year  of  funding 
under  this  program.     In  the  FY  1993  President's  Budget,  the 
Administration  is  not  proposing  to  eliminate  prevention 
demonstrations  but  only  the  separate  budget  line  as  it  duplicates 
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and  overlaps  with  other  demonstration  and  research  programs  which 
will  have  available  funds  in  FY  1993. 

The  increase  of  $5.0  million  for  the  McKinney  Homeless 
Demonstration  program  is  to  implement  the  NIMH  portion  of  the  new 
"ACCESS  Initiative"  that  has  been  recommended  by  the 
Interdepartmental  Task  Force  on  Homelessness  and  Severe  Mental 
Illness.     The  increased  funding  for  this  program  will  address  a 
recognized  need  by  providing  incentives  to  States  and  localities  to 
develop  comprehensive  and  integrated  systems  of  treatment  and 
housing  support  for  homeless  severely  mentally  ill  persons. 

Mr.  Hoyer.     The  justification  indicates  that  the  National 
Prevention  Coalition  is  an  important  partner  and  member  of  NIMH 
advisory  groups.     How  do  its  representatives  feel  about  the  request 
to  eliminate  the  prevention  demonstrations? 

Dr.  Goodwin.       At  that  time  we  will  have  a  better  idea  as  to 
how  the  Coalition  feels  about  the  request  to  eliminate  a  separate 
budget  line  for  the  prevention  demonstrations.     In  the  past  they 
have  recommended  that  the  program  should  be  expanded  to  a  $10 
million  annual  appropriation  to  continue  the  currently  funded 
projects  and  to  fund  new  research  demonstrations.     The  Coalition 
will  hold  its  semi-annual  meeting  on  April  9,  1992  and  the  topic  of 
prevention  demonstrations  will  probably  be  on  the  agenda. 

ALCOHOLISM 

Mr.  Hoyer.     The  justification  indicates  that  there  is  in  the 
request  an  increase  of  approximately  $7  million  to  the  $146  million 
base  for  extramural  and  intramural  program  research,   is  that 
accurate? 

Dr.  Gordis.     The  figures  you  have  cited  reflect  support  for 
our  research  grant  and  intramural  research  programs.  The 
extramural  program  also  includes  research  training  ($3.5  million), 
research  and  development  contracts  ($6.5  million),  and  treatment 
outcome  research  ($4.4  million).     The  FY  1993  NIAAA  request  for  all 
extramural  and  intramural  research  projects  is  $168  million,  an 
increase  of  almost  $8  million  over  the  FY  1992  base  of  $160 
million. 

Mr.  Hoyer.     Although  the  total  funding  for  alcoholism  is 
approximately  $182  million,  what  is  the  actual  increase  for  alcohol 
for  FY  1993,  and  can  you  place  this  request  in  the  context  of  the 
actual  increases  provided  in  FY  1991  and  FY  1992? 

Dr.  Gordis.     The  total  FY  1993  request,   including  proposed 
funding  for  HIV-related  studies,  is  $193,034,000,  an  increase  of  $9 
million  over  the  1992  Appropriation.     This  compares  with  a  $13 
million  increase  provided  in  1992  and  a  $9  million  increase  in 
1991. 

Mr.  Hoyer.     Is  it  the  case  that  the  alcoholism  demonstrations 
for  the  homeless,  although  level  funded  for  FY  1992  are  actually 
below  FY  1991  funding  levels? 
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Dr.  Gordis.     Funding  for  the  Alcohol  Drug  Abuse  Homeless 
Research  Demonstration  Program  was  $16,435,000  in  FY  1991  and 
$15,983,000  in  FY  1992.     These  levels  represent  full  funding  for 
ongoing  projects  which  will  be  completed  in  1992.     The  1993  request 
would  support  a  new  homeless  program. 
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Mr.  Hoyer.     Can  you  provide  a  brief  summary  and  more  detail 
for  the  record  of  the  relative  increases  over  the  past  5  years  for 
NIDA,  NIAAA,  NIMH,  OSAP,  and  OTI,  delineating  in  those  years  substance 
abuse  prevention  and  treatment  activities  that  were  eventually 
subsumed  under  OSAP  and  OTI,  please? 

Mr.  Trachtenberg.     OSAP  was  created  in  1986,  and  OTI  was 
created  in  1990.     The  following  table  summarizes  prevention  and 
treatment  activities  for  all  ADAMHA  Institutes  and  Offices  during 
the  period  FY  1988-1993: 


ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Prevention  and  Treatment  Summary 
Pollers  in  Thousands) 


1988 

1989 

1990 

1991 

1992 

1993 

93  vs  88 

NIDA 

Prevention 

$127,448 

$132,866 

$168,853 

$166,460 

$173,231 

$182,576 

43.26% 

Treatment 

51,504 

46,241 

87,021 

89,783 

92,245 

95,657 

85.73% 

Ail  Other 

21.836 

109.346 

123.860 

146.587 

153.173 

161.967 

641.74% 

TOTAL 

200,788 

288,453 

379,734 

402,830 

418,649 

440,200 

119.24% 

NIAAA 

Prevention 

7,131 

14,852 

21,337 

27.220 

28,554 

29.993 

320.60% 

Treatment 

9,200 

4,545 

16.378 

16,435 

15,983 

15,983 

73.73% 

All  Other 

86.208 

104.657 

124.555 

127.536 

139.767 

147.058 

70.59% 

TOTAL 

102,539 

124,054 

162.270 

171,191 

184,304 

193,034 

88.25% 

TOR  a/ 

Treatment 

2J2SZ 

7.803 

8.028 

8.598 

8.894 

289.75% 

TOTAL 

0 

2,282 

7,803 

8,028 

8.598 

8.894 

289.75% 

NIMH 

Prevention 

48,165 

57.758 

77,945 

93.062 

98,200 

94,656 

96.52% 

Treatment 

37.465 

39.867 

70.055 

79,415 

80,246 

65,746 

75.49% 

All  Other 

305.940 

352.270 

395.595 

450.229 

492.818 

515,473 

68.49% 

TOTAL 

391.570 

449,895 

543,595 

622,706 

671,264 

675,875 

72.61% 

OSAP  c/ 

Prevention 

35.947 

69.853 

193.437 

271.465 

285.082 

305.549 

750.00% 

TOTAL 

35.947 

69,853 

193.437 

271,465 

285,082 

305.549 

750.00% 

on  a/ 

Prevention 

e/ 

48,800 

107,200 

182.220 

190,886 

202,346 

206,222 

322.59% 

Treatment 

V 

594,434 

658,114 

950.988 

1.014,334 

1,089,654 

1,085,778 

82.66% 

Treatment 

9/ 

48.446 

93.858 

97.233 

171.60? 

145.955 

274.419 

466.44% 

TOTAL 

691,680 

859,172 

1.230,441 

1 .376.823 

1,437,955 

1.566.419 

126.47% 

TOTAL  ALL  l/O's  h/ 

Prevenlion  267,491  382.529  643.792  749.093  787.413  818,996  206.18% 

Treatment  741,049  844.907  1,229.478  1,379,598  1,432,681  1,546,477  108.69% 

AilOther  413,984  566,273  644,010  724,352  785,758  824,498  99.16% 

TOTAL  $1,422,524  $1,793,709  $2,517,280  $2,853,043  $3,005,852  $3,189,971  124.25% 


FOOTNOTES: 

aj  Treatment  Outcome  Research  (TOR)  is  a  separate  budget  line  item  established  by  the  Congress.    We  disfribirte  these 

funds  to  NIDA  and  NIAAA  on  a  50/50  basis  for  execution.  TOR  funding  was  not  provided  in  FY  1988. 
b/  Represents  increase  since  FY  1989. 
c/  OSAP  was  created  In  FY  1986. 

d/  OTI  was  created  in  FY1990.  Treatment  management  prior  to  FY  1990  was  by  a  staff  element  within  the  Office 
of  the  Administrator.  FY  1988  funding  is  ADMS  Block  Grants  only;  FY  i989data  includes  ADMS  Block  Grants, 
Waiting  List  Reduction  Grants,  and  other  grants  to  States  fa   Homeless  programs  and  for  State  planning. 

e/  This  is  the  ADMS  Block  Grant  mandatory  prevention  funding  distribution. 

f/  This  is  the  ADMS  Block  Grant  treatment  funding  distribution  for  mental  hearth,  alcohol  and  drug  abuse 
programs.  (Excludes  the  5%  ADAMHA  Set -Aside  which  was  authorized  for  data  collection,  technical 
assistance,  and  services  research,  starting  in  FY  1989.) 

g/  Includes  all  funding  managed  by  OTI  [or  OA  staff  office  in  FY  1 989]  except  ADMS  Block  Grants. 

h/  This  totel  will  not  add  to  ADAMHA  total  due  to  exclusion  of  funding  for  OA  B&F,  and  the  ADMS  Block  Grant  Set- Aside. 


TOTALS  MAY  NOT  ADO   DUE  TO  FOUNDING 
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OFFICE  OF  WOMEN'S  HEALTH 

Mr.  Hoyer.     Can  you  describe  the  activities  of  the  Office  of 
Women's  Health,   its  function  and  responsibilities  within  ADAMHA? 

Mr.  Trachtenberg.     The  ADAMHA  Office  for  Women's  Health 
(OWH) ,  established  in  1990  within  the  Office  for  Science/Office  of 
the  Administrator,   seeks  to  ensure  that  ADAMHA  research  and 
research  demonstrations  appropriately  address  the  impacts  of 
alcohol  and  other  drugs  and  of  mental  illness  upon  the  health  and 
lives  of  women.     Toward  this  end,   the  OWH  advises  the  Administrator 
on  policy  and  initiatives,  coordinates  women's  health  issues  and 
activities  among  agency  components,  organizes  conferences  of 
researchers  and  service  providers,  maintains  liaison  between  other 
governmental  agencies  on  matters  of  women's  health,   tracks  the 
inclusion  of  women  as  subjects  in  research  and  research 
demonstrations,   serves  as  a  resource  and  contact  for  inquiries 
relating  to  ADAMHA  women's  health  activities,   and  undertakes 
efforts  to  encourage  recruitment,   retention,  and  promotion  of  women 
in  science  careers. 

Established  by  the  Administrator  without  appropriation  or 
separate  staffing,  the  ADAMHA  OWH  focused  its  initial  efforts  on: 
establishing  and  administering  an  intra-agency  advisory  group,  "The 
Women's  Health  Research  and  Services  Work  Group;"  collecting 
baseline  data  on  the  extent  of  participation  of  women  as  subjects 
in  ADAMHA  research  and  research  demonstrations;  working  with  the 
Institute  of  Medicine  to  organize  a  conference  of  researchers  and 
service  providers  with  expertise  in  addictive  and  mental  disorders 
in  women  in  order  to  assess  future  research  needs  and  to  improve 
dissemination  of  research  findings  to  service  providers; 
coordinating  and  drafting  the  agency's  section  of  the  PHS  Women's 
Health  Action  Plan;  and  tracking  agency-wide  progress  on  Action 
Plan  initiatives. 

Mr.  Hoyer.     Can  you  compare  the  Office  to  the  Office  of 
Women's  Health  Research  at  NIH  both  with  respect  to  form,  function, 
and  funding? 

Mr.  Trachtenberg.     The  NIH  Office  of  Research  on  Women's 
Health  (ORWH)  has  $10.3  million  in  appropriated  funds  for  FY  1992, 
an  expanding  staff  of  full-time  employees,  and  separate,  dedicated 
office  facilities;   the  ADAMHA  Office  for  Women's  Health  (OWH),  in 
contrast,  has  no  appropriation,   currently  operates  with  a  staff  of 
2-3  employees  who  also  have  other  full-time  science  -  related 
responsibilities,   and  shares  office  facilities  with  the  ADAMHA 
Office  for  Science.     Two  additional  FTEs  are  requested  for  this 
Office  in  the  1993  request. 

With  respect  to  function,  the  ADAMHA  OWH  performs  essentially 
the  same  functions  as  the  NIH  ORWH,  although  on  a  somewhat  smaller 
scale  due  to  differences  in  agency  size  (i.e.,  the  approximately  17 
institutes,  centers,  and  divisions  at  NIH  compared  to  the  5 
institutes  and  offices  of  ADAMHA)  and  office  resources.     The  major 
difference  is  that  NIH  ORWH  uses  its  appropriated  funds  to 
supplement  grants  funded  by  the  component  ICDs  to  expand  research 
in  priority  areas  of  women's  health,  to  increase  accrual  of  women 
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in  studies,  and  to  implement  a  women's  health  research  agenda, 
whereas  ADAMHA  OWH  has  no  specific  funds  outside  of  those 
appropriated  to  the  Institutes  and  Offices  to  undertake  such 
initiatives . 

AIDS 

Mr.  Hoyer.     In  reviewing  the  budget  materials  for  FY  1993,  I 
have  noted  an  absence  of  any  discussion  of  AIDS  prevention 
activities  (not  to  mention  AIDS  in  general)  from  the  list  of 
priorities  for  the  agency.     Does  this  reflect  a  lack  of  interest  in 
AIDS  at  the  top -most  levels  of  the  agency? 

Mr.  Trachtenberg.       ADAMHA  is  committed  to  developing 
strategies  designed  to  prevent  and  reduce  the  spread  of  AIDS, 
especially  among  drug  users  and  the  mentally  ill.     ADAMHA  has  a 
significant  portfolio  of  AIDS  prevention-related  activities,  and 
the  budget  for  these  activities  has  been  increased  by  5.5  percent 
in  1993.     Moreover,  an  entire  section  of  our  budget  justification 
(pp.   231-256)  is  dedicated  to  discussing  ADAMHA  AIDS  programs. 

For  example,   the  FY  1993  ADAMHA  Budget  identifies  effective 
prevention  interventions  and  behavior  change  strategies  as  a  top 
priority  of  the  NIMH  AIDS  Program.     A  highlight  of  NIMH's  efforts 
is  a  multi-site,  multi -population  prevention  trial  designed  to 
serve  as  a  blueprint  for  AIDS  prevention  policies  for  the  PHS . 

In  FY  1993,  ADAMHA  intends  to  focus  on  hard  to  reach 
individuals  who  continue  to  engage  in  high-risk  behaviors. 
Priorities  include:   identification  of  determinants  of  high-risk 
sexual  and  drug  using  behaviors;  determinants  of  maintaining  low- 
risk  behaviors;   the  social  contexts  in  which  risk-taking  behavior 
occur;   the  impact  of  affective  states  (e.g.,  depression,  anxiety, 
and  social  isolation)  on  risk  behavior;  the  effects  of  cognitive 
impairment  on  adherence  to  risk  reduction  guidelines;  and  the 
development  of  more  accurate  methods  to  assess  behavioral 
determinants,  patterns  of  risk  behaviors,  and  behavior  change. 

Mr.  Hoyer.     Does  ADAMHA  need  to  develop  an  overall  plan  for 
its  AIDS  activities?     Should  a  plan  be  developed  for  the  Federal 
government  for  primary  AIDS  prevention  as  was  recommended  by  the 
National  AIDS  Commission? 

Mr.  Trachtenberg.     The  Public  Health  Service  has  developed  a 
Strategic  Plan  which  contains  the  key  elements  of  a  national  AIDS 
prevention  plan.     Healthy  People  2000  delineated  specific, 
measurable  objectives  designed  to  reduce  the  further  spread  of  HIV 
and  improve  treatment  and  services  for  persons  affected  by  this 
disease.     Program  responsibility  for  specific  prevention  activities 
are  divided  among  the  different  agencies  of  the  PHS,  particularly 
ADAMHA  and  the  CDC.     ADAMHA  maintains  strong  collaborative 
relationships  with  other  PHS  components  conducting  AIDS  prevention 
activities . 

ADAMHA  has  played  a  leadership  role  in  the  AIDS  epidemic.  In 
recent  years,  an  increasing  emphasis  on  preventing  injection  drug 
use  and  heterosexual  transmission,  as  well  as  an  expanding 
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knowledge  base  about  the  mental  health  consequences  of  AIDS  have 
necessitated  new  program  directions  for  AIDS. 

ADAMHA  is  in  the  process  of  developing  an  AIDS  strategic  plan 
to  guide  its  AIDS  efforts  through  the  1990's.     The  role  of  the 
Federal  Government  with  respect  to  primary  AIDS  prevention  will  be 
addressed  under  the  PHS  AIDS  Strategic  Plan  currently  being 
developed.     ADAMHA  has  significant  activities  underway  in  the  area 
of  primary  AIDS  prevention  and  will  play  a  key  leadership  role  in 
this  arena. 

Mr.  Hoyer.     Why  have  we  not  heard  more  about  programs  that 
work  in  AIDS  prevention?    Are  there  evaluations  that  have  been 
conducted  that  look  at  outcome  measures  and  show  program  efficacy? 

Mr.   Trachtenberg .     ADAMHA  AIDS  prevention  demonstration 
studies  include  outcome  and  other  measures  of  program  efficacy 
built  into  the  demonstration  designs.     Outcome  information  is 
disseminated  by  ADAMHA  and  its  grantees  through  technology  transfer 
conferences,  publications  in  peer  review  journals  and  other  printed 
media,  and  presentations  at  local,  national  and  international 
meetings . 

In  addition,  ADAMHA  translates  significant  and  promising  AIDS 
prevention  research  findings  into'  increasingly  refined  and  targeted 
research  studies  (i.e.,   second  and  third  generation  studies), 
demonstration  programs  that  further  test  research  results  for 
generalizability  and  efficacy,  and  direct  service  programs  such  as 
the  HIV  prevention  outreach  program  being  undertaken  by  OTI  in  FY 
1993. 

Mr.  Hoyer.  Historically  there  has  been  a  lot  of  tension 
between  research  and  service  delivery  communities.  This  problem 
has  not  been  unique  to  AIDS  but  it  has  adversely  affected  AIDS 
prevention  efforts.  Both  groups  are  suspicious  of  each  others 
methods  and  motives.  Are  there  ways  to  better  link  prevention 
researchers  and  community  based  service  providers  to  conduct  both 
process  and  outcome  evaluation? 

Mr.  Trachtenberg.     There  are  a  number  of  ways  to  better  link 
prevention  researchers  and  community  based  service  provides  to 
conduct  evaluation.     Such  efforts  include:     1)  participating  in 
working  groups,  meetings  and  conferences;   2)  providing  a  link 
between  the  prevention  research  community  and  the  prevention 
services  community;   3)  participating  in  joint  research  endeavors 
(e.g.  NIMH  multi-site,  multi-population  prevention  clinical  trial); 
4)  serving  on  external  review  panels;   5)  co-funding  of  studies;  and 
6)  regular  consultations. 

ADAMHA  has  numerous  activities  designed  to  promote  rapid 
transfer  of  research  findings  to  community-based  agencies 
delivering  prevention  services.     These  activities  include:     1)  an 
annual  Prevention  Meeting;   2)   the  Community  Core  of  the  NIMH 
supported  HIV  Prevention  Centers;   3)   Stimulating  researchers  to 
incorporate  and  test  prevention  intervention  in  community  settings 
(e.g.   community-based  organizations,   community  health  and  mental 
health  centers,   schools,   etc.);   and  4)  direct  technical  assistance 
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to  service  providers  through  presentations  and  workshops  at 
national,  regional  and  local  meetings  and  consultations. 

Mr.  Hoyer.     ADAMHA  has  an  AIDS  advisory  panel  which  has  met 
only  once.     Why  have  there  been  no  additional  meetings  of  this 
advisory  panel?    What  are  the  plans  for  this  group? 

Mr.  Trachtenberg.     The  ADAMHA  AIDS  advisory  panel  will  be 
convened  for  a  second  meeting  in  late  May,  1992.     At  the  next 
meeting,  discussion  of  the  agency's  strategic  plan  and  the 
integration  of  research  and  services  will  be  discussed.     ADAMHA  is 
also  assessing  the  composition  of  this  body  to  insure  that 
expertise  related  to  substance  abuse  treatment  and  prevention,  as 
well  as  mental  health  services  and  research  is  represented. 

NIMH 

Mr.  Hoyer.     NIMH  has  historically  been  criticized  for  its 
program  balance  in  AIDS.     Specifically  there  have  been  strong 
arguments  advanced  that  NIMH  is  spending  too  much  of  its  resources 
on  neurovirology ,  psychoneuroimmunology ,  and  neuropsychiatric 
manifestations  of  disease  at  the  expense  of  prevention  research 
efforts.     It  appears  that  well  over  60  percent  of  the  institute's 
AIDS  budget  is  spent  on  these  non-prevention  activities.     Is  there 
a  problem  with  the  institute's  program  balance? 

Dr.  Goodwin.     The  Office  of  AIDS  Programs  in  NIMH  strives  to 
maintain  a  balanced  research  portfolio  focusing  on  two  important 
areas:     prevention  and  behavior  change  research  and  the  impact  and 
manifestations  of  HIV  on  the  central  nervous  system  (CNS) .  In 
addition,   the  NIMH  supports  training  for  traditional  and 
nontraditional  mental  health  care  professionals  to  understand  and 
treat  the  neuropsychiatric  and  neuropsychological  manifestations 
and  sequelae  of  HIV  disease.     A  multi-site  Phase  II  clinical  trial 
of  a  peptide  to  treat  the  AIDS  related  neurocognitive  impairment  is 
underway . 

NIMH  is  the  focal  point  within  the  PHS  for  research  on 
behavior  and  its  psychological  and  psychosocial  determinants.  NIMH 
is  committed  to  the  development  of  behavioral  strategies  to  prevent 
further  spread  of  the  disease  through  research  on  the  determinants 
and  antecedents  of  risk  behaviors,  the  distributions  and  patterns 
of  HIV  related  risk  behaviors ,  and  the  implementation  and 
evaluation  of  prevention  approaches.     However,  a  large  number  of 
persons  infected  with  HIV  experience  neurological,  cognitive,  and 
behavioral  changes ,  and  CNS  impairment  is  common  by  the  time  HIV 
infection  has  advanced  to  AIDS .     Up  to  60  percent  of  persons  with 
AIDS  may  eventually  develop  AIDS  related  dementia.  Primary 
dementia  has  become  so  closely  associated  with  AIDS  that  the  CDC 
now  recommends  HIV  testing  for  people  exhibiting  dementia. 
Cognitive  impairment  is  the  most  overt  and  disabling  aspect  of 
dementing  illness,  which  includes  slowness  in  thought  processes, 
limited  attention  span,  memory  impairment,  altered  consciousness, 
anxiety,  mood  changes,   seizures,  confusion,   speech  difficulties, 
motor  abnormalities,  and  paralysis.     Research  to  elucidate  and 
treat  the  neuropsychiatric  manifestations  of  the  disease  is  needed. 
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Mr.  Hoyer.     Repeatedly  groups  conducting  oversight  of  Federal 
AIDS  prevention  research  efforts  (such  as  the  National  Academy  of 
Sciences/National  Research  Council)  have  recommended  funding  a 
large  scale  clinical  trial  of  primary  prevention  interventions  at 
the  community  level  in  locations  across  the  country.     The  idea  is 
to  model  AIDS  prevention  research  on  the  Stanford  Heart  Disease 
prevention  community  trials  and  the  NCI  multi-site  smoking 
cessation  effort.     I  understand  that  NIMH  has  a  community  trial 
underway  in  13  communities  around  the  country  focusing  on 
prevention  of  AIDS  among  adolescents  and  people  of  color.  Does 
this  NIMH  program  really  meet  the  need  for  community -based  clinical 
trials  of  prevention  programs  as  called  for  by  the  NAS/NCR? 

Dr.  Goodwin.     In  response  to  the  National  Academy  of 
Science's  recommendation,  the  Office  of  AIDS  Program's  NIMH 
initiated  in  FY  1991  a  multi-site,  multi -population,  community- 
based  clinical  trial  to  develop  and  test  behavioral  interventions 
to  prevent  the  further  spread  of  the  HIV  epidemic  that  can  be 
easily  adopted  by  public  and  private  agencies.     The  study 
represents  ongoing  collaboration  among  PHS  agencies,   (e.g.  National 
Institute  of  Mental  Health,  National  Institute  on  Drug  Abuse,  the 
National  Institute  on  Alcohol  and  Alcoholism,   the  National 
Institute  of  Child  Health  and  Human  Development,  the  Centers  for 
Disease  Control,  and  the  Health  Resources  and  Services 
Administration),  prevention  researchers,  and  community  based 
providers  participated  in  the  design  and  implementation  of  the 
trial.     This  collaborative  process  helps  to  assure  a  broad  public 
health  impact  for  the  trial  which  can  be  used  to  help  formulate 
AIDS  prevention  policies  for  the  U.S.  Public  Health  Service.  The 
ongoing  communication  among  these  different  participants  promotes 
rapid  transfer  of  information  and  incorporation  of  promising 
prevention  interventions  into  existing  prevention  programs. 

Seven  Extramural  Research  Groups  (ERGs)  and  a  Coordinating 
Center  (CC)  are  currently  supported.     ERGs  are  geographically 
dispersed  and  include  both  AIDS  epicenters  as  well  as  more  rural, 
and  lower  seroprevalence  communities.     The  trial  is  being 
implemented  in  10  communities  around  the  country.     ERGs  are 
recruiting  understudied,   at  risk  populations  who  continue  to  engage 
in  high  risk  behaviors  (e.g.   the  chronically  mentally  ill, 
prisoners,  STD  clinic  patients,  gay  men,  heterosexuals,  IDUs  and 
their  sex  partners,  runaway  and  homeless  youth  etc.)  in  accordance 
with  the  objectives  for  reducing  HIV  infection  stipulated  by  the 
Public  Health  Service  in  Healthy  People  2000  under  specific 
objectives.     About  75  percent  of  the  sample  are  racial  and  ethnic 
minorities  particularly  Blacks  and  Hispanics. 

The  5  year  study  is  conceptualized  in  three  phases.  During 
Phase  I,  ERGS  conducted  large  scale  studies  designed  to  address 
intervention  and  measurement  questions  such  as  the  optimum  number 
of  sessions,   the  use  of  subject  incentives,   the  gender  composition 
of  the  peer  group,  and  characteristics  of  effective  peer  leaders. 
Full  implementation  of  the  clinical  trial  will  be  conducted  during 
Phase  II,  while  Phase  III  will  consist  of  follow-up  and  analyses. 
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AIDS  PREVENTION 

Mr.  Hoyer.  I  understand  that  there  have  been  some  very 
exciting  results  from  NIMH- sponsored  studies  by  Mary  Jane  Rotheram 
of  AIDS  prevention  in  New  York  targeting  high-risk  youth  (homeless 
and  runaway  youth) .  The  importance  of  these  studies  has  been  that 
they  were  controlled  scientific  experiments  with  random  assignment. 
Are  there  other  examples  of  controlled,  random  assignment  research 
other  than  Rotheram' s  that  show  behavior  change? 

Dr.  Goodwin.     NIMH  supported  researchers  have  made 
significant  contributions  to  understanding  the  determinants  of  HIV 
related  risk  behaviors  and  the  mechanisms  of  behavior  change  in 
certain  at  risk  populations.     Emerging  research  results  across  the 
23  NIMH  funded  prevention  researchers  suggest  that  successful 
prevention  strategies  include  increasing  perceived  vulnerability 
through  risk  appraisal,  enhancing  self -efficacy  through  cognitive 
and  skill-based  approaches,  and  changing  group/community  norms 
regarding  protective  behaviors.     Peer- led  interventions  show 
promise  to  reach  individuals  at  risk  for  HIV  infection  and  AIDS . 
Community  models  have  been  successful  using  social  marketing 
techniques  and  diffusion  of  innovation  theory  to  create  safer  sex 
norms  and  reduce  HIV  related  risk  behaviors  in  communities. 

For  instance,  Kelly  et.  al.,  conducted  the  first  controlled 
multiple -city  test  of  an  HIV  prevention  model  targeting 
communities .     This  research  introduced  an  intervention  that  trained 
identified  popular  people  to  serve  as  behavior  change  endorsers  to 
gay  male  peers,   thereby  altering  social  norms  to  discourage  risk- 
taking  and  encourage  the  adoption  of  precautionary  behavior  change. 
The  intervention  consistently  produced  systematic  reductions  in 
population  high-risk  behavior  (unprotected  anal  intercourse)  of  -15 
to  28  percent  from  baseline  levels,  and  the  same  pattern  of  effect 
was  sequentially  replicated  in  all  three  cities.     This  study  is 
currently  being  replicated  in  16  cities  around  the  country.  The 
preliminary  results  from  this  study  indicate  that  following 
intervention  there  are  substantial  shifts  in  population  behavior 
change  including  reduction  in  high  risk  sexual  practices, 
curtailment  in  unprotected  anal  intercourse  and  increased  requests 
for  HIV  antibody  testing. 

Another  community  level  intervention  project  is  being 
implemented  by  Kegeles,  et.al.,   in  3  West  Coast  communities  to 
assist  young  gay  and  bisexual  men  to  reduce  their  HIV  risk 
behaviors.     The  intervention,  grounded  in  the  AIDS  Risk  Reduction 
Model,   is  a  community  mobilization  strategy  to  promote  norms  for 
safer -sex,  which  include  peer  outreach  by  which  young  men 
communicate  the  need  for  safer  sex  to  their  peers  in  formal  and 
informal  setting;  peer- led  HIV  risk  reduction  workshops  to  discuss 
and  overcome  barriers  for  safer  sex;  and  an  ongoing  publicity 
campaign  about  the  intervention  to  increase  awareness  and  to  remind 
men  of  the  norms  for  safer  sex.     Preliminary  data  suggest  that  the 
intervention  is  successful  in  reducing  high  risk  behaviors. 

Mr.  Hoyer.  What  kind  of  research  does  NIMH  have  underway 
looking  at  the  efficacy  of  mental  health  services  as  a  means  of 
promoting  behavior  change.     I  understand  that  HRSA  has  a  mental 
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health  services  program  under  its  Special  Projects  of  National 
Significance  (SPNS)  Program.     Has  NIMH  ceded  to  HRSA  lead 
responsibility  for  mental  health  service  issues  in  AIDS? 

Dr.  Goodwin.     NIMH  is  supporting  a  number  of  studies  designed 
to  elucidate  the  psychological  and  mental  health  aspects  of  HIV 
infection  and  its  possible  impact  on  behavior  change.     Data  from 
NIMH  supported  studies  suggest  that  psychological  distress  and  poor 
mental  health  functioning  may  adversely  affect  an  individual's 
attempt  to  change  risk  patterns  of  behavior.     A  number  of  studies 
have  compared  persons  who  successfully  changed  their  behaviors  from 
those  who  continue  to  engage  in  high  risk  practices.  Factors 
associated  with  continued  high  risk  practices  include  heavy 
intoxicant  or  substance  use  preceding  sexual  activity,  limited 
perceived  self -efficacy  of  success  in  change  efforts,  perception 
that  precautionary  changes  are  not  an  accepted  peer  norm,  high 
reinforcement  value  associated  with  frequent  past  unsafe  practices, 
and  health  locus  of  control  attributions.     Findings  from  these 
studies  have  been  incorporated  into  successful  behavior  change 
interventions . 

Several  NIMH  supported  studies  have  found  an  adverse  impact 
on  mental  health  variables  after  notification  of  positive  HIV 
antibody  status  including  depression,  suicidal  ideation  and 
attempts,  anxiety,  somatic  complaints,  and  other  symptoms. 
However,  other  studies  have  failed  to  find  strong  associations 
between  initial  positive  HIV  serostatus  notification  and  sustained 
psychological  distress.     For  instance,  Perry  et.al.,  found  that  the 
group  of  individuals  most  distressed  after  testing  was  also  the 
group  most  distressed  before  it.     Rabkin  et.al.,  have  identified 
themes  of  hope  and  the  absence  of  suicidal  ideation  among  gay  men 
living  with  AIDS  for  at  least  3  years. 

The  discrepancy  of  findings  among  the  studies  suggest  that 
severe  distress  or  successful  coping  may  be  related  to  a  host  of 
other  factors  such  as  competing  life  stressors,  effective  social 
support,  access  to  health  care,  general  coping  style,  and  belief  in 
the  effectiveness  of  available  medical  regimens. 

NIMH  has  placed  increasing  emphasis  on  the  psychological 
distress  experienced  by  significant  others  of  persons  living  with 
HIV  such  as  parents,   siblings,   spouses,   lovers,  and  children.  NIMH 
has  launched  an  initiative  to  identify  mental  health  effects  of  HIV 
infection  and  AIDS  on  significant  others,  and  to  identify  effective 
coping  mechanisms  used  by  these  persons.     The  impact  of  bereavement 
and  the  high  personal  and  emotional  distress  placed  on  caregivers 
is  a  top  priority  for  the  NIMH. 

The  NIMH  has  maintained  a  national  leadership  role  in  the 
area  of  mental  health  services  research  and  HIV  infection  by:  1) 
supporting  research  on  the  neuropsychological,  psychological  and 
mental  health  aspects  of  HIV  infection  and  its  treatment;  2) 
supporting  research  designed  to  improve  the  mental  health  delivery 
system  for  persons  affected  by  HIV  and  AIDS;   3)  supporting  a 
program  to  train  traditional  and  nontraditional  mental  health 
providers  in  the  psychological  and  neuropsychological  sequelae  of 
HIV  infection;  4)  providing  on  going  technical  assistance  to  public 
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and  private  agencies  engaged  in  the  delivery  of  mental  health 
services  to  persons  affected  by  HIV  and  AIDS;   5)  continuing 
collaborative  relationships  and  providing  ongoing  technical 
assistance  in  the  area  of  mental  health  services  to  the  Office  of 
the  Associate  Administrator  for  AIDS,  Health  Resources  and  Services 
Administration,  and  the  Division  of  HIV  Services,  Bureau  of  Health 
Resources  Development,  HRSA,  which  have  responsibility  for  the 
administration  of  Ryan  White  Comprehensive  AIDS  Resources  Act  of 
1990;  and  6)  maintaining  an  on- going  dialogue  and  working 
relationships  with  organizations  such  as  American  Psychiatric 
Association,  American  Psychological  Association,  National  Alliance 
for  the  Mentally  111  and  others. 

Mr.  Hoyer.     What  is  NIMH  doing  to  promote  a  transfer  of  the 
knowledge  gained  from  its  prevention  research  activities  to  assist 
in  the  design  of  prevention  programs  by  community-based  agencies 
doing  prevention  services  in  the  field? 

Dr.  Goodwin.     The  NIMH  has  numerous  activities  designed  to 
promote  rapid  transfer  of  research  findings  to  community -based 
agencies  delivering  prevention  services.     These  activities  include: 
1)  an  annual  Prevention  Meeting;  2)  the  community  core  of  the  NIMH 
supported  HIV  Prevention  Centers;   3)  Stimulating  researchers  to 
incorporate  and  test  prevention  intervention  in  community  settings 
(e.g.  community-based  organizations,  community  health  and  mental 
health  centers,  schools,  etc.);  and  4)  direct  technical  assfstance 
to  service  providers  through  presentations  and  workshops  at 
national,  regional  and  local  meetings  and  consultations. 

Since  1990,   the  Office  of  AIDS  Programs  has  sponsored  an 
annual  meeting  attended  by  NIMH  supported  prevention  researchers , 
representatives  from  the  CDC,  ADAMHA,  and  HRSA,  and  community-based 
providers.     The  purpose  of  this  meeting  is  to  facilitate 
information  exchange  among  researchers ,  program  planners  and 
service  providers.     The  1992  meeting  has  2  stated  objectives:  1) 
to  facilitate  the  rapid  dissemination  of  successful  behavior  change 
interventions;  and  2)  to  use  the  experience  and  direct  observations 
from  service  providers  to  formulate  research  questions. 

The  NIMH  supported  Prevention  Centers  have  a  "community  core" 
designed  to  promote  information  exchange,  community  development  and 
education  activities.       For  instance,  HIV  Center  for  Clinical  and 
Behavioral  Studies  at  Columbia  University:     1)  conducts  a  weekly 
seminar  series  on  diverse  issues  related  to  prevention,  behavior 
change  and  services  to  an  audience  of  scientists,  clinicians,  CBO 
representatives,  and  caregivers;  2)  publishes  an  HIV  Center 
newsletter  with  a  broad  circulation;   3)  developed  and  disseminated 
numerous  intervention  packages  including  audio  and  print  material, 
which  are  currently  being  used  by  many  CBOs ,  health  and  mental 
health  agencies,  colleges  and  universities  and  others  around  the 
nation;  4)  develop  and  teach  a  summer  course  "Epidemiology  of  HIV 
and  AIDS,"  in  conjunction  with  the  NYC  health  department  and  the 
Columbia  University  School  of  Public  Health;  and  5)  developed  a 
public  service  announcement  for  use  on  MTV. 

Many  NIMH  supported  prevention  researchers  have  established 
collaborative  working  relationships  with  community-based 
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organizations.     Many  prevention  interventions  are  tested  in 
community-based  settings  and  utilize  CBO  staff  in  all  phases  of  the 
research  from  initial  intervention  and  protocol  development,  to 
participant  recruitment,   implementation,  assessment  and 
interpretation  of  results.     Some  of  the  CBOs  participating  in  NIMH 
funded  prevention  studies  include:     Larkin  Street  Youth  Center  in 
San  Francisco;  Milwaukee  AIDS  Project;  The  Door  and  the  Hetrick 
Martin  Institute  in  New  York  City;  Alta-Med  Health  Services 
Corporation  in  Los  Angeles;  PACO  and  the  Patterson  Health  and 
Behavior  Project  in  New  Jersey. 

NIMH  COLLABORATION  WITH  CDC 

Mr.  Hoyer.     Is  there  real,  meaningful  collaboration  with  CDC 
around  AIDS  prevention  activities?    What  form  does  this 
collaboration  take?    How  could  such  collaboration  be  improved? 

Dr.  Goodwin.     There  is  real  and  meaningful  collaboration 
around  AIDS  prevention  activities  between  NIMH  and  the  CDC.  This 
collaboration  takes  on  many  forms  including:     1)  participating  in 
working  groups,  meetings  and  conferences;  2)  providing  a  link 
between  the  prevention  research  community  and  the  prevention 
services  community;  3)  participating  in  joint  research  endeavors 
(e.g.  multi-site,  multi-population  prevention  clinical  trial);  4) 
serving  on  external  review  panels;   5)  co- funding  of  studies;  and  6) 
regular  telephone  consultations. 

For  instance,  National  Center  for  Prevention  Services  (NCPS) 
and  National  Center  for  Infectious  Diseases  (NCID)  staff  serve  as 
ex-officlo  representatives  on  the  Steering  Committee  of  an  NIMH 
supported  multi-site,  multi-population,  community -based  clinical 
trial  to  develop  and  test  behavioral  interventions  to  prevent  the 
further  spread  of  the  HIV  epidemic  that  can  be  easily  adopted  by 
public  and  private  agencies.     Staff  provide  expert  advise  and  links 
to  CDC  prevention  programs.     NIMH  is  collaborating  with  NCCDPHP  in 
the  development  and  implementation  of  a  multi-site  demonstration 
protects  to  prevent  the  transmission  of  HIV  in  Women  and  Infants. 
CDC  staff  participated  in  two  NIMH  sponsored  HIV  Prevention 
Research  Meetings  (one  in  March  1990,   the  other  April  1991).  The 
focus  of  these  meetings  was  to  promote  bidirectional  information 
exchange  and  technology  transfer.  This  meetings  served  as  a  natural 
link  between  the  prevention  research  and  the  prevention  service 
community.     NIMH  supported  prevention  researchers  have  served  as 
consultants,   served  on  program  reviews,  etc.   to  different  program 
components  in  the  CDC.  As  a  result  of  the  1991  meeting,  CCDPHP 
contacted  NIMH  supported  grantees  to  collect  model  HIV  prevention 
curricula. 

NATIONAL  AIDS  PREVENTION  PLAN 

Mr.  Hoyer.     What  should  the  NIMH  role  be  in  the  development 
of  a  national  AIDS  prevention  plan?     Would  it  be  appropriate  to 
charge  the  agency  with  the  development  of  a  national  plan  for  AIDS 
prevention  research,  akin  to  the  National  Plan  for  Schizophrenia 
and  Decade  of  the  Brain?     Should  a  larger  national  prevention 
strategy  be  developed?     If  yes,  by  whom? 
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Dr.  Goodwin.     The  NIMH  is  the  focal  point  within  the  PHS  for 
research  on  AIDS  related  behavior  change  and  its  psychological  and 
psychosocial  determinants.  NIMH  continues  to  play  a  leading  role  in 
assisting  in  the  development  and  coordination  of  prevention 
research  and  the  integration  of  research  findings  to  community 
settings.     The  Public  Health  Service  has  developed  a  Strategic  Plan 
which  contains  the  key  elements  of  a  national  AIDS  prevention  plan. 
Healthy  People  2000  delineated  specific,  measurable  objectives 
designed  to  reduce  the  further  spread  of  HIV  and  improve  treatment 
and  services  for  persons  affected  by  this  disease.  Program 
responsibility  for  specific  prevention  activities  are  divided  among 
the  different  agencies  of  the  PHS,  particularly  ADAMHA  and  the  CDC. 
The  NIMH  maintains  strong  collaborative  relationships  with  other 
PHS  components  conducting  AIDS  prevention  activities. 

As  part  of  its  planning  process,   the  Office  of  AIDS  Programs 
NIMH,   in  collaboration  with  national  AIDS  prevention  experts,  is 
developing  a  blueprint  for  the  Institute's  research  program.  For 
each  program  area,   the  document  will  summarize  the  current  state  of 
knowledge  and  provide  expert  recommendations  and  directions  for 
future  research  efforts. 

RESEARCH  ON  NEEDLE  EXCHANGE 

Mr.  Hoyer.  What  is  the  status  of  NIDA's  plans  for  conducting 
research  on  needle  exchange?  Is  such  research  being  held  up  within 
the  Administration? 

Mr.  Millstein.     The  link  between  AIDS  and  injection  drug  use 
is  well  established.     NIDA  research  on  behavior  change  strategies 
designed  to  reduce  the  risk  of  AIDS  in  individuals  who  are  not  in 
treatment  has  confirmed  that  injection  drug  users  who  are 
approached  and  counseled  in  their  communities  will  change  their 
behaviors  to  significantly  reduce  their  risk  of  contracting  and 
spreading  HIV.     Not- in- treatment  injection  drug  users  exposed  to 
behavior  change  strategies  significantly  reduced  frequency  of  drug 
injecting,  use  of  "shooting  galleries,"  and  sharing  of  needles. 
Moreover,   25  percent  of  those  counselled  entered  treatment. 

In  an  effort  to  reach  injection  drug  users  who  continue  to 
place  themselves  and  others  at  risk,  a  number  of  communities  across 
the  U.S.  and  abroad  have  initiated  needle  exchange  programs  in  the 
hopes  that  increased  availability  of  sterile  needles  will  reduce 
needle  sharing  among  injection  drug  users.     Locally  sponsored 
exchange  programs  are  now  conducted  in  five  states:  Colorado, 
Connecticut,  Hawaii,  Oregon,  and  Washington. 

While  ADAMHA  does  not  endorse  or  support  needle  exchange  at 
this  time  as  a  way  of  dealing  with  this  problem,  we  are  interested 
in  the  results  of  programs  funded  by  others.     Determining  the 
effects  of  needle  exchange  interventions  is  an  extraordinarily 
complex  undertaking,  and  rigorous  scientific  evidence  is  currently 
lacking.     NIDA  has  just  recently  funded  the  first  Federal  grant 
ever  to  evaluate  an  ongoing  needle  exchange  program.     The  grant, 
entitled  "A  Syringe  Tracking  and  Testing  System  for  IVDU 
Epidemics",  was  awarded  to  Yale  University  for  a  3-year  period. 
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Under  this  project,  no  federal  funds  will  be  used  to  distribute 
sterile  needles  or  syringes  to  addicts. 

AIDS  OUTREACH  PROGRAM 

Mr.  Hoyer.     Does  NIDA  plan  to  continue  outreach  projects  for 
IV  drug  users  not  in  treatment? 

Mr.  Mills tein.     The  purpose  of  NIDA  research  in  this  area  has 
been  to  develop  and  assess  different  outreach,  AIDS  education,  and 
behavioral  change  methods  targeted  at  injection  drug  users  not  in 
treatment  and  their  sexual  partners.     Early  work  led  to  a  large- 
scale  AIDS/HIV  Outreach  Research  Demonstration  Program  which  was 
found  not  only  to  have  an  impact  on  reducing  the  spread  of  AIDS, 
but  also  on  reducing  drug  use.     Not- in- treatment  injection  drug 
users  exposed  to  behavior  change  strategies  significantly  reduced 
frequency  of  drug  injecting,  use  of  "shooting  galleries,"  and 
sharing  of  needles.     Moreover,  25  percent  of  those  counselled 
entered  treatment. 

Over  the  past  two  years,  NIDA  has  fostered  a  new  research 
project  grant  program  looking  at  the  remaining  research  issues  in 
the  area  of  hard-to-reach  populations  to  better  delineate 
mechanisms  of  effective  behavior  change  strategies.     This  effort 
was  funded  at  $7,270,000  in  1991,  and  it  will  be  expanded  in  both 
1992  and  1993. 

Mr.  Hoyer.     Is  there  any  plan  for  transitioning  these 
programs  to  on- going  service  delivery  efforts?     If  not,  why  not? 
What  is  the  funding  status  of  these  programs? 

Mr.  Mills tein.     The  development  phase  of  the  NIDA  HIV/AIDS 
Outreach  Demonstration  Program  has  now  been  completed.  All 
remaining  active  NIDA  grants  terminate  in  FY  1992.     In  1993, 
$10,620,000  and  3  FTEs  are  being  transferred  to  OTI  for  use  in 
implementing  the  successful  elements  of  these  outreach  procedures 
in  the  context  of  OTI's  continuing  efforts  at  treatment 
improvement . 

0SAP/0TI  AIDS  ACTIVITIES 

Mr.  Hoyer.     What  are  OTI  and  OSAP  doing  to  address  AIDS 
issues  in  their  jurisdiction? 

Dr.   Primm.     All  OTI  discretionary  grant  programs  specify  the 
need  for  HIV  testing,   counseling,  prevention  and  treatment  as  a 
requisite  part  of  a  comprehensive  treatment  program.  OTI's 
Critical  Populations  Grant  Program  includes  specific  HIV  components 
(e.g.,  AIDS  testing,  counseling,  education  and  treatment)  as  well 
as  non-specific  components  (e.g,   life  skills  counseling)  which  make 
this  program  responsive  to  the  problem  of  HIV  and  drug  abuse.  The 
Target  Cities  Grant  Program  of  OTI  includes  enhancement  of 
outreach,   including  AIDS  education  outreach  to  drug  users,  as  well 
as  enhanced  levels  of  HIV/AIDS  testing  and  counseling  and  better 
provision  of  primary  medical  care.     OTI's  Criminal  Justice  Grant 
Program  includes  the  provision  of  primary  medical  care  including 
HIV/AIDS  testing,   counseling,   and  prevention  services  geared  toward 
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substance  abusers  in  the  criminal  justice  system.  Additionally, 
all  OTI  FY  1990  and  1991  discretionary  grants  will  participate  in 
the  National  Treatment  Evaluation  Study  (NTIES) ,  currently  getting 
underway.     NTIES  will  systematically  collect  information  on  HIV 
risk  relevant  behaviors  and  has  the  capability  of  following  both 
sero-positive  and  sero-negative  individuals  through  their  treatment 
regimens . 

OTI  has  also  launched  the  "Substance  Abuse/Primary  Care 
Linkage  Initiative",  a  program  designed  to  foster  parity  and  cross- 
fertilization  between  and  among  substance  abuse  treatment  providers 
and  primary  medical  care  practitioners.     Beginning  in  FY  1993, 
three  to  five  year  demonstration  grants  will  be  awarded  to 
substance  abuse  programs  to  develop  comprehensive  care 
demonstrations  that  link  AIDS  programs  to  the  mental  health  and  the 
primary  health  care  centers . 

OTI's  Campus  Treatment  Project  involves  cooperative 
agreements  between  States  and  OTI  to  create  a  setting  where  several 
providers,   sharing  common  resources,   deliver  residential  treatment 
services  for  drug  use  in  a  single  large  facility.     One  goal  of  this 
program  is  to  improve  the  quality  of  treatment,   especially  through 
the  provision  of  primary  medical  care  and  HIV/AIDS  testing, 
counseling,  and  prevention. 

Within  the  ADMS  Block  Grant,  certain  funds  must  be  spent  by 
each  State  on  programs  for  IV  drug  abusers.     For  fiscal  year  1990 
and  beyond,   the  Anti-Drug  Abuse  Act  requires  that  each  State  use 
not  less  than  50  percent  of  the  drug  abuse  portion  of  its  block 
grant  award  for  services  to  IV  drug  abusers.     The  amount  set-aside 
in  FY  1993  is  $180.4  million. 

Dr.  Johnson.     Many  of  OSAP's  programs,   as  part  of  a 
comprehensive  prevention  program,   are  designed  to  reach  many  of 
those  at  risk  of  contracting  and  spreading  AIDS  i.e.,   IV  drug 
users,   those  who  engage  in  casual  sexual  relationships  and  fetus 
exposed  in  utero.     For  example,     OSAP's  Pregnant  and  Postpartum 
Women  and  Infants  Demonstration  Grant  Program  with  131  active 
grants,  provides  women  with  counseling  regarding  HIV/AIDS  and  its 
relationship  to  drug  use.     A  new  comprehensive  residential 
prevention  and  treatment  program  for  women  and  their  children 
funded  will  also  provide  counseling  regarding  HIV/AIDS.  In 
addition,  OSAP's  recently  established  National  Perinatal  Addiction 
Prevention  Resource  Center  will  provide  information,   training  and 
technical  assistance  regarding  HIV/AIDS. 

The  150  currently  active  High  Risk  Youth  Grants  provide  

information  and  counseling  regarding  AIDS,  primarily  because  drug 
use  by  youth  is  often  accompanied  by  early  sexual  activity  with 
increased  probability  of  being  infected    with  AIDS  by  sexual 
transmission  or  transmission  associated  with  IV  drug  use. 

OSAP  also  recently  co- sponsored  the  Second  National 
Conference  on  Preventing  and  Treating  Alcohol  and  Other  Drug  Abuse, 
HIV  Infections  and  AIDS  in  Black  Communities,  and  coordinates  a  14 
member  task  force  on  Women  and  AIDS.     Finally,   through  its  National 
Clearinghouse  for  Alcohol  and  Drug  information,  OSAP  routinely 
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distributes  through  NCADI  publications,  posters  and  other  materials 
regarding  HIV/AIDS. 

CLINICAL  TRAINING 

Mr.  Hoyer.     The  NIMH  clinical  training  program  is  the  major 
source  of  the  nation's  mental  health  clinical  training  funds.  This 
program  has  been  particularly  important  in  increasing  the  number  of 
well- trained  mental  health  professionals  providing  mental  health 
services  to  several  populations  with  critical  needs ,  including 
people  of  color  with  mental  illness,   and  in  supporting  the  training 
of  people  of  color  in  the  core  mental  health  disciplines.     If  this 
program  is  defunded,   as  the  administration  proposes,  how  do  you 
propose  ensuring  the  availability  of  well-trained  mental  health 
professionals  to  serve  priority  groups,   including  people  of  color 
who  have  mental  illness,  adults  with  severe  mental  illness, 
children  and  adolescents  with  serious  emotional  disturbances, 
elderly  persons  with  mental  disorders,   and  people  with  mental 
illness  who  live  in  rural  areas? 

Dr.  Goodwin.     The  President's  FY  1993  Budget  request  proposes 
to  eliminate  funding  for  clinical  training  because  the  program  has 
accomplished  its  original,   intended,  purpose.     The  goal  of  clinical 
training  has  been  to  help  the  Nation  increase  the  supply  of  mental 
health  service  providers  and  to  match  training  activities  with 
identified  national  needs  and  priorities.     National  shortages  of 
mental  health  professionals  have  been  largely  alleviated  and  the 
supply  of  replacement  personnel  has  been  stabilized.     The  current 
program  supports  less  than  5  percent  of  national  mental  health 
clinical  training  activities.     The  end  of  NIMH  funding  for  clinical 
training  will  therefore  have  a  small  impact  on  the  supply  of 
professionals . 

ANTI-GAY  VIOLENCE 

Mr.  Hoyer.     For  several  years  now  the  NIMH  has  expressed  to 
this  committee  and  others  some  interest  in  the  area  of  anti-gay 
violence.     Reports  from  around  the  country  continue  to  indicate 
that  such  violence  is  increasing  at  dramatic  rates,  possibly  due  in 
part  to  an  AIDS  backlash.     The  department  of  justice  has  even 
indicated  that  violence  against  lesbians  and  gay  men  may  be  the 
"most  frequent  victims  of  hate  crimes."     Despite  these  alarming 
reports,   and  despite  the  nominal  interest  of  the  institute,  we 
understand  that  there  are  not  grants  currently  funded  by  NIMH  in 
this  area.     What  can  be  done  to  stimulate  such  research?  What 
further  plans  does  the  NIMH  have  to  address  these  issues?     Would  it 
be  appropriate  for  NIMH  to  issue  a  request  for  proposals 
specifically  to  receive  grant  applications  on  this  topic? 

Dr.   Goodwin.     NIMH  is  committed  to  fostering  research  on 
anti-gay  violence.     In  the  late  1980's,   in  response  to  inquiries 
from  Congress,  various  State  and  community  agencies,  and  citizens 
concerned  about  a  perceived  increase  in  violent  victimizations, 
NIMH  determined  that  good  scientific  data  were  lacking  on  the  basic 
dimensions  of  this  problem- -its  nature,   extent,   and  consequences. 
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To  begin  to  address  this  need,  a  researcher  at  the  University 
of  California  at  Los  Angeles  received  NIMH  grant  support  in  1989  to 
lay  the  groundwork  for  future  research  by  investigating  how  "hate- 
motivated"  violence   (HMV)   is  described  and  defined  by  the  reporting 
public,   the  police,  and  the  California  Bureau  of  Criminal 
Statistics.     NIMH  sponsored  a  research  workshop  in  1989  on  violence 
toward  lesbians  and  gay  men  and  a  gathering  on  opportunities  and 
directions  for  research  on  anti-gay  violence  at  the  APA's  annual 
meeting  in  San  Francisco,   California,   last  August.     Current  efforts 
encourage  research  grant  applications  on  a  range  of  issues 
associated  with  anti-gay  violence,   such  as  its  prevalence,  risk 
factors,  mental  health  consequences,   and  treatment  interventions 
and  have  included  explicit  attention  to  studies  of  anti-gay 
violence  in  recent  program  announcements  from  the  Institute's 
Violence  and  Traumatic  Stress  Research  Branch  (VTSRB) . 

NIMH  staff  will  continue  to  work  to  develop  a  body  of 
empirical  knowledge  on  anti-gay  violence  that  will  help  contribute 
to  more  effective  prevention  and  treatment.     One  of  our  principal 
efforts  over  the  next  couple  of  years  will  be  to  encourage  pre-  and 
post-doctoral  research  fellowships  and  institutional  research 
training  programs  focusing  on  anti-gay  violence  as  a  way  of 
increasing  the  number  of  researchers  in  this  field. 
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Questions  Submitted  by  Mr.  Mrazek 

NIMH/ATTENTION  DEFICIT  HYPERACTIVITY  DISORDER 

Mr.  Mrazek.  What  is  the  status  of  research  on  ADHD?  Please 
describe  recent  advances  that  have  been  made,  current  efforts,  and 
plans  for  new  studies. 

Dr.   Goodwin.     In  the  last  two  years,  we  have  seen  a 
significant  expansion  in  attention  deficit  hyperactivity  disorder 
research.     This  research  within  the  Institute  has  grown  by  over  30 
percent,   and  is  focusing  on  better  definition  of  effective 
treatments,  particularly  in  the  psychosocial  cognitive  behavioral 
and  family  treatment  areas.     Scientists  are  better  understanding 
the  role  of  comorbidity  of  other  conditions  related  to  the  severity 
of  the  disorder,  ADHD's  eventual  prognosis,   and  its  response  to 
specific  treatments.     We  also  have  new  evidence  linking  early 
environmental  experiences  with  the  development  of  inattention  and 
impulsivity.     Intramural  investigators  published  the  first  study  of 
PET  scan  diagnosis  in  adult  ADHD  subjects  showing  a  decreased 
glucose  utilization  in  the  frontal  lobes.     Current  efforts  include 
a  study  of  stimulant  drugs  and  hyperactive  children  who  also  have 
motor  tics  and  Tourette's  syndrome.     Plans  for  new  studies  of 
hyperactivity  include  intellectually  gifted  children,   a  seriously 
under- studied  and  under-served  subgroup  of  ADHD  children. 

Mr.  Mrazek.     What  are  the  long-range  objectives  of  your 
research  on  ADHD?     Can  you  provide  a  time- line  for  achievement  of 
your  goals  for  ADHD  research? 

Dr.  Goodwin.     Much  of  the  past  research  on  ADHD  has  suffered 
from  the  fairly  limited  generalizability  of  these  studies,   in  that 
many  children  were  excluded  from  funded  ADHD  studies  because  they 
had  co-occurring  conditions.     We  have  become  increasingly  aware 
that  ADHD  research  needs  to  carefully  study  the  etiology  and 
response  to  treatment  across  the  entire  range  of  ADHD  children. 
Thus,   recent  research  has  begun  to  address  many  of  the  co-occurring 
other  mental  disorders  often  found  with  ADHD,   such  as  conduct 
disorder,   oppositional  defiant  disorder,   depression,   anxiety,  and 
learning  disabilities.     We  expect  significant  expansions  of  this 
area  of  research  in  the  next  several  years,   and  the  better 
delineation  and  tailoring  of  treatments  to  children  according  to 
their  specific  needs.     In  particular,  we  hope  to  address  the 
question:     Which  treatment  or  combination  of  treatments  is  most 
effective  for  this  specific  child? 

Mr.  Mrazek.     The  justification  document  indicates  that  the 
NIMH  will  initiative  a  multi-site  collaborative  treatment  study  of 
ADHD  in  1992.     What  is  the  status  of  this  study?     Who  will 
participate  in  the  study? 

Dr.  Goodwin.     The  Institute  recently  released  a  Request  For 
Applications  soliciting  the  participation  of  five  to  six  sites 
across  the  nation  in  a  multi - center ,  multi-modal  treatment  study  of 
Attention  Deficit  Hyperactivity  Disorder.     Final  sites  will  be 
selected  beginning  in  June  1992  on  the  basis  of  scientific  merit. 
Study  planning  and  development  will  begin  at  the  end  of  summer 
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1992.     Full  scale  study  implementation  will  begin  in  the  fall  of 
1993. 

Mr.  Mrazek.     What  were  the  actual  funding  levels  for  research 
on  ADHD  in  FY  1990  and  1991?     What  is  the  estimated  funding  level 
for  FY  1992  and  what  is  the  budget  proposal  for  FY  1993? 

Dr.  Goodwin.     We  have  compiled  the  information  into  the 
following  table. 

Attention  Deficit  Hyperactivity  Disorder 
(Dollars  in  thousands) 

FY  1990        FY  1991      FY  1992  FY  1993 

Actual  Actual        Estimate      Pres.  Budg. 

Research...  $9,626  $12,438      $13,780  $14,510 

Mr.  Mrazek.     In  your  professional  judgement,  how  much  could 
be  effectively  spent  on  ADHD  research  in  FY  1993? 

Dr.  Goodwin.  In  my  professional  judgement,  approximately 
$17.5  million  could  be  spent  effectively  on  ADHD  research  in  FY 
1993. 
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Questions  Submitted  by  Mr.  Pursell 

OFFICE  FOR  TREATMENT  IMPROVEMENT 

Mr.  Pursell.     We  have  heard  that  substantial  portions  of  the 
Office  of  Treatment  Improvement  budget  has  gone  to  private 
contractors  to  set  up  a  variety  of  meetings.     Can  you  tell  us  how 
much  of  the  OTI's  budget  goes  for  this  purpose  and  explain  why  this 
is  not  done  by  the  institute  directly? 

Dr.  Primm.     In  the  first  two  years  of  operation,  FY  1990  and 
1991,  OTI  funded  a  total  of  $3.1  million  for  the  logistical  support 
of  24  national  and  regional  conferences ,  workshops ,   and  meetings 
(at  an  average  cost  of  $130  thousand) .     In  FY  1992  we  estimate  an 
additional  $1.2  million  for  nine  national  and  regional  conferences, 
workshops,  and  meetings  (at  an  average  cost  of  $133  thousand). 
Conference  costs  as  a  percent  of  the  OTI  discretionary  funds  budget 
and  the  total  budget  (including  block  grant  funds)  are  as  follows: 

Budget  (excl  ADMS  BG)  Total  Budget  (incl  ADMS  BG) 

1990  .82%  .08% 

1991  1.2%  .14% 

1992  .83%  .08% 

Contractual  conference  costs  for  all  three  years  combined  accounted 
for  only  0.97  percent  of  OTI's  budget  (excluding  ADMS  Block  Grants) 
and  0.10  percent  of  the  total  budget  (including  ADMS  Block  Grants). 

National  conferences  require  an  intensive  amount  of  logistical  work 
and  expertise,   consequently,  we  use  contractors  for  this  purpose. 

ADAMHA  REORGANIZATION/NIMH 

Mr.  Pursell.  What  affect  will  the  proposed  restructuring  of 
ADAMHA  have  on  the  research  component  of  the  National  Institute  of 
Mental  Health? 

Dr.  Goodwin.     If  the  provisions  of  S.   1306  are  adopted,  the 
research  programs  of  the  NIMH  would  be  transferred  intact  to  the 
National  Institutes  of  Health.     The  explosion  of  research  in  the 
neurosciences  and  behavioral  sciences  is  providing  ever- increasing 
need  for  close  and  synergistic  cooperation  among  all  the  relevant 
Institutes  engaged  in  this  complex  enterprise.     This  reorganization 
will  enhance  mental  health  research  through  the  exchange  of  science 
that  will  take  place  in  the  NIH  environment.     Integrating  NIMH 
research  into  the  NIH  will  move  research  on  mental  illness  into  the 
mainstream  of  biomedical  and  behavioral  research.     Such  a  transfer 
will  also  enable  more  rapid  progress  in  realizing  the  potential  of 
the  Decade  of  the  Brain. 

SCIENCE  EDUCATION 

Mr.   Pursell.     Dr.  Goodwin,   I  understand  that  science 
education  is  a  major  interest  of  yours.     Would  you  please  tell  the 
committee  what  NIMH  and  ADAMHA  are  doing  in  this  area? 
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Dr.  Goodwin.     As  the  agency  which  provides  national 
leadership  in  the  search  for  knowledge  about  mental  and  addictive 
disorders,  ADAMHA  has  particular  interest  in  improving  science 
education  in  order  to  guarantee  the  availability  of  future 
scientists  to  work  on  the  problems  of  mental  illness  and  substance 
abuse,  as  well  as  to  create  a  literate  public  able  to  understand 
scientifically-based  information  which  affects  their  health. 
ADAMHA' s  science  education  office  has  been  in  existence  for  over  a 
year,  supported  by  over  $4.0  million  from  the  institutes  and  OSAP. 
It  has  initiated  a  variety  of  programs  focused  on  joining  working 
scientists  with  educators  and  community  groups  to  improve  programs 
for  minority  and  high  risk  students,  area  and  national  workshops 
for  teachers,  and  media  programming.     An  additional  $2  million  is 
requested  in  FY  1993  to  support  expansion  of  the  Science  Education 
Partnership  Award  (SEPA)  Grant  Project  which  cultivates 
partnerships  between  scientists  and  educators  to  develop  innovative 
successful  precollege  and  public  science  literacy  programs  focusing 
on  mental  and  addictive  disorders. 

BLOCK  GRANT  PROGRAM  -  NIMH  SERVICES  RESEARCH 

Mr.  Pursell.     Dr.  Goodwin,  what  will  be  the  impact  on  NIMH 
if,  as  proposed  in    pending  reauthorization  bills,   the  Institute 
will  be  precluded  from  using  the  block  grant  set -aside  to  fund 
services  research? 

Dr.  Goodwin.     Block- grant  set  aside  funds  have  been  an 
extremely  important  and  valuable  means  of  linking  NIMH  services 
research  more  effectively  to  the  needs  of  State  mental  health 
agencies.     These  funds  allowed  the  Institute  to  establish  new  grant 
programs  that  provided  states  with  the  opportunity  to  improve  their 
capacities  to  conduct  rigorous  evaluations  of  state  -  supported 
mental  health  services.     Block  grant  funds  were  also  used  to 
establish  a  national  Public-Academic  Research  Fellows  Program. 
This  program  has  placed  promising  young  Ph.D.  researchers  in  state 
agencies  to  give  them  experience  in  working  on  the  evaluation  of 
publicly  funded  mental  health  services.     A  series  of  annual 
national  conferences  was  initiated  with  block  grant  funds  to  share 
information  on  developments  in  state  mental  health  agency  services 
research  and  report  on  new  research  findings.     Block- grant  funds 
have  also  provided  resources  which  have  made  it  possible  for  the 
NIMH  to  expand  its  services  research  on  mental  health  services  for 
children  and  adolescents,  rural  residents,   and  persons  with  co- 
occurring  mental  disorders  and  substance  abuse  disorders.  These 
are  all  areas  in  which  research  is  greatly  needed  to  develop 
findings  that  can  assist  States  in  planning  their  mental  health 
services  programs.     While  the  NIMH  is  strongly  committed  to 
supporting  services  research  in  future,  this  part  of  its  program 
may  be  reduced  if  block  grant  set -side  funds  are  not  available.  We 
may  also  have  to  curtail  our  efforts  to  implement  the  NIMH  Public - 
Academic  Liaison  (PAL)  initiative. 

NATIONAL  PLAN  FOR  RESEARCH  ON  SEVERE  MENTAL  DISORDERS 

Mr.   Pursell.     Dr.   Goodwin,   the  NIMH  has  received  a  great  deal 
of  attention  for  it's  work  in  developing  Caring  for  People  with 
Severe  Mental  Disorders:     A  National  Plan  of  Research  to  Improve 


784 


Services .  Would  you  please  brief  us  on  the  progress  you  are  making 
in  the  implementation  of  this  plan? 

Dr.  Goodwin.     A  major  challenge  facing  the  Nation  is  how  to 
provide  effective  care  and  services  to  the  millions  of  Americans 
who  suffer  from  severe  mental  illnesses.     Caring  for  People  with 
Severe  Mental  Disorders:     A  National  Plan  of  Research  to  Improve 
Services  (1991)  is  designed  to  provide  the  leadership  required  for 
a  new  research-based  assault  on  the  problems  of  service  delivery 
for  the  severely  and  persistently  mentally  ill.     A  draft  multi-year 
implementation  strategy  was  presented  to  the  National  Advisory 
Mental  Health  Council  at  its  December  1991  meeting.     Meetings  are 
planned  in  early  1992  to  secure  the  widest  possible  participation 
of  consumers,  family  members,  administrators,  and  policy-makers  in 
this  strategy. 

o  New  NIMH  program  announcements  to  make  known  the  availability 

of  resources  for  research  that  addresses  key  recommendations 
in  the  National  Plan.     Two  new  announcements  have  already 
been  issued  to  encourage  research  on  disability  and 
rehabilitation  services  and  on  the  outcomes  and  effectiveness 
of  mental  health  services  for  persons  with  severe  mental 
illnesses . 

o  NIMH  is  issuing  two  new  announcements  this  year  to  encourage 

greatly  increased  effort  by  the  Nation's  scientific  community 
in  the  area  of  research  on  services  for  persons  with  severe 
mental  disorders.     One  announcement  will  invite  applications 
for  clinical  mental  health  services  and  mental  health  service 
systems  research.     Its  goal  is  to  improve  the  quality  and 
effectiveness  of  clinical  diagnosis  and  assessment,  clinical 
treatment,  and  rehabilitation  programs.     Service  systems 
research  focuses  on  ways  to  achieve  more  efficient, 
equitable,   and  economical  provision  of  services  to  persons 
with  severe  mental  disorders  and  their  families. 

o         A  second  new  announcement  will  respond  to  a  recommendation  in 
the  National  Plan  that  the  NIMH  expand  its  support  for 
Centers  for  Research  on  Services  to  People  with  Severe  Mental 
Disorders.     The  purpose  of  these  centers  is  to  provide  a 
stimulating  and  productive  environments  in  which 
multidisciplinary  teams  of  services  researchers,  clinicians, 
behavioral  scientists,   and  economists  can  interact  and  work 
together  on  complex  mental  health  service  issues. 
Currently,  five  mental  health  services  research  centers  are 
in  operation. 

o  Initiatives  to  increase  active  participation  of  State  and 

community  mental  health  agencies  in  scientific  research  on 
services  for  persons  with  severe  mental  illness. 

o  Knowledge  exchange  initiatives  to  ensure  that  important 

results  from  mental  health  services  research  are  conveyed 
among  researchers,   consumers,   families,   care  providers,  and 
public  and  private  service  agencies. 
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o  Successful  implementation  of  the  National  Plan  requires  that 

it  reach  beyond  the  scientific  community.     In  addition  to 
funding  research  grants,   research  demonstrations,  and 
research  centers ,  the  NIMH  is  supporting  the  Plan  through 
programs  which  provide  technical  assistance  to  consumers, 
family  members,  care  providers,  service  administrators,  and 
policymakers  at  local  and  State  levels.     Among  these  programs 
are  the  NIMH  Community  Support  Program  and  State  Service 
System  Improvement  grants. 

NIMH  has  made  a  commitment  to  embark  on  a  new  generation  of 
research  into  treatments  for  severe  mental  disorders  as  a  result  of 
the  Caring  for  People  plan.     Research  will  focus  on 
psychopharmacology ,  psychosocial  therapy  or  combinations  of 
treatment,  and  on  the  most  effective  strategies  for  actually 
applying  these  treatments  in  real  life  service  settings.  Because 
much  current  clinical  research  is  organized  around  individual 
disorders,  cross-cutting  methodologies  will  be  the  hallmark  of  this 
new  generation  of  treatment  research.     A  Program  Announcement, 
Psychotherapeutic  Drug  Discovery  and  Development  Program,   is  one  of 
the  first  activities  NIMH  is  sponsoring. 

NATIONAL  PLAN  FOR  CHILD  AND  ADOLESCENT  MENTAL  DISORDERS 

Mr.  Pursell.     Dr.  Goodwin,  would  you  please  describe  the 
progress  in  the  implementation  of  the  National  Plan  for  Research  on 
Child  and  Adolescent  Mental  Disorders? 

Dr.  Goodwin.     Across  the  Institute,   the  National  Plan  for 
Research  on  Child  and  Adolescent  Mental  Disorders  implementation 
has  increased  child- related  funding  by  20  percent.     Although  the 
child  and  adolescent  mental  disorders  field  has  lagged  10-15  years 
behind  comparable  adult  research,   this  recent  and  important 
stimulus  has  brought  excitement  to  the  child  and  adolescent 
research  field,  and  we  have  witnessed  a  great  deal  of  interest  from 
new  researchers  as  well  as  from  other  more  established  scientists. 
For  a  number  of  our  review  cycles,  we  have  witnessed  over  50 
percent  increases  in  the  number  of  applications  to  this  area.  In 
particular,   there  is  strong  interest  in  the  field  for  defining 
effective  treatments  in  this  age  group.       We  have  developed  a  very 
active  collaborating  mechanism,   "the  Child  and  Adolescent  Mental 
Disorders  Research  Consortium,"  which  links  efforts  across  the 
Institute.     Now  we  have  begun  systematically  to  join  hands  with 
other  institutes  in  coordinating  and  facilitating  child  and 
adolescent  mental  disorders  research. 
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Questions  Submitted  by  Mr.  Porter 

EATING  DISORDERS 

Mr.  Porter.     How  many  people  have  eating  disorders? 

Dr.  Goodwin.     Anorexia  nervosa  and  bulimia  nervosa  affect  an 
estimated  2-5  percent  of  women,  ages  12-45,   in  the  United  States  (3 
million  people).     Mean  age  at  onset  is  16.8  years.     Recovery  from 
these  disorders  is  slow,  and  relapse  is  common  (63  percent  relapse 
within  18  months).     Mortality  rates  for  anorexia  nervosa  are  high: 
5  percent  within  5  years  of  diagnosis,  6.6  percent  within  10  years, 
and  16  percent  within  20  years.     Comorbidity  studies  showed  that  41 
percent  of  all  those  surveyed  in  an  eating  disorder  study  had  major 
depressive  disorder.     It  was  also  determined  that  29.2  percent  of 
the  subjects  were  diagnosed  with  one  or  more  anxiety  disorders  and 
35.8  percent  were  diagnosed  with  at  least  one  personality  disorder. 

Mr.  Porter.     How  many  people  have  anorexia?     How  many  have 
bulimia? 

Dr.  Goodwin.     Studies  have  shown  that  the  incidence  of 
anorexia  nervosa  has  doubled  over  the  past  two  decades.     The  best 
estimates  indicate  that  anorexia  affects  approximately  0.5-1 
percent  of  women,  ages  12-45.     Anorexia  nervosa  affects 
approximately  one  in  every  100  teenagers,  while  comparable 
estimates  for  bulimia  nervosa  range  between  2  and  10  percent,  with 
the  higher  estimates  applying  to  females. 

New  findings  from  NIMH  intramural  research,  just  released  in 
the  April  issue  of  the  Journal  of  Clinical  Endocrinology  and 
Metabolism,   found  that  bulimia  is  associated  with  excessive  levels 
of  the  brain  hormone  vasopressin.     This  may  lead  to  effective 
medications  and  adds  weight  to  mounting  evidence  that  implicates 
vasopressin  in  two  other  disorders  with  disabling  obsessive 
thinking  and  compulsive  behaviors:     anorexia  and  obsessive- 
compulsive  disorder.     The  scientists  think  that  some  people  may 
overproduce  vasopressin  when  they  are  stressed,  which  could  put 
them  at  risk  for  developing  these  disorders.     This  work  is  built  on 
previous  studies  that  found  that  animals  given  vasopressin  take 
longer  to  "forget"  anxiety-producing  stimuli. 

Mr.  Porter.     How  much  will  ADAMHA  allocate  for  eating 
disorders  research  in  1992?    Does  ADAMHA  conduct  any  treatment 
programs  for  individuals  with  eating  disorders?     If  so,  please 
describe  them  and  indicate  how  much  is  spent  on  these  programs. 
How  much  is  ADAMHA  requesting  for  eating  disorders  research  in 
1993? 

Dr.  Goodwin.     NIMH  estimates  $9,020,000  for  eating  disorder 
projects  in  FY  1992. 

There  are  no  specific  treatment  programs  per  se,  any 
treatment  is  provided  within  the  context  of  participation  in 
individual  research  projects  supported  by  individual  research 
grants.     Some  examples  of  these  types  of  projects  are:     Agras ' : 
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Studies  of  the  Treatment  and  Psychopathology  of  Bulimia;  Walsh's: 
Psychological  and  Pharmacological  Treatment  of  Bulimia;  and  Wing's: 
Cognitive,  Behavioral  Treatment  of  Obese  Binge  Eaters.  NIMH 
intramural  research  programs  in  eating  disorders  include  inpatient 
and  outpatient  bulimic  studies,  anorexia  nervosa  research,  and 
obesity  or  weight  reduction  investigations.     Presently  the 
intramural  investigators  are  conducting  a  treatment  trial  for  women 
with  infertility  due  to  inadequate  nutrition  and/or  excessive 
exercise,  and  an  out-patient  drug  treatment  trial  for  normal  weight 
women  with  bulimia.     A  treatment  trial  of  very  low  caloric  intake 
for  obese  women,  both  bingers  and  non-bingers,  was  just  completed 
along  with  psychological  testing. 

The  FY  1993  President's  Budget  requests  $9,450,000  for  eating 
disorders,  a  4.8  percent  increase  over  the  FY  1992  estimate. 

Mr.  Porter.     Which  agency  coordinates  research  on  eating 
disorders? 

Dr.  Goodwin.     The  NIH  Nutrition  Coordinating  Committee 
coordinates  research  on  nutrition  including  eating  disorders . 

Mr.  Porter.     Which  government  agencies  conduct  research  qn 
eating  disorders? 

Dr.  Goodwin.     The  National  Institute  of  Mental  Health  [NIMH], 
the  National  Institute  of  Diabetes  and  Digestive  and  Kidney 
Diseases   [NIDDK] ,  and  the  National  Institute  of  Child  Health  and 
Human  Development  [NICHD]  conduct  research  on  eating  disorders. 

Mr.  Porter.     How  much  is  allocated  government -wide  for  eating 
disorders  research  in  1992? 


Dr.  Goodwin.     NIMH  does  not  have  this  information  but  in  FY 
1992  NIMH  estimates  it  will  support  $9.0  million  in  eating 
disorders  research. 

Mr.  Porter.     How  much  is  the  President  requesting  for  eating 
disorders  research  government -wide  in  1993? 

Dr.  Goodwin.     The  President's  FY  1993  budget  for  NIMH 
includes  $9.5  million  for  eating  disorders  research. 

Mr.  Porter.     Considering  the  number  of  people  affected  by 
eating  disorders,   is  this  amount  adequate? 

Dr.  Goodwin.     NIMH  considers  eating  disorder  research  a  high 
priority  and  has  made  efforts  to  increase  its  support  in  this  area. 
Last  year,   the  Institute  issued  a  program  announcement  entitled, 
"Anorexia  Nervosa  and  Bulimia  Nervosa:  Basic  Brain,  Behavioral, 
Clinical  and  Epidemiologic  Studies"  to  stimulate  research  in  this 
area.     As  a  result  of  this  research  initiative,  additional  fundable 
research  applications  are  expected. 

Mr.  Porter.     Please  provide  a  detailed  breakdown  of  all 
eating  disorders  research  conducted  by  the  federal  government  in 
1992  and  requested  for  1993,  and  specifically  research  conducted  by 
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NIMH.  Please  list  any  extramural  grants  by  title  and  provide  the 
name  of  the  grantee  and  the  amount  of  the  grant. 

Dr.  Goodwin.     Information  for  FY  1992,  the  current  fiscal 
year,  and  for  FY  1993  is  not  complete.     A  list  of  the  NIMH  FY  1991 
paid  grants,  the  most  current  year  available,  follows: 
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EATING  DISORDERS 

Mr.  Porter.     Given  the  large  number  of  organizations  within 
the  Public  Health  Service  that  conduct  research  on  eating 
disorders,   is  there  a  need  for  a  trans -PHS  coordinating  body  for 
eating  disorders  research? 

Dr.  Goodwin.     Agencies  of  the  Public  Health  Service  have  been 
able  to  coordinate  their  efforts  on  this  important  research  area 
through  the  NIH  Nutrition  Coordinating  Committee. 

Mr.  Porter.     Do  we  need  a  clearinghouse  for  information  on 
eating  disorders? 

Dr.  Goodwin.     The  Federal  agencies  supporting  research  in 
this  area  all  provide  public  information  on  eating  disorders.  In 
addition  to  the  database  of  literature  references  at  the  National 
Library  of  Medicine  (MEDLINE) ,   that  contains  citations  on 
anorexia/bulimia  from  the  medical  literature,   the  American 
Psychological  Association  maintains  a  database  (PSYCINFO)  from  the 
behavioral/social  science  literature  that  contains  references  on 
anorexia/bulimia . 

The  following  organizations  answer  inquiries  or  provide  pamphlets 
concerning  anorexia/bulimia: 

Information  Resources  and  Inquiries  Branch,  Office  of 
Scientific  Information,  NIMH,    (301)  443-4513. 

National  Institute  of  Child  Health  and  Human  Development, 
NIH, (301)  496-5133. 

American  Anorexic/Bulimia  Association,   Inc.   133  Cedar  Lane, 
Teaneck,  NJ  07666. 

Anorexics,  Bulimics,  Anonymous,  National  Service  Office,  P.O. 
Box  47573,   Phoenix,  AZ  85068. 

Center  for  the  Study  of  Anorexia  and  Bulimia,   1  West  91st 
St. ,  New  York,  NY  10024. 

National  Association  of  Anorexia  Nervosa  and  Associated 
Disorders,     P.O.  Box  7,  Highland  Park,   IL  60035. 

Mr.  Porter.     In  your  professional  judgment,  how  much 
additional  funding  would  ADAMHA  require  to  fund  an  adequate  program 
of  research  in  eating  disorders  to  take  advantage  of  all  good 
research  opportunities. 

Dr.  Goodwin.     In  my  professional  judgment,   for  FY  1993  the 
NIMH  would  require  an  additional  $4,000,000  to  fund  an  optimal 
program  of  research  in  eating  disorders . 

Mr.  Porter.     In  1986,   the  NIMH  Task  Force  on  Anorexia  Nervosa 
and  Bulimia  Nervosa  issued  a  report  to  the  NIMH.     What  were  the 
recommendations  of  this  report? 


792 


Dr.   Goodwin.     NIMH  does  not  have  a  task  force  on  anorexia 
nervosa  and  bulimia  nervosa.     In  1986,  NIMH  convened  a  group  of  20 
experts  to  review  state-of-the-art  knowledge  about  eating  disorders 
and  to  provide  recommendations  to  the  Institute  on  future  research 
needs  and  policy  directions.     The  major  research  recommendations 
were : 

A)  Support  research  to  provide  more  accurate 
epidemiological  data  on  anorexia  and  bulimia; 

B)  Support  basic  biological  studies  of  eating  disorders; 

C)  Support  basic  behavioral  studies  of  anorexia  and 
bulimia ; 

D)  Support  a  broad  spectrum  of  treatment  studies  including 
behavioral  and  pharmacological  treatments  as  well  as 
follow  up  studies  focusing  on  the  problems  of  relapse; 
and 

E)  Support  methodological  studies  including  development  of 
measures  and  data  collection  methods,  laboratory 
techniques  and  diagnostic  techniques. 

Recommendations  in  the  administrative  and  policy  areas 
included:     program  expansion  and  organization;   the  need  for 
research  training,   research  centers,   interagency  collaboration,  and 
public  education;   and  the  need  to  develop  a  manual  for  treatment 
studies . 

Mr  Porter.     Do  you  support  the  recommendations  of  the  Task 
Force?     If  not,   why  not? 

Dr.   Goodwin.     The  Institute  supports  the  recommendations  of 
the  workshop  and  has  taken  steps  to  implement  the  recommendations. 

Mr.   Porter.     What  steps  has  NIMH  taken  to  implement  the  Task 
Force  recommendations? 

Dr.  Goodwin.     Since  convening  a  workshop  in  1986  on  "Anorexia 
Nervosa  and  Bulimia  Nervosa:     New  Research  Frontiers,"  that 
reviewed  state-of-the-art  knowledge  and  developed  a  research  agenda 
on  eating  disorders,  NIMH  has  implemented  several  of  the 
recommendations  from  this  meeting.     Over  the  past  five  years, 
NIMH's  level  of  research  support  in  this  area  has  almost  doubled. 
The  Institute  is  also  funding  a  research  training  grant  for  basic 
and  clinical  research  on  ingestive  behavior  and  eating  disorders. 
In  1991,  NIMH  issued  a  program  announcement  entitled,  "Anorexia 
Nervosa  and  Bulimia  Nervosa:   Basic  Brain,   Behavioral,   Clinical  and 
Epidemiological  Studies"  to  stimulate  additional  research  studies. 
This  year,   the  Institute  co-sponsored  the  North  American  Scientific 
Symposium  on  "Eating  Disorders  Research  in  Adolescence"  and  will  be 
involved  with  the  publication  of  the  conference  proceedings.  NIMH 
also  sponsored  a  research  workshop  on  "Combined  Psychosocial  and 
Psychopharmacologic  Treatments  for  Mental  Disorders."     One  focus  of 
this  conference  was  on  combination  treatments  for  eating  disorders. 
A  product  of  this  meeting  was  the  issuance  of  a  program 
announcement  on  combination  treatments  to  encourage  the  development 
of  studies  on  interventions  for  anorexia  nervosa  and  bulimia 
nervosa.     The  Institute  has  also  recently  established  a  Medications 
Development  Research  Program  to  stimulate  the  discovery  of  new 
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psychotropic  substances  and  medications  for  the  treatment  of  mental 
illnesses.     The  identification  of  novel  pharmacologic  agents  may 
lead  to  promising  new  treatments  for  eating  disorders. 
Additionally,  NIMH  has  developed  public  informational  materials  on 
eating  disorders.     Later  this  year,  NIMH  will  publish  an 
educational  monograph  for  the  health  care  professional  based  on 
papers  written  by  20  experts  in  eating  disorder  research.     NIMH  is 
also  involved  in  planning  a  collaborative  treatment  research 
program  with  the  McKnight  Foundation. 

Mr.  Porter.     How  much  more  needs  to  be  done  to  fully 
implement  these  recommendations? 

Dr.  Goodwin.     The  Institute  will  continue  to  implement  the 
recommendations  by  encouraging  more  outstanding  researchers  to 
submit  excellent  applications  for  research  support.     NIMH  will  also 
continue  to  work  with  the  NIH  to  coordinate  research  activities  on 
eating  disorders  and  nutrition. 

Mr.  Porter.     Among  other  items,   the  Task  Force  recommended  a 
broad  public  education  program  on  anorexia  and  bulimia.     NIMH  has 
declined  to  undertake  such  an  effort.     What  measures  has  NIMH  taken 
to  increase  public  and  professional  awareness  of  eating  disorders? 

Dr.  Goodwin.     NIMH  developed  a  public  information  brochure  on 
eating  disorders   [DHHS  publication  No.    (ADM)  87-1514],   that  is 
available  to  the  public.     In  1991,   NIMH's  Information  Resources  and 
Inquiries  Branch  responded  to  187  requests  for  information  about 
eating  disorders.     So  far  there  have  been  103  requests  for 
information  in  1992.     NIMH  is  developing  plans  to  produce  a  new 
brochure  on  anorexia/bulimia  which  will  focus  on  recognition, 
causes  and  treatment.     This  brochure  would  be  given  broad 
dissemination  through  the  Consumer  Information  Center,   Pueblo,  CO 
and  Supermarket  Communications,   Inc.     In  addition  a  publication 
announcement  would  be  sent  to  selected  journals  for  them  to  list 
the  availability  of  the  brochure.     The  Institute  is  also  in  the 
process  of  publishing  a  monograph  for  health  care  professionals  on 
this  public  health  problem. 

Mr.   Porter.     How  much  will  you  allocate  for  public  education 
in  1992? 

Dr.  Goodwin.     Funds  allocated  for  public  education  programs 
for  individual  disorders  are  not  separately  tracked. 

Mr.   Porter.     How  much  does  the  1993  justification  request  for 
eating  disorders  education?     Please  provide  specific  details  for 
each  of  these  questions. 

Dr.  Goodwin.     Public  education  programs  are  not  separately 
identified  in  the  FY  1993  budget.     NIMH  will  continue  to  answer 
inquiries  and  distribute  information  concerning  anorexia  nervosa 
and  bulimia  nervosa  through  its  Information  Resources  and  Inquiries 
Branch. 

Mr.   Porter.     The  NIMH  brochure  entitled  "Useful  Information 
on  Anorexia  Nervosa  and  Bulimia"  which  Dr.   Leshner  provided  me  last 
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year,   states  on  page  10,   "...it  cannot  be  emphasized  often  enough 
how  important  treatment  is  --  the  sooner,   the  better.     The  longer 
the  abnormal  eating  behaviors  persist,   the  more  difficult  to 
overcome  the  disorder  and  its  effects  on  the  body."     This  passage 
indicates  to  me  that  the  first  priority  of  NIMH  ought  to  be 
education  of  the  public  and  the  medical  profession.     Clearly,  the 
NIMH  has  enough  information  to  help  the  public  and  physicians 
identify  victims  of  eating  disorders  and  implement  appropriate 
treatment.     Does  NIMH  plan  to  initiate  a  broad  public  education 
program  in  substantial  conformance  with  the  Task  Force 
recommendations? 

Dr.  Goodwin.  If  consensus  is  reached  among  the  scientific 
community  on  etiology,  diagnosis  and  treatment  of  eating  disorders, 
NIMH  stands  ready  to  implement  a  public  education  program,  provided 
satisfactory  resources  exist  to  launch  and  maintain  such  a  program. 
However,  due  to  limited  resources  and  competing  priorities  for 
those  resources,  we  do  not  feel  that  a  broad-scale  public  education 
campaign  program  is  possible  at  this  time. 

Mr.   Porter.     How  much  would  an  effective  public  education 
program  cost? 

Dr.  Goodwin.     The  cost  of  a  public  education  program  on 
anorexia/bulimia  would  be  $800,000  to  $1,000,000  per  year. 

Mr.   Porter.     The  development  of  low  cost  treatment  programs 
in  the  eating  disorders  field  are  desperately  needed  for  the  large 
number  of  individuals  and  families  who  cannot  pay  for  extended  and 
costly  therapy  and  medical  monitoring.     Is  NIMH  conducting  research 
or  other  activities  related  to  low-cost  treatments  for  eating 
disorders? 

Dr.  Goodwin.     NIMH  is  currently  funding  research  to  develop 
appropriate  and  effective  treatments,   rather  than  focused  on  cost 
factors  per  se .     The  Institute  would  fund  such  research  if 
meritorious  applications  for  low  cost  treatment  research  are 
received. 

Mr.  Porter.     Will  you  consider  this  type  of  research  in  the 
future? 

Dr.  Goodwin.     NIMH  has  responded  to  the  need  for  extensive 
information  on  these  disorders,  by  initiating  a  new  program 
announcement  in  1992  on  Anorexia  Nervosa  and  Bulimia  Nervosa: 
Basic  Brain,  Behavioral,   Clinical  and  Epidemiologic  Studies.  The 
purpose  of  this  announcement  is  to  increase  research  on  etiology, 
treatment  and  prevention.     An  international  Conference  on  Eating 
Disorders  was  held  December  4-6,   1991  in  Seattle,  Washington.  This 
meeting  reviewed  state-of-the-art  knowledge  on  the  etiology, 
treatment,   and  prevention  of  anorexia  nervosa  and  bulimia  nervosa. 
Research  workgroups  will  generate  new  hypotheses  for  future 
investigations  and  recommendations  will  be  made  for  new  research. 
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SOCIAL  AND  BEHAVIORAL  SCIENCE 

Mr.   Porter.   Critics  of  ADAMHA  have  suggested  that  the 
Administration  has  resisted  efforts  to  incorporate  social  and 
behavioral  science  perspectives  in  research  on  mental  illness  and 
substance  abuse.       What  is  the  role  of  social  and  behavioral 
science  at  NIMH  and  ADAMHA? 

Dr.  Goodwin.     NIMH  is  the  largest  source  of  social  and 
behavioral  science  research  support  within  ADAMHA.     In  FY  1990,  44 
percent  of  the  Institute's  research  funds  was  awarded  to  principal 
investigators  with  degrees  in  psychology  or  other  social  sciences. 
From  FY  1985  to  FY  1991,  funding  for  research  with  a  primary 
behavioral  or  social  science  focus  increased  157  percent.     In  FY 
1991,  NIMH  allocated  $344  million  for  research  and  related 
activities  in  behavioral  and  social  science.     In  addition,  data 
show  that  grant  applications  with  a  social  science  focus  were  more 
likely  to  be  funded  by  NIMH,   in  recent  years,   than  were 
applications  in  other  categories,     Areas  or  research  focus  include: 
studies  of  basic  behavior  and  cognition;  prevention;  social 
processes;  mood,  anxiety,  and  personality  disorders;   child  and 
adolescent  disorders;   socio -environmental  issues;  violence  and 
traumatic  stress;  and  suicide. 

In  1990,   the  Division  of  Basic  Brain  and  Behavioral  Sciences 
was  established  by  the  Director,  NIMH,   to  take  maximum  advantage  of 
research  opportunities  in  the  behavioral  and  neural  sciences.  The 
division  has  been  actively  working  to  stimulate  research  activity 
in  the  social  science  field  through  both  the  sponsorship  of 
scientific  meetings  and  workshops  and  the  issuance  of  program 
announcements  and  Requests  for  Applications. 

AIDS 

Mr.  Porter.     The  ADAMHA  budget  justification  does  not  list 
AIDS  prevention  as  a  high  priority.     Given  that  the  NIMH  has  the 
second  largest  AIDS  budget  (after  NIAID) ,  why  isn't  it  listed  as  a 
high  priority? 

Mr.  Trachtenberg .     ADAMHA  is  committed  to  developing 
strategies  designed  to  prevent  and  reduce  the  spread  of  AIDS, 
especially  among  drug  users  and  the  mentally  ill.     ADAMHA  has  a 
significant  portfolio  of  AIDS  prevention-related  activities,  and 
the  budget  for  these  activities  has  been  increased  by  5.5  percent 
in  1993.     Moreover,  an  entire  section  of  our  budget  justification 
(pp.   231-256)  is  dedicated  to  discussing  ADAMHA  AIDS  programs. 

For  example,   the  FY  1993  ADAMHA  Budget  identifies  effective 
prevention  interventions  and  behavior  change  strategies  as  a  top 
priority  of  the  NIMH  AIDS  Program.     A  highlight  of  NIMH's  efforts 
is  a  multi-site,  multi -population  prevention  trial  designed  to 
serve  as  a  blueprint  for  AIDS  prevention  policies  for  the  PHS . 

In  FY  1993,  ADAMHA  intends  to  focus  on  hard  to  reach 
individuals  who  continue  to  engage  in  high-risk  behaviors. 
Priorities  include:   identification  of  determinants  of  high-risk 
sexual  and  drug  using  behaviors;  determinants  of  maintaining  low- 
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risk  behaviors;   the  social  contexts  in  which  risk-taking  behavior 
occur;  the  impact  of  affective  states  (e.g.,  depression,  anxiety, 
and  social  isolation)  on  risk  behavior;   the  effects  of  cognitive 
impairment  on  adherence  to  risk  reduction  guidelines;  and  the 
development  of  more  accurate  methods  to  assess  behavioral 
determinants,  patterns  of  risk  behaviors,  and  behavior  change. 

Mr.  Porter.     What  role  should  ADAMHA  play  in  this  process? 

Mr.  Trachtenberg.     ADAMHA  is  in  the  process  of  developing  an 
ADAMHA  AIDS  strategic  plan  to  guide  the  Agency  in  its  AIDS  efforts 
through  the  1990's.     The  role  and  objectives  of  the  Federal 
Government  with  respect  to  primary  AIDS  prevention  will  be 
addressed  under  the  PHS  AIDS  Strategic  Plan  currently  being 
developed.     ADAMHA  has  significant  activities  underway  in  the  area 
of  primary  AIDS  prevention  and  will  play  a  key  leadership  role  in 
this  arena. 

Mr.   Porter.     Please  describe  the  activities  of  the  AIDS 
advisory  panel  at  ADAMHA.     How  many  times  has  this  panel  met?  Will 
it  meet  again  in  the  future?    What  are  your  future  plans  for  this 
panel? 

Mr.  Trachtenberg.     The  ADAMHA  AIDS  advisory  panel  will  be 
convened  for  a  second  meeting  in  late  May,   1992.     At  the  next 
meeting,   discussion  of  the  agency's  strategic  plan  and  the 
integration  of  research  and  services  will  be  discussed.     ADAMHA  is 
also  assessing  the  composition  of  this  body  to  insure  that 
expertise  related  to  substance  abuse  treatment  and  prevention,  as 
well  as  mental  health  services  and  research  is  represented. 

Mr.   Porter.     Critics  of  NIMH  have  suggested  that  the 
Institute  spends  over  60  percent  of  its  AIDS  budget  on 
non-prevention  activities  at  the  expense  of  more  important 
prevention  activities.     Is  there  a  problem  with  program  balance? 

Dr.  Goodwin.     No.  The  Office  of  AIDS  Programs  NIMH 
consistently  strives  to  maintain  a  balanced  research  portfolio 
focusing  on  two  important  areas  of  program  responsibility: 
prevention  and  behavior  change  research  and  the  impact  and 
manifestations  of  HIV  on  the  central  nervous  system  (CNS) .  In 
addition,   the  NIMH  supports  training  for  traditional  and 
nontraditional  mental  health  care  professionals  to  understand  and 
treat  the  neuropsychiatric  and  neuropsychological  manifestations 
and  sequelae  of  HIV  disease  and  a  multi-site,   Phase  II  clinical 
trial  of  a  promising  peptide  to  treat  the  AIDS  related 
neurocognitive  impairment. 

NIMH  is  the  focal  point  within  the  PHS  for  research  on 
behavior  and  its  psychological  and  psychosocial  determinants.  NIMH 
is  committed  to  the  development  of  behavioral  strategies  to  prevent 
further  spread  of  the  disease  through  research  on  the  determinants 
and  antecedents  of  risk  behaviors,   the  distributions  and  patterns 
of  HIV  related  risk  behaviors,   and  the  implementation  and 
evaluation  of  prevention  approaches.     However,   a  large  number  of 
persons  infected  with  HIV  experience  neurological,   cognitive,  and 
behavioral  changes,   and  CNS  impairment  is  common  by  the  time  HIV 
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infection  has  advanced  to  AIDS.     Up  to  60  percent  of  persons  with 
AIDS  may  eventually  develop  AIDS  related  dementia.  Primary 
dementia  has  become  so  closely  associated  with  AIDS  that  the  CDC 
now  recommends  HIV  testing  for  people  exhibiting  dementia. 
Cognitive  impairment  is  the  most  overt  and  disabling  aspect  of 
dementing  illness,  which  includes  slowness  in  thought  processes, 
limited  attention  span,  memory  impairment,  altered  consciousness, 
anxiety,  mood  changes,  seizures,  confusion,  speech  difficulties, 
motor  abnormalities,  and  paralysis.     Research  to  elucidate  and 
treat  the  psychoneuro immunology  and  neuropsychiatric  manifestations 
of  the  disease  is  also  needed. 

BEHAVIOR  CHANGE 

Mr.  Porter.     Does  NIMH  support  research  on  the  efficacy  of 
mental  health  services  as  a  means  of  promoting  behavior  change? 
Please  describe. 

Dr.  Goodwin.     NIMH  is  supporting  a  number  of  studies  designed 
to  elucidate  the  psychological  and  mental  health  aspects  of  HIV 
infection  and  its  possible  impact  on  behavior  change.     Data  from 
NIMH  supported  studies  suggest  that  psychological  distress  and  poor 
mental  health  functioning  may  adversely  affect  an  individual's 
attempt  to  change  risk  patterns  of  behavior.  A  number  of  studies 
have  compared  persons  who  successfully  changed  their  behaviors  from 
those  who  continue  to  engage  in  high  risk  practices.  Factors 
associated  with  continued  high  risk  practices  include  heavy 
intoxicant  or  substance  use  preceding  sexual  activity,  limited 
perceived  self -efficacy  of  success  in  change  efforts,  perception 
that  precautionary  changes  are  not  an  accepted  peer  norm,  high 
reinforcement  value  associated  with  frequent  past  unsafe  practices, 
and  health  locus  of  control  attributions.     Findings  from  these 
studies  have  been  incorporated  into  successful  behavior  change 
interventions . 

Several  NIMH  supported  studies  have  found  an  adverse  impact 
on  mental  health  variables  after  notification  of  positive  HIV 
antibody  status  including  depression,  suicidal  ideation  and 
attempts,  anxiety,  somatic  complaints,  and  other  symptoms. 
However,  other  studies  have  failed  to  find  strong  associations 
between  initial  positive  HIV  serostatus  notification  and  sustained 
psychological  distress.     For  instance,  Perry  et.al.,   found  that  the 
group  of  individuals  most  distressed  after  testing  was  also  the 
group  most  distressed  before  it.     Rabkin  et.al.,  have  identified 
themes  of  hope  and  the  absence  of  suicidal  ideation  among  gay  men 
living  with  AIDS  for  at  least  3  years.     The  discrepancy  of  findings 
among  the  studies  suggest  that  severe  distress  or  successful  coping 
may  be  related  to  a  host  of  other  factors  such  as  competing  life 
stressors,  effective  social  support,  access  to  health  care,  general 
coping  style,  and  belief  in  the  effectiveness  of  available  medical 
regimens . 

NIMH  has  placed  increasing  emphasis  on  the  psychological 
distress  experienced  by  significant  others  of  persons  living  with 
HIV  such  as  parents,   siblings,   spouses,   lovers,   and  children.  NIMH 
has  launched  an  initiative  to  identify  mental  health  effects  of  HIV 
infection  and  AIDS  on  significant  others,  and  to  identify  effective 
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coping  mechanisms  used  by  these  persons.  The  impact  of  bereavement 
and  the  high  personal  and  emotional  distress  placed  on  caregivers 
is  a  top  priority  for  the  NIMH. 

Mr.  Porter.     Does  NIMH  coordinate  with  HRSA  on  AIDS  mental 
health  services?    Which  is  the  lead  agency? 

Dr.  Goodwin.     The  NIMH  has  maintained  a  national  leadership 
role  in  the  area  of  mental  health  services  research  and  HIV 
infection  by:     1)  supporting  research  on  the  neuropsychological, 
psychological  and  mental  health  aspects  of  HIV  infection  and  its 
treatment;   2)  supporting  research  designed  to  improve  the  mental 
health  delivery  system  for  persons  affected  by  HIV  and  AIDS;  3) 
supporting  a  program  to  train  traditional  and  nontraditional  mental 
health  providers  in  the  psychological  and  neuropsychological 
sequelae  of  HIV  infection;  4)  providing  ongoing  technical 
assistance  to  public  and  private  agencies  engaged  in  the  delivery 
of  mental  health  services  to  persons  affected  by  HIV  and  AIDS;  and 
5)  maintaining  an  ongoing  dialogue  and  working  relationships  with 
organizations  such  as  American  Psychiatric  Association,  American 
Psychological  Association,  National  Alliance  for  the  Mentally  111 
and  others . 

NIMH  continues  to  coordinate  and  collaborate  with  the  Health 
Resources  and  Services  Administration  in  the  area  of  AIDS  mental 
health  services.     Specifically,  NIMH  provides  regular  consultation 
and  technical  assistance  in  the  area  of  mental  health  services  to 
the  Office  of  the  Associate  Administrator  for  AIDS  (HRSA)  and  the 
Division  of  HIV  Services,   BHRD,  HRSA,  which  have  responsibility  for 
the  administration  of  Ryan  White  Comprehensive  AIDS  Resources  Act 
of  1990.     NIMH  staff  work  closely  with  the  HRSA  funded  Education 
and  Training  Centers  to  coordinate  training  of  health  and  mental 
health  providers  in  all  aspects  of  diagnosis  and  management  of  HIV 
related  disorders. 

Mr.   Porter.     What  efforts  has  NIMH  undertaken  to  transfer 
research  on  AIDS  prevention  to  field  settings?     Does  NIMH  work  with 
community-based  agencies  which  provide  AIDS  prevention  services? 

Dr.  Goodwin.     The  NIMH  has  numerous  activities  designed  to 
promote  rapid  transfer  of  research  findings  to  community-based 
agencies  delivering  prevention  services.     These  activities  include: 
1)  an  annual  Prevention  Meeting;     2)  the  community  core  of  the  NIMH 
supported  HIV  Prevention  Centers;   3)  Stimulating  researchers  to 
incorporate  and  test  prevention  intervention  in  community  settings 
(e.g.   community-based  organizations,   community  health  and  mental 
health  centers,   schools,   etc.);   and  4)  direct  technical  assistance 
to  service  providers  through  presentations  and  workshops  at 
national,   regional  and  local  meetings  and  consultations. 

Since  1990,   the  Office  of  AIDS  Programs  has  sponsored  an 
annual  meeting  attended  by  NIMH  supported  prevention  researchers, 
representatives  from  the  CDC,  ADAMHA,   and  HRSA,   and  community-based 
providers.     The  purpose  of  this  meeting  is  to  facilitate 
information  exchange  among  researchers,  program  planners  and 
service  providers.     The  1992  meeting  has  2  stated  objectives:   1)  to 
facilitate  the  rapid  dissemination  of  successful  behavior  change 
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interventions;  and  2)  to  use  the  experience  and  direct  observations 
from  service  providers  to  formulate  research  questions. 

The  NIMH  supported  Prevention  Centers  have  a  "community  core" 
designed  to  promote  information  exchange,  community  development  and 
education  activities.     For  instance,   the  HIV  Center  for  Clinical 
and  Behavioral  Studies  at  Columbia  University:     1)  conducts  a 
weekly  seminar  series  on  diverse  issues  related  to  prevention, 
behavior  change  and  services  to  an  audience  of  scientists, 
clinicians,  CBO  representatives,  and  caregivers;   2)  publishes  an 
HIV  Center  newsletter  with  a  broad  circulation;   3)  developed  and 
disseminated  numerous  intervention  packages  including  audio  and 
print  material,  which  are  currently  being  used  by  many  CBOs ,  health 
and 'mental  health  agencies,  colleges  and  universities  and  others 
around  the  nation;  4)  developed  and  taught  a  summer  course 
"Epidemiology  of  HIV  and  AIDS,"  in  conjunction  with  the  NYC  health 
department  and  the  Columbia  University  School  of  Public  Health;  and 
5)  developed  a  public  service  announcement  for  use  on  MTV. 

Many  NIMH  supported  prevention  researchers  have  established 
collaborative  working  relationships  with  community -based 
organizations.     Many  prevention  interventions  are  tested  in 
community-based  settings  and  utilize  CBO  staff  in  all  phases  of  the 
research  from  initial  intervention  and  protocol  development,  to 
participant  recruitment,   implementation,   assessment  and 
interpretation  of  results.     Some  of  the  CBOs  participating  in  NIMH 
funded  prevention  studies  include:     Larkin  Street  Youth  Center  in 
San  Francisco;  Milwaukee  AIDS  Project;  The  Door  and  the  Hetrick 
Martin  Institute  in  New  York  City;  Alta-Med  Health  Services 
Corporation  in  Los  Angeles;  PACO  and  the  Patterson  Health  and 
Behavior  Project  in  New  Jersey. 

Mr.  Porter.     Does  NIMH  collaborate  with  the  CDC  on  AIDS 
prevention?     How  can  this  collaboration  be  improved? 

Dr.  Goodwin.     There  is  real  and  meaningful  collaboration 
around  AIDS  prevention  activities  between  NIMH  and  the  CDC.  This 
collaboration  takes  on  many  forms  including:   1)  participating  in 
working  groups,  meetings  and  conferences;   2)  providing  a  link 
between  the  prevention  research  community  and  the  prevention 
services  community;   3)  participating  in  joint  research  endeavors 
(e.g.  multi-site,  multi -population  prevention  clinical  trial);  4) 
serving  on  external  review  panels;   5)  co- funding  of  studies;  and  6) 
regular  telephone  consultations. 

For  instance,  National  Center  for  Prevention  Services  (NCPS) 
and  National  Center  for  Infectious  Diseases  (NCID)  staff  serve  as 
ex-officio  representatives  on  the  Steering  Committee  of  an  NIMH 
supported  multi-site,  multi -population ,   community-based  clinical 
trial  to  develop  and  test  behavioral  interventions  to  prevent  the 
further  spread  of  the  HIV  epidemic  that  can  be  easily  adopted  by 
public  and  private  agencies.     Staff  provide  expert  advise  and  links 
to  CDC  prevention  programs.     NIMH  is  collaborating  with  NCCDPHP  in 
the  development  and  implementation  of  a  multi -site  demonstration 
protects  to  prevent  the  transmission  of  HIV  in  Women  and  Infants. 
CDC  staff  participated  in  two  NIMH  sponsored  HIV  Prevention 
Research  Meetings  (one  in  March  1990,   the  other  April  1991).  The 
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focus  of  these  meetings  was  to  promote  bi-directional  information 
exchange  and  technology  transfer.     This  meetings  served  as  a 
natural  link  between  the  prevention  research  and  the  prevention 
service  community.     NIMH  supported  prevention  researchers  have 
served  as  consultants,   served  on  program  reviews,  etc.   to  different 
program  components  in  the  CDC.     As  a  result  of  the  1991  meeting, 
CCDPHP  contacted  NIMH  supported  grantees  to  collect  model  HIV 
prevention  curricula. 

Mr.  Porter.     Can  the  NIMH  appropriately  and  effectively 
coordinate  a  national  AIDS  prevention  effort? 

Dr.  Goodwin.     The  NIMH  is  the  focal  point  within  the  PHS  for 
research  on  AIDS  related  behavior  change  and  its  psychological  and 
psychosocial  determinants.  NIMH  continues  to  play  a  leading  role  in 
assisting  in  the  development  and  coordination  of  prevention 
research  and  the  integration  of  research  findings  to  community 
settings.     The  Public  Health  Service  has  developed  a  Strategic  Plan 
which  contains  the  key  elements  of  a  national  AIDS  prevention  plan. 
Healthy  People  2000  delineated  specific,  measurable  objectives 
designed  to  reduce  the  further  spread  of  HIV  and  improve  treatment 
and  services  for  persons  affected  by  this  disease.  Program 
responsibility  for  specific  prevention  activities  are  divided  among 
the  different  agencies  of  the  PHS,  particularly  ADAMHA  and  the  CDC. 
The  NIMH  maintains  strong  collaborative  relationships  with  other 
PHS  components  conducting  AIDS  prevention  activities. 

As  part  of  its  planning  process,   the  Office  of  AIDS  programs 
in  collaboration  with  national  AIDS  prevention  experts,  is 
developing  a  blueprint  for  the  Institute's  research  program.  For 
each  program  area,   the  document  will  summarize  the  current  state  of 
knowledge  and  provide  expert  recommendations  and  directions  for 
future  research  efforts. 

RESEARCH  ON  NEEDLE  EXCHANGE 

Mr.  Porter.     What  is  the  status  of  research  at  NIDA  on  needle 
exchange? 

Mr.  Millstein.     The  link  between  AIDS  and  injection  drug  use 
is  well  established.     NIDA  research  on  behavior  change  strategies 
designed  to  reduce  the  risk  of  AIDS  in  individuals  who  are  not  in 
treatment  has  confirmed  that  injection  drug  users  who  are 
approached  and  counseled  in  their  communities  will  change  their 
behaviors  to  significantly  reduce  their  risk  of  contracting  and 
spreading  HIV.     Not- in- treatment  injection  drug  users  exposed  to 
behavior  change  strategies  significantly  reduced  frequency  of  drug 
injecting,  use  of  "shooting  galleries,"  and  sharing  of  needles. 
Moreover,   25  percent  of  those  counselled  entered  treatment. 

In  an  effort  to  reach  injection  drug  users  who  continue  to 
place  themselves  and  others  at  risk,   a  number  of  communities  across 
the  U.S.   and  abroad  have  initiated  needle  exchange  programs  in  the 
hopes  that  increased  availability  of  sterile  needles  will  reduce 
needle  sharing  among  injection  drug  users.     Locally  sponsored 
exchange  programs  are  now  conducted  in  five  states:  Colorado, 
Connecticut,  Hawaii,  Oregon,   and  Washington. 
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While  ADAMHA  does  not  endorse  needle  exchange  at  this  time  as 
a  way  of  dealing  with  this  problem,  we  believe  rigorous  research  is 
necessary.     Determining  the  effects  of  needle  exchange 
interventions  is  an  extraordinarily  complex  undertaking,  and 
rigorous  scientific  evidence  is  currently  lacking.     NIDA  has  just 
recently  funded  the  first  Federal  grant  ever  to  evaluate  an  ongoing 
needle  exchange  program.     The  grant,  entitled  "A  Syringe  Tracking 
and  Testing  System  for  IVDU  Epidemics,  was  awarded  to  Yale 
University  for  a  3 -year  period.     Under  this  project,  no  federal 
funds  will  be  used  to  distribute  sterile  needles  or  syringes  to 
addicts . 

AIDS  OUTREACH  PROJECT 

Mr.   Porter.     Does  NIDA  plan  to  continue  outreach  projects  for 
IV  drug  users  not  in  treatment? 

Mr.  Millstein.     The  purpose  of  NIDA  research  in  this  area  has 
been  to  develop  and  assess  different  outreach,   AIDS  education,  and 
behavioral  change  methods  targeted  at  injection  drug  users  not  in 
treatment  and  their  sexual  partners.     Early  work  led  to  a  large- 
scale  AIDS/HIV  Outreach  Research  Demonstration  Program  which  was 
found  not  only  to  have  an  impact  on  reducing  the  spread  of  AIDS , 
but  also  on  reducing  drug  use.     Not- in- treatment  injection  drug 
users  exposed  to  behavior  change  strategies  significantly  reduced 
frequency  of  drug  injecting,  use  of  "shooting  galleries,"  and 
sharing  of  needles.     Moreover,   25  percent  of  those  counselled 
entered  treatment. 

Over  the  past  two  years,   NIDA  has  fostered  a  new  research 
project  grant  program  looking  at  the  remaining  research  issues  in 
the  area  of  hard-to-reach  populations  to  better  delineate 
mechanisms  of  effective  behavior  change  strategies .     This  effort 
was  funded  at  $7,270,224  in  1991,   and  it  will  be  expanded  in  both 
1992  and  1993. 

Mr.  Porter.     Is  there  any  plan  for  transitioning  these 
programs  to  on-going  service  delivery  efforts?     If  not,  why  not? 
What  is  the  funding  status  of  these  programs? 

Mr.  Millstein.     The  development  phase  of  the  NIDA  HIV/AIDS 
Outreach  Demonstration  Program  has  now  been  completed.  All 
remaining  active  NIDA  grants  terminate  in  FY  1992.     In  1993, 
$10,620,000  and  3  FTEs  are  being  transferred  to  OTI  for  use  in 
implementing  the  successful  elements  of  these  outreach  procedures 
in  the  context  of  OTI ' s  continuing  efforts  to  improve  treatment. 

CLINICAL  TRAINING  PROGRAM 

Mr.   Porter.     NIMH  proposes  to  eliminate  the  Clinical  Training 
Program.     If  this  recommendation  is  accepted  by  Congress,  who  do 
you  propose  to  ensure  the  availability  of  well -trained  mental 
health  professionals  to  serve  priority  groups  including  minorities, 
adults  with  severe  mental  illness,   rural  individuals  and  children? 

Dr.  Goodwin.     The  President's  FY  1993  Budget  request  proposes 
to  eliminate  funding  for  clinical  training  because  the  program  has 
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accomplished  its  original,   intended  purpose.     The  goal  of  clinical 
training  has  been  to  help  the  Nation  increase  the  supply  of  mental 
health  service  providers  and  to  match  training  activities  with 
identified  national  needs  and  priorities.     National  shortages  of 
mental  health  professionals  have  been  largely  alleviated  and  the 
supply  of  replacement  personnel  has  been  stabilized.     The  current 
program  supports  less  than  5  percent  of  national  mental  health 
clinical  training  activities.     The  end  of  NIMH  funding  for  clinical 
training  will  therefore  have  a  small  impact  on  the  supply  of 
professionals . 

ANT I -GAY  VIOLENCE 

Mr.  Porter.     Does  NIMH  support  research  on  anti-gay 
violence?     Does  NIMH  plan  to  conduct  further  research  on  this 
issue?     Will  NIMH  issue  an  RFP  on  anti-gay  violence? 

Dr.  Goodwin.     NIMH  is  committed  to  fostering  research  on 
anti-gay  violence.     In  the  late  1980's,   in  response  to  inquiries 
from  Congress,  various  State  and  community  agencies,   and  citizens 
concerned  about  a  perceived  increase  in  violent  victimizations, 
NIMH  determined  that  good  scientific  data  were  lacking  on  the  basic 
dimensions  of  this  problem- -its  nature,   extent,   and  consequences. 

To  begin  to  address  this  need,   a  researcher  at  the  University 
of  California  at  Los  Angeles  received  NIMH  grant  support  in  1989  to 
lay  the  groundwork  for  future  research  by  investigating  how  "hate- 
motivated"  violence  (HMV)   is  described  and  defined  by  the  reporting 
public,   the  police,   and  the  California  Bureau  of  Criminal 
Statistics.     NIMH  sponsored  a  research  workshop  in  1989  on  violence 
toward  lesbians  and  gay  men  and  a  gathering  on  opportunities  and 
directions  for  research  on  anti-gay  violence  at  the  APA's  annual 
meeting  in  San  Francisco,  California,   last  August.     Current  efforts 
encourage  research  grant  applications  on  a  range  of  issues 
associated  with  anti-gay  violence,   such  as  its  prevalence,  risk 
factors,  mental  health  consequences,   and  treatment  interventions 
and  have  included  explicit  attention  to  studies  of  anti-gay 
violence  in  recent  program  announcements  from  the  Institute's 
Violence  and  Traumatic  Stress  Research  Branch  (VTSRB) . 

NIMH  staff  will  continue  to  work  to  develop  a  body  of 
empirical  knowledge  on  anti-gay  violence  that  will  help  contribute 
to  more  effective  prevention  and  treatment.     One  of  our  principal 
efforts  over  the  next  couple  of  years  will  be  to  encourage  pre-  and 
post-doctoral  research  fellowships  and  institutional  research 
training  programs  focusing  on  anti-gay  violence  as  a  way  of 
increasing  the  number  of  researchers  in  this  field. 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Appropriations  Language 

For  carrying  out  the  Public  Health  Service  Act  with  respect  to  mental 
health,  drug  abuse,  alcohol  abuse,  and  alcoholism,    [section  3521  of  Public  Law 
100-690]  1/,  and  section  612  of  Public  Law  100-77,  as  amended,   [and  the 
Protection  and  Advocacy  for  Mentally  111  Individuals  Act  of  1986  2/, 
$3,081,119,000]  $3,241,159,000,  of  which  $3,980,000  for  renovation  of 
government  owned  or  leased  intramural  research  facilities  shall  remain 
available  until  expended:     Provided ,  That  of  the  funds  made  available  under 
this  heading  $164,100,000  shall  not  become  available  until  September  30, 
[1992]  1993  [of  which  $5,000,000  for  renovation  of  government  owned  or  leased 
intramural  research  facilities  shall  remain  available  until  expended] : 
Provided  further,  That  funds  available  under  this  heading  for  block  grants 
under  subpart  1,  part  B  of  title  XIX  of  the  Public  Health  Service  Act  shall  be 
expended  by  States  in  accordance  with  the  same  criteria  and  limitations  as 
were  applied  to  such  grants  for  the  fiscal  year  1991.     (Department  of  Health 
and  Human  Services  Appropriations  Act  1992.) 

Explanation  of  Language  Changes 

1/  Section  3521  of  Public  Law  100-690  provided  the  authority  to  fund  the 
Community  Youth  Activity  Program  in  OSAP.  No  funds  are  requested  for 
this  program  in  1993. 

2/        This  section  is  no  longer  required  since  funds  are  not  being  requested 
for  the  Protection  and  Advocacy  Program  in  1993. 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Language  Analysis 


Language  Provision 


"Provided,  That  funds  available 
under  this  heading  for  block  grants 
under  subpart  1,  part  B  of  title  XIX 
of  the  Public  Health  Service  Act 
shall  be  expended  by  States  in 
accordance  with  the  same  criteria 
and  limitations  as  were  applied  to 
such  grants  for  the  fiscal  year 
1991." 


Explanation 


This  language  would  return  each 
State  to  the  same  percentage 
distribution  for  mental  health  and 
substance  abuse  programs  that  it 
experienced  in  1991.     In  1992,  the 
intrastate  distribution  was  governed 
under  the  provisions  of  Section  1916 
(6)(A)(i)  of  the  Public  Health 
Service  Act. 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Amounts  Available  for  Obligation  1/ 

1991  1992  1993 

Actual  Appropriation  Estinfate 

Appropriation : 

Labor/HHS   $2,897,180,000     $3,081,119,000  $3,241,159,000 

Transfer  from  other  accounts .. .  ---  +19,000,000  +34,701,000  3/ 

Enacted  reductions (L/HHS  Appr. . . . 

P.L.102-107(Section  214/513):..   —  -8.389.000  — V 

Subtotal ,  adjusted 

appropriation   2,897,180,000       3,091,730,000  3,275,860,000 

Reappropriation   +38.545.000  2/  ™  --- 

Subtotal,  adjusted  budget 

authority   2,935,725,000       3,091,730,000  3,275,860,000 

Recovery  of  prior  year  funds   +63,000  ---  — 

Unobligated  balance, 

start  of  year   +721,000  +247,000 

Unobligated  balance, 

end  of  year   -247,000 

Unobligated  balance, 

lapsing   -795,000 


Total  obligations   $2,935,467,000     $3,091,977,000  $3,275,860,000 


1/        Excludes  the  following  amounts  from  reimbursements:    1991  -  $14,759,000  and  9 
FTEs;  1992  -  $16,675,000  and  15  FTEs;  and  1993  -  $17,345,000  and  15  PTEs. 

2/        Waiting  List  Grant  funds  ($38,545,000)  were  reappropriated  by  Congress  in 
1991. 


3/        Includes  $19,000,000  and  $34,701,000  to  be  transferred  from  the  Office  of 
National  Drug  Control  Policy  Special  Forfeiture  Fund  in  1992  and  1993 
respectively. 


I 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism -Total 
(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 


Actual 

Appropriation 

Current  Estimate  b/ 

Estimate 

No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

1,681 

$369,405 

1,714 

$401,322 

1,714 

$401 ,322 

1,755 

$432,349 

Admin.  Supplements  

(77) 

3,765 

C76) 

3,884 

(76) 

3,884 

(75) 

3,995 

New/Competing  Combined  

688 

1 58,453 

718 

158,453 

724 

167,332 

Subtotal  RPGs 

2,369 

523,873 

2,432 

563,659 

2,432 

563,659 

2,479 

603,676 

Treatment  Outcome  Research 

28 

8,028 

27 

8,598 

27 

8,598 

27 

8,894 

84 

92,525 

89 

104,700 

89 

104,700 

89 

106,495 

647 

57,665 

646 

60,055 

646 

60,055 

638 

62,402 

Total,  Research  Grants  

3,128 

682,091 

3,194 

737,012 

3,194 

737,012 

3,233 

781,467 

Research  Training: 

FTTP 

FTTP 

FTTP 

FTTP 

Individual  Awards  

281 

5,237 

313 

5,848 

313 

5,848 

314 

5,848 

1,373 

32,061 

1,337 

31,419 

1,337 

31,419 

1,336 

31,419 

Total,  Research  Training  

1,654 

37,298 

1,650 

37,267 

1,650 

37,267 

1,650 

37,267 

Res.  and  Dev.  Contracts  

No. 
176 

51 ,967 

No. 
167 

58,024 

No. 
167 

58,024 

No. 
168 

61,419 

Total,  Extramural  Research  

771,356 

832,303 

832,303 

880,153 

FTE 

FTE 

FTE 

FTE 

814 

128,652 

825 

138,817 

825 

138,817 

838 

147,621 

852 

81 ,594 

903 

91 ,333 

900 

88,133 

900 

93,475 

(1  666) 

981  602 

(1 ,728) 

1,062,453 

(1 ,725) 

1  059  253 

(1 ,738) 

1  121  249 

Demonstrations: 

No. 

No. 

No. 

No. 

Uanto    Ulaalth  /'^*CD^ 

134 

24,884 

134 

24,885 

134 

24,885 

131 

24,885 

9 

5,861 

9 

5,861 

9 

5,861 

12 

10,861 

Prevention  Demonstration  

6 

4,880 

6 

5,478 

6 

5,478 

— 



1 16 

105,642 

121 

1 18,245 

105 

108,004 

105 

1 12,009 

15 

16,435 

15 

15,983 

15 

15,983 

1 5 

15,983 

Total  Demonstration   

280 

157,702 

285 

170,452 

269 

160,211 

263 

163,738 

Protection  &.  Advocacy 

56 

15  614 

56 

1 9  500 

56 

1 9  500 

Clinical  Training  

123 

10,835 

Professional  /  Medical  Education 

g 

3  112 

g 

3  016 

g 

3,016 

PATH  Formula  (Homeless) 

56 

56 

30  000 

56 

nan 

ou  ui*/u 

56 

30  000 

Substance  Abuse  Prevention: 

No. 

No. 

No. 

Np_ 

Demonstrations  

714 

231,299 

732 

248,407 

732 

248,407 

669 

268,057 

Clinical  Training  

37 

25,986 

20,649 

20,649 

20  649 

t~  I  b 

FTE 

FTE 

FTE 

Prpuontinn  Mananomcnt  SL  Qiinnort 

1 65 

1 4  1 80 

170 

1 6  026 

1 70 

1 6  026 

1 90 

16  843 

Total  OSAP  (FTE) 

(165) 

271 .465 

(170) 

285,082 

(170) 

285,082 

(190) 

305,549 

Treatment: 

No. 

No. 

No. 

No. 

Treatment  Programs  

201 

166,217 

188 

128,058 

188 

138,299 

304 

260,329 

FTE 

FTE 

FTE 

FTE 

Treatment  Management  &  Support  (FTE) 

(58) 

5,386 

(91) 

7,472 

(94) 

7,656 

(144) 

14,090 

FTE 

FTE 

FTE 

FTE 

AD  MS  Block  Grant  

m 

1,268,653 

(18) 

1,360,000 

(18) 

1,360,000 

(18) 

1,360,000 

Total,  on  

(65) 

1,440,256 

(109) 

1 ,495,530 

(112) 

1,505.955 

(162) 

1,634,419 

Buildings  &  Facilities  

8,158 

5,000 

5,000 

3,980 

Office  of  the  Administrator: 

FTE 

FTE 

FTE 

FTE 

Program  Management  &  Support  

167 

9,231 

167 

10,957 

167 

10,957 

173 

1 1 ,988 

SEH  Worker's  Comp.  Fund  

1,860 

1,921 

1,921 

1,921 

Total,  OA  (FTE)  

(167) 

11,091 

(167) 

12,878 

(167) 

12,878 

(173) 

13.909 

TOTAL,  ADAMHA  (FTE)  a/   (2.063)  $2,935,725     (2.174)  $3,091,730     (2,174)  $3,091,730     (2,263)  $3,275,860 


at  Includes  $1 9,000,000  and  $34,701 ,000  to  be  transfered  from  the  Office  of  ONDCP  Special  Forfeiture  Fund  for  1 992  and  1 993 
respectively. 

b!  Reflects  transfer  of  AIDS  Outreach  Program  ($10,425,000  and  3  FTEs)  from  NIDA  to  OTI.  Request  separates  budget  line  in 
1993  for  Mental  Health  Professional/Medical  Education.  Funds  moved  from  Research  Management  and  Support. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism-NonAIDS 
(Dollars  in  thousands) 


FY 

'1991 

FY  1992 

FY 

1992 

FY  1993 

Actual 

Appropriation 

Current  Estimate 

Estimate 

- 

No 

Amount 

No 

Amount 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations 

1,474 

$306,880 

1,488 

$328,774 

1,488 

$328,774 

1,541 

$359,747 

Admin.  Supplements  

(67) 

3,479 

(70) 

3,662 

(70) 

3,662 

(69) 

3,771 

New/Competing  Combined  

600 

124,667 

659 

140,746 

659 

140,746 

644 

141,985 

Subtotal,  RPGs  

Treatment  Outcome  Research  

2,074 
28 

435,026 
8,028 

2,147 
27 

473,182 
8,598 

2,147 
27 

473,182 
8,598 

2,185 
27 

505,503 
8,894 

72 

68,679 

76 

78,212 

76 

78,212 

76 

79,207 

Other  Research  Related  

601 

53,729 

604 

56,175 

604 

56,175 

596 

58,395 

Total,  Research  Grants  

2,775 

565,462 

2,854 

616,167 

2,854 

616,167 

2,884 

651,999 

Research  Training: 

FTTP 

FTTP 

FTTP 

FTTP 

Individual  Awards  

276 

5,120 

309 

5,761 

309 

5,761 

310 

5,761 

Institutional  Awards  

1,191 

26,895 

1,155 

26,238 

1,155 

26,238 

1,157 

26,190 

Total,  Research  Training  

1,467 
No. 

32,015 

1,464 

NO. 

31 ,999 

1,464 
No. 

31 ,999 

1,467 
No. 

31,951 

Res.  and  Dev.  Contracts  

141 

41,050 

141 

49,170 

141 

49,170 

142 

52,231 

Total,  Extramural  Research  

638,527 

697,336 

697,336 

736,181 

FTE 

FTE 

FTE 

FTE 

764 

1 14,170 

776 

123,735 

776 

123,735 

787 

131,860 

760 

72  595 

808 

78  154 

808 

78  1 54 

808 

82  902 

Total,  Research  (FTE)  

(1 ,524) 

825,292 

(1 ,584) 

899,225 

(1 ,584) 

899,225 

(1 ,595) 

950,943 

Demonstrations: 

No. 

No. 

No. 

No. 

Mental  Health  (CSP)  

134 

24,884 

134 

24,885 

134 

24,885 

131 

24,885 

9 

5,861 

9 

5,861 

9 

5,861 

12 

10,861 

Prevention  Demonstration  

6 

4,880 

6 

5,478 

6 

5,478 

0 

0 

62 

45,465 

70 

46,955 

54 

46,955 

54 

48,692 

15 

16,435 

15 

15,983 

15 

15,983 

15 

15,983 

Total,  Demonstration  

226 

97,525 

234 

99,162 

218 

99,162 

212 

100,421 

Prntortinn  JL  Ark/nr^arv/ 

56 

15  614 

56 

19  500 

56 

19  500 

161 

13,669 

123 

10,835 

134 

10,835 

~~~ 

~  ~  7 

T 

PATH  Pnrmula  r'MnmfllcCQ^ 

56 

33,056 

56 

30,000 

56 

30,000 

56 

30,000 

Substance  Abuse  Prevention: 

No. 

No. 

No. 

No. 

Demonstrations  

714 

231 ,299 

732 

248,407 

732 

640 

268,057 

Clinical  Training  

37 

25,986 

40 

20,649 

40 

20, 

20,649 

FTE 

FTE 

FTE 

FTE 

Prevention  Mnagement  &  Support  

165 

14,180 

170 

1 6j026 

170 

16,026 

190 

... 
16,843 

Total    OSAP  (FTE) 
Treatment: 

(165) 
No. 

271 ,465 

(170) 
No. 

285,082 

(170) 
No. 

285,082 

(190) 
No. 

305,549 

Treatment  Programs  

201 

153,203 

188 

128,058 

188 

128,058 

304 

249,709 

FTE 

FTE 

FTE 

FTE 

Treatment  Management  &  Support  (FTE) 

(55) 

5,209 

(91) 

7,472 

(91) 

7,472 

(141) 

13,899 

FTE 

FTE 

FTE 

FTE 

ADMS  Block  Grant  

(7) 

1,268,653 

(18) 

1 ,360,000 

(18) 

1,360,000 

(18) 

1,360,000 

Total,  OTI  (FTE)  

(62) 

1,427,065 

(109) 

1,495,530 

(109) 

1,495,530 

(159) 

1,623,608 

Buildings  &  Facilities  

6,558 

5,000 

5,000 

3,980 

Office  of  the  Administrator: 

FTE 

FTE 

FTE 

FTE 

Program  Management  &  Support  

165 

9,120 

165 

10,832 

165 

10,832 

171 

1 1 ,848 

SEH  Worker's  Comp.  Fund  

1,860 

1,921 

1,921 

1,921 

Total,  OA  (FTE)  

(165) 

10,980 

(165) 

12,753 

(165) 

12,753 

(171) 

13,769 

TOTAL,  ADAMHA  (FTE)  a/  

(1,916) 

$2,701,224 

(2,028) 

$2,857,087 

(2,028) 

$2,857,087 

(2,115) 

$3,028,270 

a/  Includes  $19,000,000  and  $34,701 ,000  to  be  transfered  from  the  Office  of  ONDCP  Special  Forfeiture  Fund  for  1992  and  1993 
respectively. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism-AIDS 
(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 

Actual   Appropriation    Current  Estimate  a/    _  Estimate 


No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

207 

$62,525 

226 

$72,548 

226 

$72,548 

214 

$72,602 

Admin.  Supplements  

....  (10) 

286 

(6) 

222 

(6) 

222 

(6) 

224 

New/Competing  Combined  

88 

26,036 

59 

17,707 

59 

17,707 

80 

25,347 

Subtotal,  RPGs  

295 

88,847 

285 

90,477 

285 

90,477 

294 

98,173 

Treatment  Outcome  Research  

















Research  Centers  

12 

23,846 

13 

26,488 

13 

26,488 

13 

27,288 

Other  Research  Related  

46 

3,936 

42 

3,880 

42 

3,880 

42 

4,007 

Total,  Research  Grants  

353 

116,629. 

340 

120,845 

340 

120,845 

349 

129,468 

Research  Training: 

FTTP 

FTTP 

FTTP 

FTTP 

Individual  Awards  

5 

117 

4 

87 

4 

87 

4 

87 

'  Institutional  Awards  

....  182 

5,166 

182 

5,181 

182 

5,181 

179 

5,229 

Total,  Research  Training  

187 

5,283 

186 

5,268 

186 

5,268 

183 

5,316 

No. 

No. 

No. 

No. 

Res  and  Dev  Contracts 

35 

10,917 

26 

8,854 

26 

8,854 

26 

9,188 

Total,  Extramural  Research  

132,829 

134,967 

134,967 

143,972 

FTE 

FTE 

FTE 

FTE 

Intramural  Research  

50 

14,482 

49 

15,082 

49 

15,082 

51 

15,761 

Research  Management  &  Support 

92 

8,999 

95 

13,179 

92 

9,979 

92 

10,573 

Total,  Research  (FTE)  

  042) 

156,310 

(144) 

163,228 

(141) 

160,028 

(143) 

170,306 

No. 

NO. 

No. 

No. 

Clinical  Training  

-  — 















Professional  /  Medical  Education  

3,112 





9 

3,016 

9 

3,016 

PATH  Formula  (Homeless)  

Consolidated  Projects  (Homeless)  

....  — 

— 

— 

— 

— 

— 

— 

— 

Demonstrations: 

Drug  Abuse  

54 

60,177 

51 

71,290 

51 

61,049 

51 

63,317 

Total,  Demonstrations  

54 

60,177 

51 

71,290 

51 

61,049 

51 

63,317 

Treatment: 

Treatment  Programs  

3 

13,014 





16 

10,241 

16 

10,620 

FTE 

FTE 

FTE 

FTE 

Trmt.  Mgmt.  &  Support  

3 

177 



3 

184 

3 

191 

Total,  OTI  (FTE)  

(3) 

13,191 

(3) 

10,425 

(3) 

10,811 

Buildings  &  Facilities  

1,600 

Office  of  the  Administrator: 

FTE 

FTE 

FTE 

FTE 

Program  Management  &  Support 

2 

111 

2 

125 

2 

125 

2 

140 

SEH  Worker's  Comp.  Fund  

Subtotal,  OA  (FTE)  

(2) 

111 

(2) 

125 

(2) 

125 

(2) 

140 

TOTAL,  ADAMHA  (FTE)  

  (147) 

$234,501 

(146) 

$234,643 

(146) 

$234,643 

(148) 

$247,590 

aj  Reflects  transfer  of  AIDS  Outreach  Program  ($10,425,000  and  3  FTEs)  from  NIDA  to  OTI    Request  separates  budge!  line  in 
1 993  for  Mental  Health  Professional/Medical  Education.  Funds  moved  from  Research  Management  and  Support. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Activity-Total 
(Dollars  in  thousands) 


3. 


6 


FY  1991 
Actual 

FY  1992 
Appropriation 

FY  1992 
Current  Estimate  b/ 

"FY  1993 
Estimate 

FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

.  Mental  Health: 

a.  Research  

b.  Research  Management  &  Support 

415 

$483,761 
37,869 

415 

OjOjfl 

>oou,yyu 
43,715 

415 

jpoou.yyu 
40,699 

608 
415 

$ODO ,  /  1  O 

43,397 

1,017 

521,630 

1,017 

574,705 

1,017 

571,689 

1,023 

607,113 

c.  Demonstrations  

d.  Prevention  Demonstration  

e.  Protection  &  Advocacy  

f.  Clinical  Training  

— 

30,745 
4,880 
15,614 
13,669 

— 

30,746 
5,478 
19,500 
10,835 

— 

30,746 
5,478 
19,500 
10,835 

— 

35,746 

g.  Professional  /  Medical  Education 

h.  PATH  Formula  (Homeless)  



3,112 
33.056 



30.000 



3,016 
30,000 



3,016 
30.000 

Total,  NIMH  

1,017 

622,706 

1,017 

671,264 

1,017 

671,264 

1,023 

675,875 

.  Drug  Abuse: 

a.  Research  

b.  Research  Management  &  Support 

115 
302 

265,184 
32,006 

113 
354 

275,777 
35,052 

113 
351 

275,777 
34,868 

113 
351 

291,418 
36,773 

Subtotal,  Research  

c.  Demonstrations  

417 

297,190 
105.640 

467 

310,829 
118.245 

464 

310,645 
108.004 

464 

328,191 
112,009 

Total,  NIDA  

417 

402,830 

467 

429,074 

464 

418,649 

464 

440,200 

.  Alcoholism: 

a.  Research  

b.  Research  Management  &  Support 

97 
135 

143,037 
11,719 

110 
134 

155,755 
12,566 

110 
134 

155,755 
12,566 

117 
134 

163,746 
13,305 

Subtotal,  Research  

c.  Demonstrations  

232 

154,756 
16.435 

244 

168,321 
15,983 

244 

168,321 
15.983 

251 

177,051 
15.983 

Total,  NIAAA  

232 

171,191 

244 

184,304 

244 

184,304 

251 

193,034 

.  Treatment  Outcome  Research  



8,028 



8,598 



8,598 



8,894 

.  Substance  Abuse  Prevention: 

a.  Demonstrations  

b.  Clinical  Training  

c.  Prevention  Management  &  Support 

165 

231,299 
25,986 
14,180 

170 

248,407 
20,649 
16.026 

170 

248,407 
20,649 
16.026 

190 

268,057 
20.649 
16.843 

Total,  OSAP  

165 

271,465 

170 

285,082 

170 

285,082 

190 

305,549 

.  Treatment: 

a.  Treatment  Improvement  Programs  

b.  Treatment  Management  &  Support 

c.  ADMS  Block  Grant  

58 
7 

166,217 
5.386 
1.268.653 

91 
18 

128,058 
7,472 
1,360.000 

94 
18 

138,299 
7,656 
1,360,000 

144 
18 

260,329 
14,090 
1 ,360,000 

Total,  OTI  

65 

1,440,256 

109 

1,495,530 

112 

1,505,955 

162 

1,634,419 

.  Buildings  &  Facilities  

8,158 

5,000 

5,000 

3,980 

.  Office  of  the  Adminstrator: 

a.  Program  Management  &  Support 

b.  SEH  Workers'  Comp.  Fund  

167 

9,231 
1,860 

167 

10,957 
1,921 

167 

10,957 
1,921 

173 

1 1 ,988 
1,921 

Total,  OA  

167 

11,091 

167 

12,878 

167 

12,878 

173 

13,909 

TOTAL,  ADAMHA  a/  

2,063 

$2,935,725 

2,174 

$3,091,730 

2,174 

$3,091,730 

2,263 

$3,275,860 

a/  Includes  $19,000,000  and  $34,701 ,000  to  be  transfered  from  the  Office  of  ONDCP  Special  Forfeiture  Funr  for  1992  and  1993 
respectively. 

b/  Reflects  transfer  of  AIDS  Outreach  Program  ($10,425,000  and  3  FTEs)  from  NIDA  to  OTI    Request  separates  budget  line  in 
1993  for  Mental  Health  Professional/Medical  Education.  Funds  moved  from  Research  Management  and  Support. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Activity-NonAIDS 
(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 

Actual   Appropriation        Current  Estimate  _  Estimate 


3 


6 


FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

I.  Mental  Health: 

a  Rocoarrh 

577 

577 

$458  196 

$458,196 

583 

$486, 87U 

b.  RssBcirch  MdnsQGrnont  &  Support  

394 

394 

394 

39,533 

971 

448,910 

971 

495,259 

971 

495,259 

977 

526,403 

30,746 

35,746 

d  Prsvsntion  D©rnonstr3tion 

4  880 

5  478 

e.  Protection  &  Advocacy  



15,614 



19,500 



19,500 

f.  Clinical  Training  

13,669 

10,835 

10,835 

— 

::: 

g.  Professional/  Medical  Education  

h.  PATH  Formula  (Homeless)  

~~~ 

33,056 

~~~ 

30,000 

OU.UUU 

30,000 

Total  KJIMI4 

546,874 

591 ,818 

= 

971 

591 ,818 

977 

592,149 

!.  Drug  Abuse: 

a.  Research  

100 

195,067 

98 

207,646 

98 

207,646 

98 

218,603 

b.  Research  Management  &  Support 

235 

26,529 

284 

28,770 

284 

28,770 

284 

30,351 

Subtotal,  Research  

335 

221 ,596 

382 

236,416 

382 

236,416 

382 

248,954 

c.  Demonstrations  

45,463 

46,955 

46.955 

48,692 

Total  NIDA 
i  Alcoholism' 

335 

267,059 

382 

283,371 

382 

283,371 

382 

297,646 

a.  Research  

87 

135,246 

101 

146,631 

101 

146,631 

106 

153,674 

b  Research  Management  &  Support 

131 

11,514 

130 

12,321 

130 

12,321 

130 

13,018 

Subtotal,  Research  

c  Demonstrations 

218 

146,760 
16,435 

231 

158,952 
15,983 

231 

158,952 
15.983 

236 

166,692 
15J83 

Total,  NIAAA  

218 

163,195 

231 

174,935 

231 

174,935 

236 

182,675 

8,028 

8,598 

8,598 

8,894 

>.  Substance  Abuse  Prevention: 

a.  Demonstrations  

231,299 

248,407 

248,407 

268,057 

b.  Clinical  Training  

25,986 

20,649 

20,649 

20,649 

c.  Prevention  Management  &  Support 

165 

14,180 

170 

16.026 

170 

16,026 

190 

16.843 

Total,  OSAP  

165 

271 ,465 

170 

285,082 

170 

285,082 

190 

305,549 

5.  Treatment: 

a.  Treatment  Capacity  Expansion  Prog... 

















b.  Treatment  Improvement  Programs 

.  

153,203 

128,058 

128,058 



249,709 

c.  Tr83tm8nt  M3n3Q8m9nt  &  Support  

5  209 

91 

7  472 

91 

d.  ADMS  Block  Grant  

7 

1 .268.653 

18 

1 .360.000 

18 

1,360000 

18 

1. 360000 

Total,  OTI  

f.  Buildings  &  Facilities  

62 

1 ,427,065 
6,558 

109 

1,495,530 
5,000 

109 

1,495,530 
5,000 

159 

1,623,608 
3,980 

3.  Office  of  the  Adminstrator: 

a.  Program  Management  &  Support 

165 

9,120 

165 

10,832 

165 

10,832 

171 

1 1 ,848 

b.  SEH  Workers'  Comp.  Fund  

1.860 

1.921 

1.921 

1.921 

Total,  OA  

165 

10,980 

165 

12,753 

165 

12,753 

171 

13,769 

TOTAL,  ADAMHA  a/  

1,916 

$2,701,224 

2,028 

$2,857,087 

2,028 

$2,857,087 

2,115 

$3,028,270 

a/  Includes  $19,000,000  and  $34.701 ,000  to  be  transfered  from  the  Office  of  ONDCP  Special  Forfeiture  Fund  for  1992  and  1993 
respectively. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Activity-AIDS 
(Dollars  in  thousands) 


3. 


FY  1991 
Actual 

FY  1992 
Appropriation 

FY  1992 
Current  Estimate  a/ 

FY  1993 
Estimate 

FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

FTE 

Amount 

1 .  Mental  Health: 

b.  Research  Management  &  Support 

d.  Professional  /  Medical  Education 

e.  PATH  Formula  (Homeless)  

25 
21 

..  

$69,403 
3,317 

3,112 

25 
21 

::: 

$72,794 
6,652 



25 
21 



$72,794 
3,636 

3,016 

25 
21 



$76,846 
3,864 

3,016 

Total,  NIMH  

46 

75,832 

46 

79,446 

46 

79,446 

46 

83,726 

1.  Drug  Abuse: 

a.  Research  

b.  Research  Management  &  Support 

15 
67 

70,117 
5,477 

15 
70 

68,131 
6,282 

15 
67 

68,131 
6,098 

15 
67 

72,815 
6,422 

Subtotal,  Research  

82 

75,594 
60.177 

85 

74,413 
71.290 

82 

74,229 
61.049 

82 

79,237 
63.317 

Total,  NIDA  

82 

135,771 

85 

145,703 

82 

135,278 

82 

142,554 

J.  Alcoholism: 

a.  Research  

b.  Research  Management  &  Support 

10 
4 

7,791 
205 

9 
4 

9,124 
245 

9 
4 

9,124 
245 

11 
4 

10,072 
287 

Subtotal,  Research  

14 

7,996 

13 

9,369 

13 

9,369 

15 

10,359 

Total,  NIAAA  

14 

7,996 

13 

9,369 

13 

9,369 

15 

10,359 

5.  Treatment: 

a.  Treatment  Programs  

b  Trmt  Mcjmt  &  Support 

"~  3 

13,014 
177 





---  - 
3 

10,241 
184 



3 

10,620 
191 

Total ,  OTI  (FTE)  

(3) 

13,191 

(3) 

10,425 

(3) 

10,811 

r.  Buildings  &  Facilities  

1,600 

J.  Office  of  the  Adminstrator: 

a.  Program  Management  &  Support  

b.  SEH  Workers'  Comp.  Fund  

2 

111 

2 

125 

2 

125 

2 

140 

Total,  OA  

(2) 

111 

(2) 

125 

(2) 

125 

(2) 

140 

TOTAL,  ADAMHA  (FTE)  

••  047) 

$234,501 

(146) 

$234,643 

(146) 

$234,643 

(148) 

$247,590 

a/  Reflects  transfer  of  AIDS  Outreach  Program  ($10,425,000  and  3  FTEs)  from  NIDA  to  OTI.  Request  separates  budget  line  in 
1993  for  Mental  Health  Professional/Medical  Education.  Funds  moved  from  Research  Management  and  Support. 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Sunmary  of  Changes 

1992  Appropriation   $3,091,730,000 

1993  Request   3.275.860.OO0 

Net  Change   +$184,130,000 


1992  Current 

Estimate  Base  Change  from  Base 

Pos.        Budget  Pos.  Budget 

(FTE)    Authority  (FTE)  Authority 

Increases : 
A.  Built-in: 


1.  Annualization  of  January  1992 
pay  increase  

2.  January  1993  pay  increase  

3.  Within  grade  increases  

4.  Increased  PHS  Service  and 
Supply  Fund  

5.  Increased  FTS  Costs  

6.  Increased  NIH  Management 

Fund  costs  

7.  Increased  NIH  Service  and 
Supply  Fund  costs  

8 .  Working  Capital  Fund  Transfer . . . 

9.  Increased  Rental  Payments  to 
GSA  

10.  Increased  cost  of  non-pay  items 
including  laboratory  materials 
and  other  supplies  

11.  Annualization  of  new  PTEs  in 
1992  

Subtotal,  Built-in  increases.... 


---    $123,446,000  ---  +$3,010,000 

---     123,446,000  ---  +3,595,000 

---     123,446,000  ---  +1,002,000 

6,965,000  ---  +936,000 

1,573,000  ---  +33,000 

39,605,000  ---  +2,123,000 

10,738,000  ---  +386,000 

961,000  ---  +50,000 

5,284,000  ---  +371,000 

63,589,000  ---  +2,959,000 
---        2.040.000  ---  +680.000 
  +15,145,000 


B.  Program: 

1.  General  Mental  Health: 

a.  Extramural  Research  Grants  - 
provides  a  6.3%  increase 
over  1992  

b.  Extramural  Research  Contracts 
-  provides  a  14.8%  increase 
over  1992  

c.  Intramural  Research  -  provides 
for  expansion  of  Medications 
Development  including  6  new 
FTEs  


395,654,000        ---  +24,900,000 

12,755,000        ---  +1,894,000 

95,639,000         +6  +983,000 
(+6) 
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Alcohol ,  Drug  Abuse ,  and  Mental  Health 
Summary  of  Changes  -  continued 

1992  Current 

Estimate  Base  Change  from  Base 

Pos.       Budget  Pos.  Budget 

(FTE)    Authority  (PTE)  Authority 

d.  Research  Management  &  Support 

-  provides  an  increase  to  support 

the  Research  Plans  and  travel.    --- .    $43,515,000        ---  +$267,000 

e.  Homeless  Demonstrations  -  provides 

a  85.3%  increase  over  1992....    ---        5,861,000        ---  +5,000,000 

2.  Drug  Abuse: 

a.  Extramural  Research  Grants  - 
provides  a  6.4%  increase  over 

1992   ---     207,172,000        ---  +13,159,000 

b.  Extramural  Research  Contracts 

-  provides  a  3.9%  increase 

over  1992   ---       38,793,000        ---  +1,501,000 

c.  Demonstrations  -  provides  a 

3.7%  increase  over  FY  1992....  ---     108,004,000        ---  +4,005,000 

3.  Alcoholism: 

a,  Extramural  Research  Grants  - 
provides  a  4.9%  increase  over 

over  1992   ---     125,588,000        ---  +6,100,000 

b.  Intramural  Research  -  provides 
a  program  increase  and  support 

for  7  new  FTEs   ---       20,149,000         +7  +881,000 

(+7) 

4.  Treatment  Outcome  Research  - 
provides  a  3.4%  increase  over 

1992   ---        8,598,000        ---  +296,000 

5.  Substance  Abuse  Prevention: 

a.  Demonstrations  -  provides  a 

12.4%  increase  over  1992   ---     238,500,000        ---  +29,557,000 

b.  Prevention  Management  & 
Support  -  provides  support  and 

travel  for  20  new  FTEs  in  1993    ---       16,026,000        +20  +1,273,000 

(+20) 

6.  Treatment  Improvement: 

a.  Treatment  Improvement  Programs 

-  provides  a  88.0%  increase 

over  1992   ---     138,299,000        ---  +122,030,000 

b.  Treatment  Management  &  Support 

-  provides  a  program  increase 
for  travel  and  support  for  50 

new  FTEs  in  1993   ---        7,472,000        +50  +5,410,000 

(+50) 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Summary  of  Changes  -  continued 


1992  Current 

Estimate  Base  Change  from  Base 


Pos. 

Budget 

Pos. 

Budget 

Au  tho  r  i  ty 

(FTE) 

Authority 

Office  of  the  Administrator: 

a.  Program  Management  &  Support  - 

provides  an  increase  for  travel 

and  support  for  6  new  PTEs   — 

$12,878,000 

+6 

+$382,000 

(-H5) 

Subtotal,  Program  increases   --- 

+89 

+217,565,000 

(+89) 

+89 

+232,710,000 

(+89) 


Decreases : 

A.  Built-in: 
1.  One  less  day  of  pay  

Subtotal,  Built-in  decreases 

B.  Program: 

1.  General  Mental  Health: 

a.  Prevention  Demos  -  elimination 
of  program  

b.  Protection  and  Advocacy  - 
elimination  of  program  

c.  Clinical  Training  -  elimination 
of  program  

2.  Substance  Abuse  Prevention: 
a.  Demonstrations  -  elimination 

of  the  Comnunity  Youth 

Activity  Program   ---        9,907,000        ---  -9,907,000 

b.  Prevention  Management  &  Support 

-  decrease  for  printing  costs.    ---       16,026,000        ---  -1,429,000 

3.  Building  &  Facilities: 

a.  Decrease  for  non-recurring 


costs   ^        5.000.000        ---  -1.020.000 

Total  decreases   ^   ^  -48.580.000 

Net  Change   +89  +$184,130,000 

(+89) 


123.446.000        ---  -484.000 
-484,000 


5,478,000 
19,500,000 
10,835,000 


-5,478,000 
-19,500,000 
-10,835,000 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Budget  Authority  by  Object 


1992  1993  Increase  or 
Appropriation  Estimate  Decrease 


Total  number  of  full-time 

permanent  positions   1,837  1,926  +89 

Total  compensable  workyears: 

Full-time  equivalent  employment. . .  2,174  2,263  +89 

Full-time  Equivalent  of  overtime 

and  holiday  hours   16  16  — 

Average  ES  Salary   $98,900  $102,560  +$3,660 

Average  GS/GM  grade   10.45  10.45 

Average  GS/GM  salary   $32,463  $33,664  +$1,201 

Average  Salary,  grades  established 

by  PHS  Act  of  1955  (42  USC  207) .. .  $52,775  $54,728  +$1,953 

Average  salary  of  ungraded  positions  $31,512  $32,678  +$1,116 


Personnel  Compensation: 


Full-time  Permanent  

$77,880,000 

$84,404,000 

+$6,524,000 

Other  than  Full-time  Permanent. . . . 

17,181,000 

18,620,000 

+1,439,000 

3,194,000 

3,461,000 

+267,000 

4,839.000 

5.244.000 

+405.000 

Total,  Personnel  Compensation... 

103,094,000 

111,729,000 

+8,635,000 

Personnel  Benefits:  Civilian  

20,352,000 

22,057,000 

+1,705,000 

Travel  &  Transportation  of  Persons . . 

2,884,000 

3,780,000 

+896,000 

Transportation  of  Things  

455,000 

489,000 

+34,000 

Rent,  Communications  and  Utilities: 

Rental  Payments  to  GSA  

5,284,000 

5,655,000 

+371,000 

Rent  (Non-GSA)  

46,000 

49,000 

+3,000 

4,941,000 

5,054,000 

+113,000 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Budget  Authority  by  Object  -  Continued 


1992 
Appropriation 

1993 
Estimate 

Increase  or 
Decrease 

Printing  and  Reproduction  

$6,643,000 

$5,852,000 

-$791,000 

120,652,000 

127,306,000 

+6,654,000 

Project  Contracts  

178,982,000 

191,882,000 

+12,900,000 

Supplies  and  Materials  

12,915,000 

13,729,000 

+814,000 

13,285,000 

14,115,000 

+830,000 

Grants,  Subsidies  and  Contributions. 

2,622,197,000 

2.774.163.000 

+151.966.000 

Total,  Budget  Authority  by 
-Object  1/  

$3,091,730,000 

$3,275,860,000 

+$184,130,000 

1/         Includes  $19,000,000  and  $34,701,000  for  funds  proposed  for  transfer  from  the 
ONDCP's  Special  Forfeiture  Fund  in  1992  and  1993,  respectively. 
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Alcohol,  Drug  Abuse,   and  Mental  Health 
Significant  Items  in  House  and  Senate 
Appropriation  Committee  Reports 

MENTAL  HEALTH 

Severe  Mental  Disorders.     ...the  Committee  encourages  NIMH  to  continue  its 
efforts  to  fully  implement  the  four  major  plans  that  constitute  a  strategic 
research  attack  on  all  forms  of  mental  illness  and  the  tragic  stigma  that 
traumatizes  its  victims.     ...The  Committee  fully  supports  efforts  to  translate 
the  benefits  of  neuroscience  research  into  better  services  for  the  mentally 
ill.     For  example,   the  Committee  is  aware  of  a  growing  problem  with 
incarceration  of  the  mentally  ill.     ...The  Committee  encourages  NIMH  to 
address  this  and  other  issues  affecting  the  severely  mentally  ill,  with 
emphasis  on  finding  more  effective  methods  to  screen,  refer  or  treat  these 
individuals  who  enter  the  correctional  system,   including  providing 
alternatives  to  incarceration.     (Senate  Report  Page  152/153) 

The  Committee,   therefore,   supports  the  efforts  of  NIMH  to  pursue 
implementation  of  its  series  of  four  strategic  plans  which,   taken  together, 
comprise  a  distinct  strategy  aimed  at  attacking,   through  research,   the  most 
serious  mental  health  problems  of  our  day.     The  Committee  is  pleased  with 
NIMH's  newest  plan,  Caring  for  People  with  Severe  Mental  Disorders:  A 
National  Plan  of  Research  to  Improve  Services,  which  represents  a  systematic, 
science-based  approach  to  improve  the  quality  of  services  provided  to  severely 
mentally  ill  persons  in  the  United  States.     As  part  of  its  research  into 
mental  health  services,   the  Committee  encourages  NIMH  to  support  research 
relating  to  the  treatment  of  severely  mentally  ill  persons  who  enter  the 
correctional  system.     (House  Report  Page  107/108) 

Action  Taken:     NIMH  presented  to  the  National  Advisory  Mental  Health 
Council  in  December  1991  a  draft,  multi-year  implementation  strategy  for 
the  new  national  plan,  Caring  for  People  with  Severe  Mental  Disorders:  A 
National  Plan  of  Research  to  Improve  Services.     Meetings  are  planned  in 
early  1992  to  secure  the  widest  possible  participation  of  consumers, 
family  members,   administrators,   and  policy-makers  in  the  implementation 
of  this  strategy,  and  new  NIMH  program  announcements  are  being  developed 
to  encourage  research  on  disabilities  resulting  from  severe  mental 
disorders  and  rehabilitation  services  for  persons  with  these  disorders. 
As  a  first  step  toward  more  effectively  addressing  the  service  needs  of 
severely  mentally  ill  persons  in  the  criminal  justice  and  correctional 
systems,   research  is  underway  to  improve  techniques  for  identifying  and 
assessing  the  nature  of  offenders'  disorders  and  determining  which  types 
of  programs  are  most  effective  for  which  offenders. 

Severe  Mental  Disorders.     The  Committee  notes  with  distress  the  passing  of  the 
Honorable  Silvio  Conte ,  a  champion  for  the  severely  mentally  ill.  The 
Committee  suggests  that  NIMH  dedicate  its  centers  for  neuroscience  research 
and  centers  for  neuroscience  of  mental  disorders  to  the  memory  of  the  late 
Representative.     The  Committee  is  supportive  of  new  research  in  neuroimaging 
using  superconducting  quantum  interference  devices  (SQUID)  to  study 
neuroactivity  in  real  time.     The  Committee  encourages  NIMH  to  fund  approved 
research  proposals  using  SQUID.     (Senate  Report  Page  153) 
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Action  Taken:     NIMH  has  designated  three  neuroscience  research  centers 
as  Silvio  Conte  Centers:      (1)  at  Stanford  University  for  the  study  of 
molecular  and  cellular  signalling  in  synaptic  plasticity;    (2)  at  the 
University  of  California  at  San  Francisco  for  the  study  of  long  term 
changes  in  the  mammalian  brain;   and  (3)   at  Northwestern  University  for 
the  study  of  neurons  and  behavior.     Toward  the  aim  of  applying  state-of- 
the  art  scientific  techniques  to  the  clinical  study  of  mental  disorders, 
NIMH  now  is  funding  several  projects  using  superconducting  quantum 
interface  devices   (SQUID)   technology  in  combination  with  other  imaging 
methodologies  to  explore  brain  function,   and  plans  to  expand  its 
neuroimaging  research  program  in  1992. 

Rural  and  Native  American  Mental  Health.     The  Committee  has  set  aside 
$25,000,000  over  the  past  2  fiscal  years  for  research  and  demonstration 
projects  focused  on  the  special  problems  unique  to  those  living  in  rural 
areas,   and  among  native  Americans.      ...The  Committee  is  encouraged  by  ADAMHA's 
research  efforts  to  date.      (Senate  Report  Page  153) 

Action  Taken:     In  1992,   NIMH  will  continue  to  seek  research  applications 
based  on  information  needs  identified  at  the  hearing  on  Mental  Illness 
in  Rural  America  which  was  held  in  Marshall,  Minnesota  in  1990  under  the 
cosponsorship  of  the  National  Advisory  Mental  Health  Council  and 
National  Mental  Health  Leadership  Forum.     In  response  to  the  hearings' 
findings,  particular  emphasis  is  assigned  to  the  roles  of  primary  health 
care  providers  in  treating  mental  illness,   improved  outreach  services, 
and  the  effectiveness  of  preventive  interventions.     NIMH  encourages 
research  on  gaps  in  knowledge  about  specific  U.S.  racial/ethnic 
minorities  including  Native  Americans  and  the  mental  health  problems 
that  significantly  affect  them. 

Family  Research.     The  Committee  believes  there  is  a  need  for  a  systematic 
program  of  research,   applied  intervention,   and  graduate  education  focused  on 
assisting  families  to  develop  and  enhance  their  ability  to  adapt  to  societal 
changes.     Because  of  the  complexity  of  the  family  structure  and  the  myriad 
complex  problems  families  face,   the  Committee  believes  NIMH  must  support 
multidisciplinary  research  including  expertise  in  education,  political 
science,   family  and  consumer  sciences,   sociology,  psychology,  history,  health 
disciplines,  philosophy,   and  others.      (Senate  Report  Page  153/154) 

Action  Taken:     NIMH  ongoing  support  of  mult i - disc iplinary  collaborative 
research  efforts  on  families  and  family  processes  yields  information 
from  such  vantage  points  as  psychiatry,   child  development,  sociology, 
genetics,   ethnic  and  minority  relations.     In  an  effort  to  buttress  its 
program  in  this  area,   NIMH  also  has  supported  a  multi -disciplinary 
postdoctoral  research  training  program  in  family  processes. 

Permanent  Director.     The  Committee  is  concerned  that,   2  years  after 
establishing  an  Office  of  Rural  Mental  Health  at  the  Committee's  behest, 
ADAMHA  has  yet  to  appoint  a  permanent  director  for  the  office.     The  Committee 
encourages  ADAMHA  to  rectify  this  situation.      (Senate  Report  Page  154) 


Action  Taken:     In  May  1991  the  ADAMHA  Administrator  approved  the 
transfer  of  a  staff-level  Office  of  Rural  Mental  Health  Research  to  the 
NIMH  Division  of  Applied  and  Services  Research.     NIMH  has  delayed  the 
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national  search  for  a  permanent  director  of  the  Office  pending  action  on 
the  proposed  reorganization  of  ADAMHA. 

Adolescent  Health.     The  Committee  is  concerned  about  the  high  numbers  of 
adolescents  suffering  from  mental  health  disorders,   and  the  lack  of  available 
information  on  effective  strategies  for  providing  services  to  adolescents. 
The  Committee  directs  NIMH  to  fund  services  research  demonstration  projects 
testing  innovative,  nontraditional  methods  for  integrating  mental  health 
services  into  comprehensive  school - 1  inked  health  centers,   as  suggested  by  the 
OTA  report  on  adolescent  health.     (Senate  Report  Page  154) 

Action  Taken:     NIMH  currently  is  funding  10  research  demonstration 
projects  for  children,  adolescents  and  their  families  and,  at  Vanderbilt 
University,   the  first  training  center  specifically  for  child  mental 
health  services  research.     Although  no  ongoing  projects  are  specifically 
studying  comprehensive  school -  linked  health  centers,   the  Institute  would 
fund  such  a  demonstration  if  a  high-quality  proposal  is  received  and 
funds  were  available. 

Prevention.     The  Committee  is  concerned  that  the  ADAMHA  AIDS  portfolio  does 
not  focus  research  on  primary  prevention,  and  encourages  NIMH  to  enhance 
behavioral  science  field  trials  testing  community-based  prevention  efforts. 
Priority  should  go  to  conducting  outcome  evaluations  of  AIDS  prevention 
efforts  to  learn  which  prevention  efforts  work  with  which  populations.  ADAMHA 
should  coordinate  this  service  -  related  research  with  CDC.     (Senate  Report  Page 
154) 

Action  Taken:     Identification  of  effective  prevention  interventions  and 
behavior  change  strategies  remains  a  top  priority  of  the  NIMH  AIDS 
Program.     Approximately  one -half  of  the  program's  research  portfolio, 
which  consists  primarily  of  investigator- initiated  projects,   is  focused 
on  mechanisms  of  HIV-related  behavior  change  and  testing  of  promising 
HIV  prevention  interventions.     More  than  20  NIMH- supported  prevention 
intervention  studies  have  yielded  information  about  key  components  of 
successful  behavior  change  interventions  for  specific  sites  and 
populations;   this  knowledge  now  is  being  studied  in  a  geographically 
diverse  sample  comprised  principally  of  underserved  populations  who 
continue  to  engage  in  high  risk  behaviors  (e.g.  women,  street  youth, 
persons  from  racial  and  ethnic  minority  groups,   the  chronically  mentally 
ill,  young  gay  men,  prisoners  and  the  homeless).     NIMH  also  is 
collaborating  with  CDC  in  developing  and  implementing  a  multi-site 
service  demonstration  project  to  prevent  the  transmission  of  HIV  in 
women  and  infants . 

Victims  of  Head  Injuries.     The  Committee  is  concerned  about  the  treatment  of 
victims  of  head  injuries  and  their  families.     Clients  and  patients  often  are 
not  managed  appropriately,   thus  causing  unnecessary  disability.     The  Committee 
encourages  NIMH  to  develop  an  agenda  addressing  the  issues  of  cognition, 
personality  change,  behavior,  psychosocial  adjustment,  and  the  mental  health 
of  head  injury  survivors  and  their  families.     The  comprehensive  agenda  should 
be  sensitive  to  community-based  services  and  to  treatments  delivered  to 
survivors  of  head  injury  who  fall  into  the  mental  health  system.  (Senate 
Report  Page  155) 
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Action  Taken:     NIMH  and  the  Bureau  of  Maternal  and  Child  Health  and 
Resources  Development  are  jointly  funding  a  research  demonstration  at 
Georgia  State  University  to  evaluate  child-  and  family- focused  treatment 
models  in  promoting  positive  mental  health  outcomes  in  children  with 
closed  head  injuries.     Other  NIMH  research  on  patient  populations  who 
suffer  from  physical  disease  and/or  trauma  is  examining  factors  which 
influence  disease  progression,  morbidity  and  mortality  in  the  patients, 
and  families'  coping  responses  and  their  influence  on  the  patients' 
recovery.     Basic  behavioral  research,   including  studies  using  computer 
simulations  of  brain  function,   is  valuable  in  understanding  both 
specific  and  general  types  of  brain  dysfunction.     One  ongoing  project, 
for  example,   is  examining  the  organization  and  neurological  foundations 
of  human  memory  through  analyses  of  memory  dysfunction  in  patients  with 
neurological  injury  and  disease. 

Clinical  Training.     The  Committee  recommends  $13,670,000  for  clinical 
training.     ...The  Committee  intends  these  funds  to  be  distributed  equitably 
across  the  five  core  mental  health  professions,   and  awarded  in  exchange  for  a 
service  payback  obligation.     The  Committee  urges  NIMH  to  place  highest 
priority  under  this  program  on  institutional  grants  for  student  support,  and 
wishes  to  express  its  support  for  prevention  activities  and  interdisciplinary 
training  programs.     (Senate  Report  Page  155) 

Action  Taken:     NIMH  seeks  qualified  applicants  in  all  "core  disciplines" 
and  maintaining  a  rigorous  peer- review  system  to  ensure  equity  in 
funding  grants.     Payback  is  required  of  all  trainees  receiving  more  than 
6  months  of  training  support.     This  timeframe  provides  flexibility  to 
fund  focused  short-term  training,  such  as  D/ART  professional  education, 
to  currently  practicing  professionals.     Institutional  grants  received 
the  largest  share  of  program  funds  in  1991;  this  will  continue  in  1992. 
Multidisciplinary  training  proposals  are  funded  at  a  rate  comparable 
with  those  of  the  single-discipline  applications. 

Prevention  Demonstrations.     The  Committee  believes  prevention  of  mental 
illness  is  the  most  effective  and  the  cost-effective  approach.     The  Committee 
believes  this  activity  should  have  a  broad  focus  on  primary  prevention  and 
mental  health  promotion  rather  than  a  narrowly  defined  mental  disorder 
prevention  focus.     Positive  research  findings  should  lead  to  large-scale 
demonstrations  in  real  life  settings.     The  NIMH  should  work  with  the  National 
Prevention  Coalition  in  the  development  of  these  projects.     (Senate  Report 
Page  155/156) 

Action  Taken:     NIMH's  prevention  research  and  demonstration  program 
covers  both  major  approaches  to  prevention  in  the  mental  health  arena: 
prevention  of  specific  disorder  outcomes  (e.g.,  youth  suicide)  through 
interventions  targeted  at  distinct  etiologies,  and  more  broad-based 
approaches  which  target  interventions  at  conditions  (e.g.,  conduct 
disorder)  that  will  influence  a  range  of  developmental  outcomes. 
Increasingly,  NIMH  prevention  projects  are  focusing  on  development  of 
and  tests  of  the  applicability  of  large-scale  prevention  strategies  in 
real- life  settings.     The  National  Prevention  Coalition  has  become  an 
important  member  of  NIMH's  advisory  groups  in  framing  the  Institute's 
prevention  programs. 
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Rural  Research.     The  Committee  encourages  the  NIMH  to  continue  its  efforts  on 
research  involving  mental  disorders  brought  about  largely  by  circumstances 
unique  to  the  rural  setting,   including  research  into  the  prevalence,  nature, 
and  treatment  of  mental  disorders  in  rural  areas ,  the  risk  of  developing 
mental  disorders  associated  with  the  stress  of  rural  life,  and  the 
effectiveness  of  innovative  methods  of  providing  mental  health  services  in 
rural  areas.     (House  Report  Page  108) 

Action  Taken:     NIMH's  continuing  efforts  to  identify  circumstances  of 
rural  life  that  may  affect  the  development  of  mental  disorders  and  that 
relate  to  the  provision  of  mental  health  services  are  found  in  an 
announcement  for  "Research  on  Mental  Disorders  in  Rural  Populations"  and 
in  the  inclusion  of  rural  populations  as  a  desired  focus  in  other 
research  grant  announcements.     Future  high  quality  research  is  expected 
to  emerge  from  three  mental  health  research  centers,  in  Iowa,  Arkansas, 
and  Wisconsin.     Studies  at  the  Iowa  Center  indicate  that  a  high  level  of 
economic  pressure  produces  demoralization  in  parents  that,   in  turn, 
increases  parents'  depressed  mood;  consequences  may  include  marital 
conflict  and  adjustment  problems  among  the  children.     This  information 
has  suggested  specific  possible  intervention  points.     At  the  Arkansas 
Center,  researchers  are  studying  access  to  and  effectiveness  of  services 
in  rural  areas  for  a  variety  of  mental  health  problems.     The  Center  in 
Wisconsin  is  examining  the  organization  and  financing  of  services  for 
severely  mentally  ill  persons  in  nine  rural  Wisconsin  counties. 

Research .     The  Committee  has  been  informed  of  promising  developments  in 
neuroimaging  technology,   including  positron  emission  tomography  (PET)  and 
magnetic  source  imaging  (MSI),  which  would  provide  detailed  investigation  of 
brain  activity  and  physiology.     Further  application  of  this  research  could 
yield  the  structural  and  functional  defects  associated  with  a  number  of  mental 
illnesses.     In  order  to  take  full  advantage  of  these  new  technologies,  the 
Committee  encourages  NIMH  to  expand  the  national  base  of  functional  brain 
imaging  technologies  to  conduct  basic  multi-disciplinary  research  as  well  as 
investigations  of  clinical  populations  with  severe  mental  illness.  (House 
Report  Page  108) 

Action  Taken:     A  1990  NIMH  announcement  of  support  available  for 
"Functional  Brain  Imaging  Centers  for  the  Study  of  Mental  Disorders" 
generated  numerous  high  quality  proposals  from  major  medical  centers, 
permitting  NIMH  to  fund  one  such  Center  in  1991  and  to  anticipate 
funding  another  in  1992.     The  existence  of  local  and  regional  resources 
to  conduct  neuroimaging  studies  germane  to  basic  brain  and  behavioral 
science  and  clinical  mental  disorders  in  a  variety  of  populations  will 
have  a  multiplier  effect  oti  research  productivity.     The  number  of 
imaging  studies  likely  will  continue  to  increase  due  to  the  continued 
success  of  the  Schizophrenia  National  Plan,  the  new  National  Plan  for 
Children  and  Adolescents,  and  emphases  on  the  severely  mentally  ill. 

Bright  Light  Research.     The  Committee  is  impressed  with  the  studies  being 
supported  by  NIMH  with  respect  to  bright  light  therapy  to  reset  the  human 
biological  clock.     The  Committee  encourages  continued  support  of  this  area  of 
study.     (House  Report  Page  108) 
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Action  Taken:     In  conjunction  with  the  National  Institute  of 
Neurological  Disorders  and  Stroke  and  the  National  Institute  on  Aging, 
NIMH  has  issued  a  new  announcement,   "Research  Program  Projects  for  the 
Study  of  Human  Neurochronobiology , "  intended  to  capitalize  on  recent 
advances  involving  the  genetics  or  regulation  of  circadian  rhythms. 
Project  foci  include  the  resetting  of  the  daily  pacemaker  by  exposure  to 
light  and  the  therapeutic  use  of  bright  light  in  the  treatment  of 
certain  sleep  disorders.     The  NIMH  Intramural  Research  Program  (IRP)  is 
a  leader  in  the  study  of  neurochronobiology;  significant  clinically- 
relevant  information  derived  from  IRP  studies  concern  the  effects  of 
light  on  normal  behavior  as  well  as  the  role  of  light  as  both  a  cause 
and  treatment  of  depressive  and  manic-depressive  illness,  including 
seasonal  affective  disorder.     This  past  year,  a  neurobiological  focus 
has  been  on  the  eye  -  eyeblink  rates,  pattern  electroretinograms ,  and 
dark  adaptation  -  and  on  the  immune  system.     One  hypothesis  explored 
relates  to  possible  dopaminergic  dysregulation  as  a  basis  for  the 
symptoms  of  Seasonal  Affective  Disorders  (SAD) . 

Homeless  Services  Demonstrations.     The  Committee  includes  $5,861,000  for 
mental  health  services  demonstration  grants  for  the  homeless...  The 
Administration  proposes  to  terminate  these  demonstrations  in  favor  of  new 
research  demonstrations.     The  Committee  believes  it  is  important  to  continue 
the  existing  services  demonstrations  to  allow  grantees  to  complete  the  final 
year  of  their  projects  and  to  conduct  evaluations.     (House  Report  Page  109) 

Action  Taken:     In  1992,  NIMH  will  provide  a  third  year  of  funding  for  a 
cohort  of  six  mental  health  services  demonstration  grants  for  the 
homeless  population.     These  grants,   originally  funded  in  1990,  support 
the  provision  of  required  comprehensive  community  mental  health  services 
coordinated  with  required  housing  services,  and  study  the  effectiveness 
of  one  or  more  of  these  service  components.     Evaluation  is  part  of  each 
project  design,  and  cross-site  post-project  analyses  also  will  be 
carried  out. 

Prevention  Demonstrations.     The  Committee  urges  the  establishment  of  a  study 
which  will  determine  the  effectiveness  of  school-based  education  programs 
aimed  at  rural  adolescents  who  are  demonstrably  at  high  risk  of  suicidal 
behavior.     (House  Report  Page  108) 

Action  Taken:     Four  of  the  six  prevention  research  demonstration 
projects  funded  by  NIMH  contain  rural  components.     One  youth  suicide 
research  demonstration  project  compares  a  group  problem- solving  program 
to  a  group  support  program  for  at-risk  adolescents  on  a  rural  college 
campus.     Another  is  testing  a  comprehensive  life  skills  training  and 
social  support  intervention  in  small-city  high  schools.     If  proven 
successful,  both  can  be  adapted  for  implementation  in  other  rural 
schools.     Furthermore,  a  component  for  rural  adolescents  is  contained  in 
two  research  demonstration  projects  aimed  at  serious  conduct  problems, 
an  important  risk  factor  for  suicidal  behavior  among  male  adolescents. 

Rural  and  Native  American  Mental  Health  Research.     The  conferees  have 
continued  the  initiative  in  rural  and  Native  American  mental  health  research. 
The  conferees  intend  funds  to  be  used  for  basic  research  on  factors  that 
increase  risk  for  mental  health  problems  of  individuals  and  families  in  rural 
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America  and  for  applied  research  to  develop  family-centered  services  to  reduce 
these  risks.     (Conference  Report  102-282,  page  31) 

Action  Taken:     NIMH  has  mounted  a  comprehensive  research  program 
designed  to  address  the  mental  health  needs  of  rural  and  Native 
Americans.     The  program,  which  builds  on  an  enthusiastic  response  to 
program  announcements  issued  in  1990,  now  encompasses  rural  mental 
health  research  centers  in  three  States- -Iowa,  Arkansas,  and  Wisconsin- - 
and  an  array  of  individual  projects  concerned  with  such  issues  as  the 
recognition  and  treatment  of  clinical  depression  among  residents  of 
rural  areas;  the  special  mental  health  planning  and  data  collection 
needs  of  rural  States;  and  disaster  assistance,  protection  and  advocacy, 
and  clinical  training  as  these  needs  may  be  expressed  in  rural 
environments .     NIMH  also  supports  the  National  Center  for  American 
Indian  and  Alaska  Native  Mental  Health  Research  at  the  University  of 
Colorado  Health  Sciences  Center;  research  at  this  Center  focuses  on: 
psychological  dysfunction  and  coping  with  stressful  life  transitions; 
community-based  epidemiologic  studies;   organizational  assessment  of 
mental  health  care  systems;  and  preventive  interventions  for  high  risk 
groups  within  this  diverse  population.     A  separate  services  research 
project  at  the  University  of  Minnesota  is  developing  instruments  to 
assess  psychiatric  and  co-occurring  substance  abuse  disorders  among 
Native  American  adolescents.     In  April  1991,  NIMH  sponsored  a  workshop 
entitled,   "Comorbidity  among  American  Indians  and  Alaska  Natives,"  which 
brought  together  the  most  active  researchers  on  Native  American  mental 
health.     The  Institute  plans  to  convene  a  technical  assistance  workshop 
in  1992  to  provide  guidance  to  Native  American  researchers  interested  in 
applying  for  research  grants . 

Attention  Deficit  Disorder.     The  conferees  note  the  growing  body  of  knowledge 
that  has  established  attention  deficit  disorder  as  a  neurologically-based 
disorder  and  encourage  the  National  Institute  of  Mental  Health,  and  other 
Institutes  working  cooperatively  on  "Decade  of  the  Brain"  activities  to 
increase  research  in  this  area.     (Conference  Report  102-282,  page  31) 

Action  Taken:     Recent  research  advances  have  yielded  promising  insights 
into  the  basic  neurobiologic  and  neurobehavioral  underpinnings  of 
attention-deficit  hyperactivity  disorder  (ADHD),  particularly  the  role 
of  biological  and  genetic  factors.     NIMH  will  initiate  a  multi-site 
collaborative  treatment  study  of  ADHD  in  1992  that  will  compare 
medication  and  behavioral  treatments,  alone  and  in  combination.  Basic 
behavioral  and  neuroscientif ic  research  on  attentional  processes 
utilizing  state-of-the-art  neuroimaging  techniques,  stimulant  drug 
response  studies,  and  autonomic  nervous  system  investigations  will 
contribute  to  the  understanding,   treatment,  and  ultimately  prevention  of 
attention  deficit  disorder. 

Clinical  Training  Programs.     The  conferees  urge  that  within  the  clinical 
training  program  special  emphasis  be  given  to  encouraging  Native  Americans  to 
enter  psychiatric  nursing  and  a  priority  placed  on  prevention-oriented 
training.   (Conference  Report  102-282,  page  31) 


Action  Taken:     In  1991,  the  NIMH  Clinical  Training  Program  began  a 
targeted  technical  assistance  initiative  aimed  at  increasing  the  number 
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of  racial  and  ethnic  minorities  in  the  five  core  mental  health 
professions.     In  1992,   the  nursing  component  of  this  initiative  will 
seek  to  identify  and  develop  pools  of  prospective  Native  American 
nursing  students  who  may  be  encouraged  to  consider  careers  in 
psychiatric  nursing,  and  will  help  develop  culturally  competent 
prevention  oriented  nursing  curricula  and  training  experiences.  NIMH 
will  provide  technical  assistance  and  consultation  for  grantees  (and 
prospective  grantees)  responding  to  this  priority. 

DRUG  ABUSE 

Drug  Abuse  Research.     The  Committee  concurs  with  the  House  Committee  that  NIDA 
should  increase  its  support  for  treatment-related  services  research.  The 
Committee  supports  medications  development,  but  believes  that  services  and 
treatment  outcomes  research  are  the  most  cost-effective  investments,  and  hold 
more  promise  for  making  affordable  treatment  services  available  nationally. 
(Senate  Report  Page  Number  157) 

Action  Taken:     NIDA  agrees  that  medications  development  is  important  but 
should  be  recognized  as  one  component  in  a  comprehensive  treatment 
approach.     Both  pharmacological  and  nonpharmacological  (behavioral, 
psychosocial)  treatment  and  services  research  must  be  aggressively 
pursued.     In  1991  NIDA  supported  a  total  of  $62,293,000  in  extramural 
treatment  research,  of  which  $20,851,000  was  related  to  medications 
development.     NIDA's  treatment -related  research  program  encompasses  a 
broad  range  of  studies  to  better  understand  the  relative  effectiveness 
of  differing  treatment  modalities  and  settings,   techniques  to  improve 
access  to  treatment  and  aftercare,  and  the  factors  that  impact  on  the 
effectiveness  and  cost  of  treatment  delivery.     One  important  ongoing 
effort  is  the  Drug  Abuse  Treatment  Outcome  Study  (DATOS),  a  multiyear 
investigation  of  treatment  effectiveness  based  on  a  nationwide  sample  of 
treatment  programs.     The  goal  of  this  research  is  to  determine 
effectiveness  by  type  of  drug  of  abuse,  by  type  of  treatment,  and  by 
level  of  client  impairment. 

Research  Centers.     The  Committee  urges  the  agency  to  consider  supporting 
multi-disciplinary  comprehensive  drug  research  centers  that  will  demonstrate 
the  effectiveness  of  centrally-coordinated  substance  abuse  training,  service, 
and  research  programs  that  are  focused  on  populations  of  women,  children,  and 
minorities.     These  centers  would  coordinate  research  into  and  training  in  all 
aspects  of  substance  abuse,  provide  a  stable  research  environment,  and 
systematically  develop  and  integrate  substance  abuse  methodologies.  (House 
Report,  page  110/111) 

The  (Senate)  Committee  concurs  with  the  House  Committee  that  NIDA  should 
consider  supporting  multi-disciplinary  research  centers  to  demonstrate  the 
effectiveness  of  centrally  coordinated  substance  abuse  training,   service,  and 
research  focused  on  women,  children,  minorities,  and  other  underserved 
populations  such  as  people  living  in  rural  areas.     (Senate  Report  Page  Number 
157) 


Action  Taken:  New  centers  in  1991  included  a  center  for  neurobiological 
investigation  of  drug  abuse,   a  center  for  treatment  research  on 


827 


adolescent  drug  abuse,  and  a  multi-ethnic  drug  abuse  prevention  research 
center.     Additionally  two  previously  funded  centers  are  directed 
specifically  at  minority  populations.     NIDA  centers  serve  as  resource 
centers,  and  they  are  set  up  to  provide  research,  clinical  services,  and 
training.     Research  on  special  population  groups  continues  to  be  an 
important  priority  of  the  Institute,  and  efforts  will  be  made  to 
increase  research  funding  in  these  important  areas . 

ALCOHOL  ABUSE  AND  ALCOHOLISM 

Alcohol  Homeless  Research  Demonstrations.     This  program,  which  is  administered 
by  NIAAA  in  collaboration  with  NIDA,  supports  research  demonstrations  that 
assess  the  efficacy  of  a  variety  of  client-centered  interventions  targeted  to 
homeless  persons  with  alcohol  and  other  drug  problems.     Services  provided 
include:     outreach,  sobering,  shelter,  detoxification,  recovery  and  treatment, 
case  management  and  drug-free  residential  services.     The  Administration 
proposes  to  terminate  these  demonstrations  in  favor  of  new  research 
demonstrations.     The  Committee  believes  it  is  important  to  continue  the 
existing  services  demonstrations  to  allow  grantees  to  complete  the  final  year 
of  their  projects  and  to  conduct  evaluations.   (House  Report  page  112) 

Action  Taken:     The  NIAAA  Homeless  Demonstration  Program  has  been  funded 
through  1992.     This  continued  support  acknowledges  the  need  for  the 
development  of  effective  interventions  for  homeless  individuals  with 
alcohol  and/or  other  substance  abuse  problems. 

SUBSTANCE  ABUSE  PREVENTION 

Prevention  Programs.     The  Committee  expects  OSAP  to  fund  demonstration 
projects  that  allow  low- income  addicted  mothers  to  reside  with  their  children 
in  treatment/prevention  facilities.     Priority  should  be  given  to  projects  that 
have  not  received  PPWI  (Pregnant  and  Postpartum  addicts,  and  their  infants) 
funding  and  that  provide  services  in  cities  with  exceptionally  high  infant 
mortality  rates.     An  example  of  the  type  of  project  the  Committee  would 
encourage  OSAP  to  support  is  Project  Together  in  Des  Moines,   IA.  (Senate 
Report  Page  160/161) 

Action  Taken:     The  Office  for  Substance  Abuse  Prevention  (OSAP) 
currently  provides  support  for  a  number  of  such  projects  through  its 
Pregnant  and  Postpartum  Women  and  Infants  program;  about  one -third  of 
the  grants  funded  to  date  include  a  residential  component.     As  part  of 
their  technical  review  of  applications,  Committees  give  strong 
consideration  to  need  factors  presented  in  the  project  proposals, 
including  high  infant  mortality  rates.     In  keeping  with  the  integrity  of 
the  review  process,  funding  of  grant  applications  is  based,   in  large 
part,  on  the  recommendations  of  the  independent  scientific  review  group 
(IRG).     However,  OSAP  also  has  in  the  past  and  will  continue  to  make 
some  awards  out  of  IRG  priority  score  in  the  interest  of  geographic  and 
program  balance  as  well  as  to  avoid  overlapping  Federal  support. 

Prevention  Programs.     The  Committee  has  included  $500,000  to  initiate  a 
national  education  and  prevention  strategy  for  children  of  alcoholics  and 
substance  abusers  in  Native  America  communities.     The  Committee  encourages 
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coordination  between  OSAP  and  the  National  Association  of  Native  American 
Children  of  Alcoholics  in  this  initiative.     (Senate  Report  Page  161) 

Action  Taken:     The  OSAP  will  work  collaboratively  with  the  National 
Association  of  Native  American  Children  of  Alcoholics   (NANACoA)  to 
develop  the  substance  abuse  prevention  program  for  American  Indian  CoAs . 
NANACoA  uniquely  has  the  cross-tribal  representation  on  its  Board  of 
Directors  needed  to  develop  such  a  prevention  program.     Planning  and 
implementation  efforts  will  be  undertaken  collaboratively,  with  OSAP 
also  responsible  for  the  reproduction  and  printing  of  prevention- 
education  materials. 

Prevention  Programs.     The  Committee  encourages  OSAP  to  place  a  high  priority 
on  expanding  the  number  of  qualified  substance  abuse  counselors.  (House 
Report  Page  115) 

Action  Taken:     Expansion  of  the  national  pool  of  substance  abuse 
counsellors  will  continues  in  the  third  year  of  a  three-year, 
$11,500,000  Substance  Abuse  Counselor  Training  Project  jointly  funded  in 
1990  by  OSAP  and  ADAMHA's  Office  for  Treatment  Improvement.     The  project 
provides  entry  level  and  other  non-professional  alcohol  and  other  drug 
abuse  counselors  with  skill - development  in  core  counselor  functions. 
Emphasis  is  placed  on  multi-cultural  sensitivities  and  topics  of  concern 
to  particular  special  populations.     A  minimum  of  8,400  individuals  will 
participate  in  this  program  across  all  ten  DHHS  regions. 

ADMINISTRATION 

Program  Management.     The  Committee  is  concerned  that  the  level  of  attention 
paid  to  women's  health  issues,  both  in  treatment  and  research  activities,  does 
not  reflect  the  fact  that  the  majority  of  Americans  are  women.     The  General 
Accounting  Office  reports  that  ADAMHA  has  provided  better  services  to  women 
than  NIH;  however,   the  Committee  believes  it  is  important  to  stimulate 
additional  research  and  programs  in  areas  that  hold  promise  to  improve  the 
health  and  lives  of  women.     To  that  end,   the  Committee  directs  ADAMHA  to 
establish  an  Office  of  Women's  Health  Research  and  Services.     The  office 
should  serve  as  a  catalyst,   stimulating  projects  and  services  on  such  topics 
as  women  and  depression,  women  and  substance  abuse  and  others.     The  office 
should  collaborate  with  ADAMHA  institutes  and  offices  to  assure  that 
appropriate  research,   prevention,   and  treatment  agendas  for  women  are 
developed  and  implemented.      (Senate  Report  Page  162-163) 

Action  Taken:     The  Administrator  of  the  Alcohol,   Drug  Abuse,   and  Mental 
Health  Administration  (ADAMHA)  appointed,   in  1991,  a  senior  woman 
scientist  to  head  a  new  ADAMHA  Office  for  Women's  Health  (OWH) ;  located 
within  the  Office  of  the  Administrator,   the  OWH  is  responsible  for 
coordinating  research  and  services  activities  throughout  the  agency  and 
for  identifying  opportunities  for  collaboration  with  other  components  of 
PHS ,   including  NIH.     As  an  initial  step  in  identifying  research 
priorities  and  generating  applications,   the  Institute  of  Medicine  was 
asked  to  convene  a  conference  on  mental  and  addictive  disorders  in 
women.     Resultant  initiatives  to  date  are  two  NIMH  program 
announcements --" Special  Issues  in  Women's  Mental  Health  Over  the  Life 
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Cycle,"  and  "Anorexia  Nervosa  and  Bulimia  Nervosa:     Basic  Brain, 
Behavioral,  and  Clinical  Studies" - -and  a  large-scale  alcoholism  clinical 
trial  on  treatment  choices  for  women  as  well  as  men,  supported  by  NIAAA. 
Among  other  opportunities  in  1992  and  beyond,  the  OWH  will  establish  and 
maintain  a  computerized  system  for  tracking  and  coordinating  women's 
health  research  across  ADAMHA  Institutes/Offices,  and  identify  and 
monitor  barriers  and  opportunities  for  women  as  researchers  and 
administrators  within  ADAMHA. 
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Alcohol ,  Drug  Abuse ,  and  Mental  Health 
Authorizing  Legislation 


1992  1992 
Authorized  Estimate 

1.  General  Mental  Health: 

a.  Research: 
General  Research  - 

FHSA  Section  301  Indefinite  $502,725,000 

Instrumentation  Grants  - 

FHSA  Section  501   Expired  1,323,000 

Research  Training  - 

FHSA  Section  487   Expired  26 , 942 , 000 

Research  Mgmt  &  Support  - 

FHSA  Section  301  Indefinite  40,699,000 

b .  Demonstrations : 
Connunity  Support  - 

FHSA  Section  520  Indefinite  24,885,000 

Homeless  Demonstrations  - 

P. L.  100-77,  Sec.  612... Such  Sum  as  Nec.  5,861,000 
Prevention  Demonstrations  - 

FHSA  Section  520  Such  Sum  as  Nec.  5,478,000 

c.  Protection  and  Advocacy  - 

P.L.  99-319  19,500,000  19,500,000 

d.  Clinical  Training  - 

FHSA  Section  303  Indefinite  10,835,000 

e.  Medical  Education  - 

FHSA  Section  303  Indefinite  3,016,000 

f .  PATH  Formula  (Homeless)  - 

FHSA  Section  535    75,000,000  30,000,000 

g.  State  Planning  Grants  - 

FHSA  Section  1924    5.000,000 

2 .  Dru£  Abuse: 

a .  Research : 
General  Research  - 
FHSA  Sections  301 

and  5171/  Indefinite  268,490,000 

Instrumentation  Grants  - 

FHSA  Section  501   Expired  504,000 

Research  Training  - 

FHSA  Section  487   Expired  6,783,000 

Research  Mgmt  &  Support  - 

FHSA  Section  301  Indefinite  34,868,000 

b.  Demonstrations  - 
FHSA  Sections  301. 

and  517  1/  Indefinite  108,004,000 


1993 
Authorized 


1993 
Estimate 


Indefinite  $535,451,000 


Expired 
Expired 
Indefinite 


1,323,000 
26,942,000 
43,397,000 


Indefinite  24,885,000 

Such  Sum  as  Nec.  10,861,000 

Such  Sum  as  Nec.  — 

Expired  — 

Indefinite 

Indefinite  3,016,000 

75,000,000  30,000,000 
5,000,000 


Indefinite  283,882,000 

Expired  504,000 

Expired  7,032,000 

Indefinite  36,773,000 

Indefinite  112,009,000 


i/ 


Where  more  than  one  authority  is  used  and  one  is  indefinite  and  one  expires,  the  indefinite  authority  is 
shown  in  1993. 
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Alcohol ,  Drug  Abuse ,  and  Mental  Health 
Authorizing  Legislation  -  Continued 

1992  1992  1993  1993 

Authorized  Estimate  Authorized  Estimate 

Alcohol: 

a.  Research: 
General  Research  - 
PHSA  Sections  301 

and  513(a)l/  Indefinite        $151,638,000        Indefinite  $159,629,000 

Instrumentation  Grants  - 

PHSA  Section  501   Expired  575,000  Expired  575,000 

Research  Training  - 

PHSA  Section  487   Expired  3,542,000  Expired  3,542,000 

Research  Mgmt  &  Support  - 

PHSA  Section  301  Indefinite  12,566,000        Indefinite  13,305,000 

b.  Homeless  Demonstrations  - 

PHSA  Sections  513(b). .. .Such  Sum  as  Nec.      15,983,000     Such  Sum  as  Nec.  15,983,000 


4.  Treatment  Outcome  Research: 

PHSA  Section  301  Indefinite  8,598,000 

5.  Substance  Abuse  Prevention: 

a.  Demonstrations  - 

PHSA  Section  508(d)   Expired  248,407,000 

b.  Clinical  Training  - 

PHSA  Section  508(d)   Expired  20,649,000 

c.  Program  Mgmt  &  Support  - 

PHSA  Section  508   Expired  16,026,000 


lefinite  8,894,000 

Expired  268,057,000 

Expired  20,649,000 

Expired  16,843,000 


6.    Treatment : 

a.  Treatment  Improvement  Programs  - 

FHSA  Section  509G   Expired         129,299,000  Expired  174,329,000 

b.  Treatment  Expansion  - 

PHSA  Section  509G   Expired  9,000,000  Pending  2/  86,000,000 

c.  Treatment  Mgmt  &  Support  - 

PHSA  Section  301  Indefinite  7,472,000        Indefinite  14,090,000 

d.  ADMS  Block  Grant  - 

PHSA  Section  1911(a)   Expired       1,360,000,000  Expired  1,360,000,000 

1/         Where  more  than  one  authority  is  used  and  one  is  indefinite  and  one  expires,  the  indefinite  authority  is 
shown  in  FY  1993. 

2/        Legislation  has  been  proposed  for  a  new  capacity  expansion  program. 


53-634   0—92  27 


832 


Alcohol,  Drug  Abuse,  and  Mental  Health 
Authorizing  Legislation  -  Continued 

1992  1992  1993  1993 

Authorized  Estimate  Authorized  Estimate 

7 .    Buildings  and  Facilities: 

PHSA  Section  301  Indefinite  $       5,000,000  Indefinite  $  3,980,000 


Office  of  the  Administrator: 

a.  Program  Mgmt  &  Support  - 

PHSA  Section  301  Indefinite  10,957,000      Indefinite  11,988,000 

b.  SEH  Workers'  Comp.  Fund  - 

PHSA  Section  301  Indefinite  1,921,000     Indefinite  1,921,000 

Total  Appropriation   $3,091,730,000  $3,275,860,000 


Total  appropriation  against 
definite  authorizations. . . 


$49, 500,000 


$30,000,000 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Appropriations  History 

Budget 

Estimate  to  House  Senate 

Congress  Allowance  Allowance  Appropriation 


1984 

$357 

,826 

,000 

$799,202,000 

$835,581,000 

$848 

,015 

,000 

1985 

372 

555 

000 

405  318  000  1/ 

930,232 ,000 

925 

121 

000 

1986 

886 

,194 

,000 

903,637,000 

995,539,000 

968 

,860 

,000 

1986 

Sequester 

-41 

,661- 

,000 

1987 

892 

,240 

,000 

893,434,000  2/ 

1,099,113,000 

I 

062 

,365 

,000 

1987 

Supplmntl 

231 

000 

,000 

331,700,000  3/ 

319,700,000 

y 

312 

,700 

,000  3/ 

1987 

Reappropr 

(5 

,000 

,000) 

1988 

1 

,042 

,873 

,000 

503,034,000  2/ 

1,469,313,000 

i 

,373 

,727 

,000 

1989 

1 

,504 

,413 

,000 

507,594,000  4/ 

1,583,191,000 

i 

.562 

,712 

,000 

1989 

Supplmntl 

283 

,000 

,000 

1990 

1 

,738 

,716 

,000 

1,917,162,000 

2,005,448,000 

i 

,926 

,818 

,000  5/ 

1990 

Sec  518  Red 

-1 

,135 

,000 

1990 

(DOT  Appr) 

300 

,000 

,000 

727 

,000 

,000 

1990 

Sequester 

-26 

,745 

,000 

1991 

2 

,831, 

511 

,000  6/2,825,891,000  5/7/  3,000,283,000 

5/2 

.966 

,898 

,000  5/ 

1991 

Sec  514  Red 

-77 

,039 

,000 

1991 

Sequester 

-38 

,000 

1992 

3 

,048, 

328 

000  8/2,917,742,000  8/ 

3,175,832,000 

3 

,081 

,119 

,000  9/ 

1992 

Sec  513, Sec 

214 

Red 

-8 

,389 

,000 

1993  3,241,159,000 

1/       House  did  not  consider  the  research  training  and  block  grant  programs,  as  they  lacked 

authorizing  legislation. 
2/       House  did  not  consider  the  N1DA  and  NTAAA  research  programs,  as  they  lacked 

authorizing  legislation. 
3/       Includes  $50,700,000  for  the  Homeless  Act. 

4/       House  did  not  consider  the  NTDA  and  NTAAA  research,  research  training, and  direct 

operation,  demonstration  programs,  Protection  and  Advocacy,  and  Grants  to  States,  as 
they  lacked  authorizing  legislation. 

5/       Excludes  advance  funding  for  Homeless. 

6/       Includes  $7,359,000  in  1991  Advance  Funding  for  Homeless. 

7/       House  did  not  consider  research  training  Communitv  Support  program;  and  mental 
health  prevention  demonstrations  program  as  it  lacked  authorizing  legislation. 

8/       Excludes  $31,000,000  proposed  to  be  transferred  from  the  Office  of  National  Drug 
Control  Policy  Special  Forfeiture  Fund. 

9/       Excludes  $19,000,000  to  be  transferred  from  the  Special  Forfeiture  Fund. 
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Justification 

Alcohol,  Drug  Abuse,  and  Mental  Health 

1992  1993  Increase  o 

Appropriation  Estimate  Decrease 


Mental  Health   $671,264,000  $675,875,000  +$4,611,000 

FTEs   1,017  1,023  +6 

Drug  Abuse   418,649,000  440,200,000  +21,551,000 

FTEs   464  464 

Alcoholism   184,304,000  193,034,000  +8,730,000 

FTEs   244  251  +7 

Treatment  Outcome 

Research   8,598,000  8,894,000  +296,000 

FTEs  

Substance  Abuse 

Prevention   285,082,000  305,549,000  +20,467,000 

FTEs   170  190  +20 

Treatment 

Improvement   1,505,955,000  1,634,419,000  +128,464,000 

FTEs   112  162  +50 

Buildings 

and  Facilities  ...  5 , 000 , 000  3 , 980 , 000  - 1 , 020 , 000 
Office  of  the 

Administrator..  12,878,000  13,909,000  +1,031,000 

FTEs    167  173  ±6 


Total  Budget 

Authority  a/. . .     $3,091,730,000  $3,275,860,000  +$184,130,000 

FTEs   2,174  2,263  +89 


a/        Includes  $19,000,000  and  $34,701,000  to  be  transferred  from  the  Office 
of  National  Drug  Control  Policy  Special  Forfeiture  Fund  for  1992  and 
1993,  respectively. 
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General  Statement: 


I .  Introduction 

The  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration  (ADAMHA)  holds  lead 
Federal  responsibility  for  supporting  and  conducting  research  on  behavioral 
and  biological  aspects  of  mental  illness  and  substance  abuse;  translating 
these  research  results  into  new  and  more  efficient  prevention  and  treatment 
strategies;  and  demonstrating  and  evaluating  services  designed  for  several  of 
the  most  vulnerable  segments  of  the  U.S.  population- -  the  seriously  mentally 
ill,   the  homeless,   and  those  who  suffer' from  alcohol  and  drug  abuse, 
especially  minority  citizens,  high-risk  youth,  and  pregnant  women  and  their 
infants.     ADAMHA  exerts  national  leadership,  based  on  information  generated 
through  research,   to  help  improve  the  Nation's  capacity  to  treat  and  prevent 
these  disorders. 

ADAMHA  is  comprised  of  five  principal  components.     Three  research  institutes- - 
the  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA) ,   the  National 
Institute  on  Drug  Abuse  (NIDA) ,   and  the  National  Institute  of  Mental  Health 
(NIMH) --form  the  original  core  of  the  Agency.     The  institutes'  mission  is  to 
advance  scientific  knowledge  through  the  conduct  and  support  of  basic  and 
clinical  research  and  research  training.     Two  additional  units  have  been 
formed  in  recent  years  to  address  national  treatment  and  prevention  needs  in 
substance  abuse  and  mental  health:     the  Office  for  Substance  Abuse  Prevention 
(OSAP)  was  created  in  1986,   and  the  Office  for  Treatment  Improvement  (OTI)  in 
1989.     OSAP  conducts  a  wide  range  of  prevention  demonstration  projects  and 
education  and  training  activities.     OTI  is  responsible  for  providing  federal 
leadership  in  translating  our  knowledge  base  into  improved  treatment  services. 
OTI  also  administers  the  ADMS  Block  Grant  program  and  oversees  State  efforts 
to  meet  its  requirements. 

Federal  support  for  prevention  and  treatment  demonstration  programs,  with 
particular  emphasis  on  evaluating  the  impact  of  these  programs  on  individual 
(client)  and  community  outcomes,  has  increased  considerably  over  the  past 
several  years.     With  three  discrete  ADAMHA  components  holding  key  roles  in 
efforts  to  reduce  demand  for  drugs,   coordination  of  their  efforts  to  develop, 
evaluate,  and  disseminate  innovative  services  has  been  critical.  Coordination 
and  clarity  of  mission  of  ADAMHA' s  components  is  central  to  another 
increasingly  vital  task- -that  of  identifying  treatment  and  prevention 
techniques  developed  in  the  field  which  may  be  candidates  for  controlled 
analysis  in  smaller  scale  clinical  and  laboratory  studies. 

With  the  dual  crises  of  drug  abuse  and  the  spread  of  AIDS  by  intravenous  and 
other  drug  abusers,  national  attention  is  focused  on  finding  successful 
techniques  for  reducing  the  demand  for  drugs.     The  search  for  effective 
treatment  and  prevention  techniques  has  led  to  an  emerging  recognition  of  the 
co-morbidity  between  mental  and  addictive  disorders.     To  improve  treatment  and 
prevention  services,  ADAMHA  needs  to  build  and  apply  knowledge  in  a  manner 
that  recognizes  and  integrates  services  to  those  who  are  dually  diagnosed  with 
mental  and  addictive  disorders. 
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II .       FY  1993  Highlights  and  Budget  Policy 


(dollars  in  millions) 

Increase/  Percent 

FY  1992            FY  1993            Decrease  Change 

Research                                $1,059.3          $1,121.2               +$61.9  +5.8% 

Treatment                                1,696.0            1,828.2               +132.2  +7.8% 

(Block  Grant)                        (1,360.0)         (1,360.0)                 (---)  (+0.0%) 

Prevention                                 285.1               305.5                 +20.4  +7.2% 

Other   51.3  21.0  -30.3  -62.9% 

TOTAL  a/                          $3,091.7          $3,275.9              +$184.2  +6.0% 


a/        Includes  $19,000,000  and  $34,701,000  to  be  transferred  from  the  Office 
of  National  Drug  Control  Policy  Special  Forfeiture  Fund  for  1992  and 
1993,  respectively. 

The  1993  ADAMHA  request  of  $3.3  billion  and  2,263  FTEs  is  an  increase  of 
$184.2  million  and  89  FTEs  over  1992.     The  increase  reflects  the  recent 
national  emphasis  placed  on  ADAMHA ' s  programs,   and  especially  a  focus  on  drug 
abuse  programs.     The  request  allows  stable  funding  or  slight  program  growth 
for  most  activities,  building  upon  vigorous  program  expansion  over  the  past 
few  years.     Increases  proposed  for  research,   treatment,   and  prevention 
programs  will  be  sufficient  to  cover  inflationary  costs,  and  to  support 
modest,   selective  program  growth.     The  ADAMHA  request  promises  substantial 
progress  in  three  of  the  Secretary's  priority  areas:     biomedical  research, 
improved  access  to  health  care,  and  health  promotion  and  disease  prevention. 

Anti-drug  abuse  programs  would  expand  by  approximately  13  percent  over  1992, 
for  a  total  of  $1.6  billion.     Drug  abuse  spending  would  comprise  nearly  half 
of  all  ADAMHA  expenditures.     Of  the  $180.3  million  increase  for  drug  abuse 
programs,   $162.6  million  is  for  prevention  and  treatment  programs,  an 
11  percent  growth.     Drug  abuse  research  would  increase  from  $310.6  million  to 
$328.2  million,  an  increase  of  5.6  percent.     Approximately  17,412  new  drug 
abuse  treatment  slots  will  be  funded  in  1993,  bringing  to  111,237  the  total 
number  of  ADAMHA- supported  slots;   these  will  permit  treatment  of  some  311,464 
people  with  drug  abuse  problems  in  1993. 

The  1993  request  was  developed  in  the  context  of  several  long-range  planning 
strategies.     Increases  are  requested  for  programs  and  activities  related  to 
infant  mortality,  Year  2000  Objectives,   the  Secretary's  alcohol  initiative, 
ONDCP's  Drug  Strategy  IV,  and  women's  and  minority  health  issues.  These 
complementary  planning  goals  collectively  support  funding  enhancements  for 
research,   substance  abuse  treatment,  and  prevention  of  ADM  disorders.  To 
implement  these  strategies,   a  targeted  program  expansion  is  made  possible  by 
applying  to  the  ADAMHA  several  budget  principles: 

o  Strike  an  appropriate  balance  between  expansion  of  research  activities, 

the  need  to  expand  and  improve  treatment  capacity,  and  program  growth  in 
the  prevention  area. 
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o  Implement  research  cost  containment  by  providing  biomedical  research 

deflator  price  index  (BRDPI)  plus  a  modest  2  percent  growth  for  research 
project  grants. 

o  Continue  expanding  high  priority  research  activities,   such  as  the 

Medications  Development  Program,  while  holding  lower  priority  activities 
to  current  services  levels. 


o  Augment  the  Federal  drug  treatment  capacity  by  18,6  percent  through  an 

expansion  of  OTI's  Capacity  Expansion  Program  (CEP). 


o  Improve  the  quality  of  drug  treatment  programs,  by  means  of  vigorous 

application  of  research-based  knowledge  as  well  as  by  provision  of  an 
increase  over  inflation  for  the  cost  of  treatment.     The  cost  of 
treatment  slots  would  increase  6  percent. 


o  Provide  sufficient  program  staff  to  ensure  effective  management  of 

ADAMHA  programs . 

o  Enhance  science  education  of  the  American  public  through  targeted 

programs . 

o  Support  lesser  priority  programs  at  no  more  than  last  year's  level  in 

1993. 


Research 


The  1993  budget  request  for  research  totals  $1.1  billion,   an  increase  of  $61.7 
million  or  5.8  percent  over  1992.     Within  this  total  research  project  grants 
increase  by  7 . 1  percent  over  1992,  providing  a  2  percent  growth  over  the  rate 
of  inflation  as  measured  by  the  Biomedical  Research  and  Development  Price 
Index  (BRDPI).     The  program  increase  will  expand  ADAMHA's  capacity  to  develop 
effective  medications  for  ADM  disorders  and  continue  implementation  of 
established  national  plans  addressing  Schizophrenia,   the  Decade  of  the  Brain, 
Research  to  Improve  Care  for  the  Severe  Mental  Disorders,  Child  and  Adolescent 
Research,  Drug  Strategy  IV,  and  Alcohol  Genetic  Research. 

The  request  would  support  a  total  of  2,479  research  project  grants,  47  more 
than  in  1992,   essentially  stabilizing  project  grant  support.       The  average 
cost  of  awards  would  increase  by  the  BRDPI,  which  is  currently  5.1  percent. 
One  important  measure  of  the  general  health  of  the  ADM  research  endeavor  is- 
the  number  of  new  and  competing  grants  that  the  Agency  is  able  to  fund.  The 
request  would  support  724  new  and  competing  awards,   6  more  than  in  1992.  This 
results  in  a  25  percent  "success  rate",  which  is  approximately  the  same 
percentage  supported  in  1992.     Such  stability  is  needed  to  attract  and  retain 
new  and  productive  researchers  in  the  ADM  research  arena.     Indirect  costs  are 
limited  to  26  percent  of  total  direct  costs  for  the  administrative  cost 
components . 

In  response  to  Congressional  request,  ADAMHA  has  developed  a  plan  for  research 
funding  and  management  of  research  costs  similar  to  the  one  NIH  submitted  to 
the  Appropriation  Committees  last  year.     The  basic  principles  are: 
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o  Implement  cost -management  measures  so  that  the  average  cost  of  competing 

research  project  grants,  on  an  Institute -by- Institute  basis,  increases 
in  consonance  with  the  BRDPI . 

o         Hold  recurring  costs  for  noncompeting  projects  to  no  more  than  4  percent 
on  average. 

o         Maintain  the  average  length  of  research  project  grants  at  no  more  than 
four  years  for  the  foreseeable  future. 

o         Abolish  use  of  the  concept  of  "approving"  grant  applications  and  adopt 

the  success  rate  (i.e.,  the  ratio  of  applications  funded  to  applications 
reviewed)   to  quantify  the  relationship  between  resources  and  requests. 

o  Select  grants  to  be  funded  based  on  scientific  merit  and  programmatic 

needs,   except  that  cost  will  be  considered  along  with  these  factors  in 
making  decisions  at  the  margin. 

o  Increase  funding  for  "Other  Mechanisms"  commensurate  with  inflationary 

costs  to  the  extent  possible  within  overall  budget  constraints. 

The  request  includes  an  increase  of  $7.1  million  for  the  medications 
development  budgets  for  the  three  research  Institutes.     This  is  a  13  percent 
increase  over  the  1992  level  of  $56.4  million.     Medications  development 
involves  long-term,   large-scale  testing  of  new  drugs  which  hold  promise  for 
treating  ADMS  disorders,  particularly  drug  abuse.     Work  involves  establishing 
pre-clinical  screening  programs,   developing  capacity  for  conducting  clinical 
trials,   and  initiating  Phase  III  testing  of  the  most  promising  agents.  While 
some  medications  development  work  can  be  conducted  intramurally  or  through 
project  grants,   the  majority  of  the  1993  increase  is  for  contracts  and 
research  project  grants.     A  greater  increase  is  requested  for  research  and 
development  contracts  (5.8  percent),  reflecting  the  priority  given  to  the 
Medications  Development  program.     This  effort  is  expected  to  lead  to  a 
significant,  practical  payoff  in  new  ways  to  treat  ADM  disorders. 

The  NIMH  research  budget  includes  an  increase  across  all  mechanisms  of  $8.9 
million  after  built-in  increases  for  biotechnology  research.     This  would 
include  expansion  of  genetic  studies  of  schizophrenia,  bipolar  (manic- 
depressive)  disorder,   and  Alzheimer's  disease;   the  genebank;  neuroimaging 
advancements;   and  important  Human  Brain  research. 

Increases  for  research  centers,   treatment  outcome  research,  and  other  research 
related  activities  would  be  limited  to  approximately  2.4  percent  over  1992, 
considerably  less  than  BRDPI.     The  intramural  research  program  increase  is 
required  to  support  pay  and  inflation  related  increases  of  $6.9  million,  and 
$1.9  million  for  program  expansion.     The  program  increase  includes  $1.0 
million  and  6  FTEs  for  expansion  of  NIMH's  Medications  Development  program  and 
$0.9  million  and  7  FTEs  for  NIAAA  to  establish  a  new  section  for  studies  on 
the  Molecular  Mechanisms  of  Alcohol  Dependence  and  to  enhance  studies  on 
genetic  vulnerability. 

The  1993  budget  request  would  support  1,650  trainees,   the  same  as  1992. 
Funding  will  continue  to  provide  research  training  opportunities  targeted  to 
minorities,  women,  and  the  disadvantaged,  groups  historically  underrepresented 
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among  biomedical  researchers.     The  request  assumes  stipends  will  not  be 
increased  over  the  budget  period. 

The  1993  request  includes  $6.4  million  for  the  Science  Education  initiative, 
which  is  part  of  the  PHS-  and  Government -wide  plans  to  improve  science 
education  and  science  literacy.     These  funds  are  requested  in  the  budgets  of 
NIMH  ($3.2  million),  NIDA  ($1.6  million),  NIAAA  ($0.9  million),   and  OSAP  ($0.7 
million) .     This  initiative  includes  a  summer  research  program  which  provides 
precollege  teachers  with  hands-on  research  experiences  in  the  intramural  labs. 
Presentation  packages  on  issues  concerning  mental  and  addictive  disorders  will 
be  developed  during  1992  to  assist  ADAMHA- funded  scientists  in  developing 
comprehensive  workshops  for  teachers,  classroom  presentations  for  students, 
and  lectures,  workshops,  and  discussions  for  the  general  public.     The  Office 
of  Science  Education,   located  in  the  Office  of  the  Administrator,  will  analyze 
the  treatment/teaching  of  neurobiology  and  behavior  in  precollege  classrooms. 
Programs/materials  will  then  be  developed  to  address  deficiencies  revealed  by 
the  analysis.     An  additional  $2.4  million  is  requested  for  the  Science 
Education  Partnership  Awards  (SEPA)  program  to  encourage  greater  involvement 
of  ADAMHA - funde d  scientists  in  the  development  of  partnerships  with  schools 
and  community  groups  to  improve  understanding  of  mental  and  addictive 
disorders  among  precollege  educators  and  the  adult  public. 

Treatment 

The  ADAMHA  treatment  programs  increase  by  7 . 8  percent  or  $132.4  million.  This 
supports  increases  of  $128.5  million  and  50  FTEs  for  OTI ,  and  $3.9  million  for 
the  Institutes'   demonstration  programs. 

An  $86.0  million  Capacity  Expansion  Program  (CEP),   including  $20.0  million  to 
be  transferred  from  ONDCP's  Special  Forfeiture  Fund,  will  be  the  major  vehicle 
for  increasing  drug  treatment  services.     In  1992,   the  first  phase  of  CEP  has 
been  funded  by  a  transfer  of  $9.0  million  from  ONDCP's  Special  Forfeiture 
Fund.     Grants  to  expand  effective  residential  and/or  day  services  treatment 
capacity  designed  to  serve  the  needs  of  substance  abusing  adolescents  (aged 
10-18)  at  greatest  risk  for  addiction  and  addiction-related  disorders  will  be 
selected  for  funding  through  a  competitive  review  process.     This  effort  will 
constitute  the  start-up  phase  of  the  Administration's  Capacity  Expansion 
Program,  planned  for  significant  expansion  in  1993. 

The  1993  request  would  fund  drug  abuse  treatment  slots  at  an  average  cost  of 
$5,507  per  slot  (excluding  Treatment  Campus  projects),   an  increase  of  6 
percent.     This  would  permit  grantees  to  add  treatment  services  such  as  AIDS 
counseling  and  testing,   family  therapy,   and  others  which  are  often  critical  to 
a  successful  therapeutic  outcome.     In  light  of  projected  increases  in  non- 
Federal  drug  abuse  treatment  slots,   the  number  of  ADAMHA- funded  slots  will 
total  111,237  in  1993.     This  will  permit  67  percent  of  all  those  people  who 
seek  or  are  assigned  into  drug  treatment  through  the  criminal  justice  system 
to  be  served.     Thus,   the  number  of  people  receiving  drug  abuse  treatment 
services  from  all  sources  would  total  approximately  2.4  million  persons  in 
1993. 

The  balance  of  the  categorical  treatment  programs -- i . e 
criminal  justice,   critical  populations,   target  cities, 


,   those  dealing  with 
and  the  campus  project 


840 


evaluation  of  treatment  modalities- -would  increase  by  $45.0  million  or  35 
percent  over  1992. 

An  increase  of  $4.0  million  for  the  Target  Cities  program  includes  $2.7 
million  to  implement  a  voucher  demonstration  in  conjunction  with  one  or  more 
of  the  target  city  projects.     The  total  number  of  cities  supported  would 
remain  at  nine. 

The  Critical  Populations  program  expansion  of  $22.5  million  includes  funding 
for  22  new  projects  to  enhance  comprehensive  treatment  services  for  HIV- 
positive  substance  abusers  in  an  effort  to  emphasize  the  provision  of  primary 
medical  care  and  prophylactic  medication  to  HIV-seropositive  substance 
abusers.     Also  new  is  an  initiative  focused  on  residents  of  public  housing  (25 
new  grants) . 

The  Criminal  Justice  program  increase  of  $9.1  million  includes  support  for  22 
additional  projects  for  treatment  in  criminal  justice  settings  in  an  effort  to 
demonstrate  and  evaluate  the  effectiveness  of  providing  a  comprehensive  array 
of  health  and  human  services  to  individuals  involved  in  the  criminal  justice 
system.     These  projects  will  target  juveniles,  women,  and  minority  males. 

Comprehensive  Community  Treatment  programs  increase  of  $8.4  million  includes 
an  additional  $8.0  million  to  support  the  Substance  Abuse  Linkage  Program, 
which  is  designed  to  improve  linkages  between  primary  health  care  and  drug 
abuse  treatment  systems.  Here,   the  aim  is  to  ensure  that  the  service  needs  of 
drug  abusers  in  treatment  are  comprehensively  addressed  and  untreated 
substance  abusers  are  identified  and  treated  early. 

Critically  needed  support  staff  would  be  added  (+50  FTEs)  to  ensure  that  the 
recent  growth  in  OTI  programs  is  well -managed ,   that  successful  project  results 
are  analyzed  and  replicated,   and  that  there  is  a  mutually  beneficial  exchange 
of  information  between  the  Federal  Government  and  the  States  regarding 
programs  conducted  with  Block  Grant  funds. 

The  ADMS  Block  Grant  program  remains  at  the  current  level  of  $1.36 
million  with  no  growth  proposed  in  1993.     The  ADMS  Block  grant  set-aside 
remains  at  5  percent  and  continues  to  support  the  creation  of  a  national 
database  of  current  State  and  local  treatment  activities  and  demand 
information,  which  began  in  1992  through  the  State  Systems  Development  Program 
(SSDP) .     Eighteen  FTEs  are  supported  from  the  set-aside  to  provide  technical 
assistance  to  the  States. 

The  Mental  Health  Homeless  Demonstration  program  expands  by  $5.0  million  in 
1993  as  part  of  the  Department's  initiative  to  stimulate  the  coordination  of 
services  and  housing  for  homeless  severely  mentally  ill  individuals.  The 
initiative  will  provide  incentives  and  start-up  matching  funding  for 
development  of  comprehensive  systems  of  integrated  support  and  housing 
assistance  for  severely  mentally  ill  homeless  persons  at  selected  sites. 

The  NIDA  demonstration  program  is  provided  an  inflationary  increase  of  $4.0 
million.     The  Community  Support  Program  and  the  Projects  for  Assistance  in 
Transition  from  Homeless  (PATH)  Formula  Grants  remain  at  the  1992  level. 
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The  Mental  Health  Prevention  Services  Demonstration  program  is  proposed  for 
elimination  in  order  to  permit  other  the  program  expansions  discussed  above. 
The  impact  of  this  change  is  discussed  in  the  NIMH  narrative. 

Prevention 

ADAMHA  prevention  activities  increase  by  7.2  percent,  or  $20.4  million,  and  20 
FTEs  to  support  and  enhance  the  program  activities  of  the  Office  for  Substance 
Abuse  Prevention. 

A  total  increase  of  $11.0  million  is  requested  for  OSAP's  client-oriented 
programs  including:  $5.5  million  for  the  High  Risk  Youth  program  which 
provides  funds  for  additional  grant  awards  as  well  as  expansion  of  the 
Learning  Community  Initiative  in  order  to  add  a  cluster  group  on  substance 
abusing,  pregnant  teenage  women;  $5.2  million  for  the  Pregnant  Women  and  their 
Infants  program;  and  $.04  million  to  continue  the  Residential  Demonstration 
Program  for  Women  and  their  Children  which  began  in  1992  with  $10.0  million 
from  the  ONDCP  Special  Forfeiture  Fund. 

For  OSAP's  systems-oriented  programs  an  increase  of  $14.9  million  (of  which 
$14.7  million  is  from  the  ONDCP  Special  Forfeiture  Fund)  is  requested  to 
continue  the  ongoing  Community  Partnership  program  as  well  as  support  new 
awards  ($7.0  million). 

Of  the  $4.4  million  increase  for  other  activities,  $3.7  million  is  for 
expansion  of  the  Communications  program.     This  increase  would  support  a  new 
media  campaign  on  substance  abuse  during  pregnancy  and  infant  mortality,  a 
public  education  campaign  on  women's  issues,  and  a  new  specialty  Regional 
Alcohol  and  Drug  Awareness  Resource  (RADAR)  Center  for  Alcohol  Issues.  The 
balance  of  the  increase  in  direct  operations  of  $0.7  million  supports  built-in 
increases  and  20  additional  FTEs. 

These  increases  are  offset  by  eliminating  the  Community  Youth  Activity  program 
(CYAP)   ($9.9  million).     The  CYAP  is  comprised  of  a  block  grant  effort  combined 
with  two  discretionary  programs.     Focusing  resources  on  other  OSAP 
demonstration  programs  such  as  the  High  Risk  Youth  and  the  Pregnant  Women  and 
their  Infants  programs  will  permit  targeting  programs  to  groups  most  in  need 
of  receiving  our  prevention  message,  and  providing  them  the  support  services 
necessary  to  remain  drug- free  and  alcohol -  free .     In  addition,   the  law  requires 
that  20  percent  of  the  substance  abuse  portion  of  the  amounts  distributed  to 
the  States  under  the  ADMS  Block  Grant  be  used  for  prevention  activities. 
Activities  formally  funded  under  the  CYAP  program  could  be  supported  within 
the  ADMS  Block  Grant  State  allocations. 

Other 

The  budget  request  for  Building  and  Facilities  decreases  from  $5.0  million  in 
1992  to  $3.9  million  in  1993.     Of  the  $3.9  million,  $3.0  million  would  provide 
funds  for  repairs  and  improvements  to  the  patient  care  units  as  well  as 
outmoded  laboratory  modules  in  the  NIH  Clinical  Center  and  in  Building  36. 
The  request  also  includes  funds  to  meet  accreditation,  code,  and  safety 
standards  in  ADAMHA's  intramural  facilities.     The  funds  provide  essential 
maintenance  and  repairs  for  the  Agency's  Intramural  facilities  located  on  the 
NIH  campus,   the  William  A.  White  Building  on  the  St.   Elizabeths  Campus,  the 
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Flow  Laboratory  Building  in  Rockville,  Poolesville,  and  the  Addiction  Research 
Center  (ARC)  in  Baltimore.     Another  $0.9  million  will  allow  the  PHS  to  begih 
repair  of  the  10  Federally  owned  but  unoccupied  buildings  located  on  the  St. 
Elizabeth's  West  Campus. 

The  Office  of  the  Administrator's  budget  request  proposes  an  increase  of  $1.0 
million  and  6  FTEs .     The  6  FTEs  support  essential  positions  for  Federal 
Managers  Financial  Integrity  Act  (FMFIA) ,  women's  health  research  and  overall 
data  collection  responsibilities. 

No  funding  has  been  requested  for  several  lower  priority  programs  to  permit 
the  program  expansions  discussed  above.     These  include  the  Protection  and 
Advocacy  program  and  the  Clinical  Training  program.     The  impact  of  these 
changes  are  discussed  in  the  NIMH  narrative. 

The  1993  budget  for  ADAMHA  includes  $47.0  million  in  OTI's  Capacity  Expansion 
Grants,  $36.0  million  for  Treatment  Improvement  Grants,  $7.0  million  for 
OSAP's  High  Risk  Youth  and  Pregnant  and  Post-partum  Women  and  their  Infants, 
and  $4.0  million  for  the  OSAP's  Community  Partnership  Grants  earmarked  for 
Weed  and  Seed.     ADAMHA  will  contribute  to  the  initiative  by  helping  targeted 
communities  to  expand  and  improve  drug  abuse  treatment  and  prevention  and  by 
coordinating  these  activities  with  those  other  Federal  and  local  agencies. 

The  Secretary's  Minority  Male  Initiative  will  be  a  beneficiary  of  expanded 
support  slated  for  portions  of  several  programs  - -AIDS  Education  and  Outreach, 
OSAP's  High  Risk  Youth,  and  OTI's  Criminal  Justice,  Critical  Populations,  and 
Target  Cities  programs.     The  ADAMHA  contribution  to  the  Minority  Male 
Initiative  would  increase  by  $12.1  million,  or  20  percent,  over  the  1992  level 
of  $60.2  million. 

The  1993  travel  budget  is  increased  $0.9  million  over  1992  for  1)  inflation  in 
the  cost  of  travel,  2)  travel  costs  normally  associated  with  89  additional 
FTEs,   3)  travel  required  for  site  visits  being  delayed  in  1992,  and  4)  travel 
required  for  technical  assistance  and  monitoring,  especially  for  the  State 
Systems  Development  Plan  in  OTI  and  new  programs  such  as  the  OSAP  Women's 
Residential  program  and  the  OTI  Capacity  Expansion  program.     These  new 
programs  require  close  monitoring  and  technical  assistance  in  order  to  assure 
a  successful  beginning.     Meeting  travel  will  not  be  increased  in  1993,  and  the 
total  travel  amount  remains  below  that  requested  in  the  1992  President's 
Budget  Request. 

AIDS  Programs 

Total  expenditures  for  all  AIDS  programs  would  increase  to  $247.6  million,  an 
increase  of  5.5  percent  or  $12.9  million  over  1992.     The  1993  request 
continues  to  emphasize  AIDS  research  by  providing  a  6.5  percent  increase, 
compared  with  an  increase  of  5.8  percent  for  non-AIDS  research.     In  addition, 
OSAP  and  OTI  will  be  incorporating  vital  HIV/AIDS  components  into  their  non- 
AIDS  programs,  so  the  resources  identified  represent  only  part  of  the  total 
agency  commitment  to  this  disease.     Over  $180.4  million  of  the  ADMS  Block 
grant  funds  to  the  States  is  earmarked  for  IV  Drug  Abuse  in  1993. 

Each  of  the  five  ADAMHA  components  play  a  role  in  the  Agency's  AIDS  program. 
The  1993  initiatives  highlight  the  major  role  ADAMHA  will  undertake  in  further 
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elucidating  the  biological,   social/cultural,  and  behavioral  relationships 
between  sexual  and  drug-using  behaviors  and  the  transmission  and  prevention  of 
HIV  disease. 

It  is  important  to  note  that  the  AIDS  Outreach  Demonstration  program  will  be 
transferred  from  NIDA  to  OTI .     This  program,  which  demonstrates  the  usefulness 
of  different  strategies  for  reaching  and  intervening  with  out-of- treatment 
populations  at  risk  for  HIV,   is  more  appropriately  located  in  a  treatment 
organization.     The  budget  reflects  comparable  funds  shown  in  OTI  for  1991  and 
1992. 
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PROGRAM  ACCOMPLISHMENTS 


Mental  Health 

*  BRAIN  DOPAMINE  RECEPTOR  IMPLICATED  IN  MEMORY  IMPAIRMENT  IN  SCHIZOPHRENIA 
HOLDS  KEY  FOR  MEDICATIONS  DEVELOPMENT 

Abnormalities  in  levels  and  function  of  dopamine,  a  chemical  brain 
messenger,  have  been  implicated  in  various  mental  disorders, 
particularly  schizophrenia.     Dopamine  receptors  in  the  brain  also  appear 
to  be  the  site  of  action  for  many  antipsychotic  medications.  New 
findings  from  primate  research  at  Yale  University  provide  the  first 
connection  between  the  dopamine  (D^  receptor  and  the  type  of  specific 
memory  impairment  found  in  persons  with  schizophrenia.     This  is 
particularly  exciting  because  it  provides  the  beginning  of  a 
neurobiologic  framework  for  explaining  the  much  harder  to  treat  negative 
symptoms,   such  as  passivity,  cognitive  deficits,  and  withdrawal,  that 
are  a  hallmark  of  schizophrenic  disorders.     Negative  symptoms  respond 
far  less  well  to  standard  antipsychotic  medications  than  do  positive 
symptoms,   such  as  hallucinations  or  delusions.     Understanding  the 
underlying  neurobiology  should  greatly  facilitate  developing  effective 
treatments . 

*  NATURAL  BRAIN  STEROIDS  FOUND 

NIMH  intramural  scientists  have  pioneered  our  understanding  of  how  the 
anti-anxiety  drugs  like  Valium  (benzodiazepines)  work  in  the  brain. 
Since  the  discovery  of  brain  benzodiazepine  receptors,  scientists  have 
been  searching  for  the  natural  brain  substance  that  binds  to  it.  These 
efforts  may  lead  to  a  new  class  of  anti-anxiety  medications.     A  class  of 
stress  -  triggered  steroid  hormones  that  appear  to  act  like 
benzodiazepines  has  been  identified  in  rat  brains.     The  adrenal  glands 
atop  the  kidneys  normally  are  the  place  where  these  neuroactive  steroids 
are  secreted  in  response  to  stress,  but  one  of  these  steroids  is  also 
thought  to  be  synthesized  in  the  brain.     The  researchers  have  discovered 
that  rises  in  both  blood  and  brain  levels  of  these  steroids  induce  calm, 
pain  relief,  and  anti - convulsant  effects.     Further  research  on  these 
brain  steroids  could  lead  to  safer  anti-anxiety,  anti -convulsant  or 
hypnotic  drugs . 

*  NERVE  CELL  MEMBRANE  ABNORMALITIES  MAY  CONTRIBUTE  TO  THE  PATHOLOGY  OF 
SCHIZOPHRENIA 

NIMH- funded  researchers  at  the  University  of  Pittsburgh  are  studying 
unmedicated  persons  experiencing  their  first  schizophrenia  episode. 
Magnetic  resonance  spectroscopy  of  these  patients'   frontal  lobes  reveals 
significantly  reduced  levels  of  membrane  "building  block"  phosphates  and 
significantly  elevated  levels  of  membrane  "breakdown  product"  phosphates 
when  compared  to  normal  controls.  This  finding  suggests  decreased 
functional  activity  of  the  frontal  lobe  of  schizophrenics,  compatible 
with  either  premature  aging  or  an  exaggeration  of  the  normal  programmed 
cell  death  that  occurs  during  fetal  and  infant  development.  These 
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results  are  consistent  with  previous  PET  studies  and  point  to  possible 
errors  in  membrane  phosphate  metabolism  in  the  etiology  of 
schizophrenia.     These  kinds  of  findings  could  also  lead  to  the 
development  of  new  types  of  experimental  therapeutic  interventions,  such 
as  medically  enhanced  nerve  cell  growth  early  in  the  course  of 
schizophrenia . 

*  FACIAL  EXPRESSION  AND  EMOTIONS 

Researchers  at  the  University  of  California  have  identified  specific 
connections  among  emotional  states  (e.g.,  fear,  anger),  facial 
expressions  of  emotion,  and  physiological  responses  controlled  by  the 
automatic  nervous  system  (e.g.,  heart  rate).     This  work  has  shown  that 
it  is  actually  possible  to  generate  physiological  responses,  and  their 
associated  emotional  states,  by  voluntarily  moving  the  facial  muscles  in 
ways  that  resemble  natural  expressions  of  emotion.     The  capacity  of 
voluntary  facial  activity  to  generate  emotional  experience  calls  into 
question  the  common  view  of  emotion  as  an  uncontrolled  process  and 
suggests  instead  that  emotional  responses  can  be  actively  directed. 
This  finding  may  contribute  to  the  prevention  or  treatment  of  affective 
disorders  and  affect-related  physical  illnesses. 

*  PROMISING  BEHAVIORAL  TREATMENT  FOR  PANIC  DISORDER 

Fully  81  percent  of  .panic  disorder  patients  remained  panic-free  two 
years  after  treatment  with  a  combination  of  cognitive  therapy  and 
controlled  exposure  to  panic -inducing  phenomena.     NIMH- funded 
researchers  at  the  Center  for  Stress  and  Anxiety  Disorders  have  reported 
a  24-month  follow-up  assessment  of  patients  in  a  previous  controlled 
study  of  treatment  for  persons  with  panic  disorder.     These  findings  are 
important  because  few  studies  have  examined  systematically  the  long-term 
outcome  of  behavioral  treatment,   and  the  long-term  results  from  using 
pharmacological  treatment  alone  have  been  relatively  poor. 

Drug  Abuse 

*  PATERNAL  DRUG  ABUSE  AND  ITS  EFFECTS  ON  OFFSPRING 

Opiates  given  to  male  animals  before  they  reach  puberty  delay  their 
sexual  maturation  and  affect  the  development  of  their  subsequent  male 
progeny.     Adult  male  offspring  of  morphine- treated  males  had  lower  serum 
testosterone  and  luteinizing  hormone  levels.     In  contrast,  no 
alterations  were  observed  in  reproductive  endocrine  parameters  in  adult 
female  offspring  derived  from  morphine- treated  males  (and  non-exposed 
female  rats).     These  findings  are  important  as  they  show  long-term, 
selective  and  gender-specific  effects  on  endocrine  function  in  offspring 
following  paternal  drug  use. 

*  CHARACTERIZING  THE  COCAINE  RECEPTOR 

While  it  is  known  from  drug  self -administration  studies,   that  the 
dopamine  transporter  acts  as  the  cocaine  receptor,   little  is  known  about 
the  transporter  molecule.     Scientists  at  the  Addiction  Research  Center 
have  isolated  and  cloned  the  receptor  for  the  dopamine  transporter.  The 
transporters  also  bind  cocaine,  particularly  in  areas  of  the  brain  where 
cocaine  is  known  to  act.     The  availability  of  this  information  will 
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provide  a  unique  opportunity  for  developing  new  medications  for  treating 
cocaine  addiction.     In  particular,   it  will  be  possible  to  develop 
antagonists  to  cocaine's  euphoric  effects.     The  development  and  use  of 
such  medications  should  greatly  improve  the  outcome  of  cocaine  addicts 
seeking  treatment. 

*  METHADONE  TREATMENT  CAN  REDUCE  SPREAD  OF  AIDS 

Methadone  treatment  can  reduce  the  spread  of  AIDS  in  chronic  intravenous 
drug  abusers.     Patients  in  methadone  treatment  were  compared  to  out-of- 
treatment  subjects  with  a  history  of  regular  intravenous  opiate  use. 
The  out-of- treatment  sample  had  significantly  greater  drug  abuse, 
engaged  in  more  high-risk  AIDS  behavior,  had  higher  initial 
seropositivity  rates,  and  much  higher  seropositivity  conversions  rates 
during  the  12 -month  course  of  the  study.     On  every  count,  intravenous 
drug  abusers  who  were  not  in  treatment  and  had  resisted  efforts  to  get 
them  into  treatment  were  at  greater  risk  of  developing  AIDS.  These 
studies  emphasize  the  importance  of  attracting  drug  abusers  into 
treatment  and  devising  strategies  to  keep  them  there  for  an  optimum 
period  of  time  as  the  best  tactic  for  preventing  the  spread  of  HIV 
infection  in  heterosexual  and,   relatedly,   pediatric  populations. 

*  ADOLESCENT  AVOIDANCE  OF  DRUG  USE 

Based  on  data  from  3,000  secondary  school  students,   NIDA  researchers 
recently  reported  on  the  relative  strength  of  reasons  why  adolescents 
avoid  drug  use.     Perceived  harmfulness  of  drugs  was  more  powerful  in 
discouraging  general  drug  use  than  were  reasons  such  as  possible 
addiction,  punishment,   or  disappointing  one's  parents.  These 
observations  provide  important  guidelines  for  designing  prevention  and 
education  programs  for  teenagers. 

*  COCAINE  CRAVING  AS  A  CONDITIONED  BEHAVIORAL  RESPONSE  IN  COCAINE- 
DEPENDENT  PERSONS 

Conditioned  responses  of  drug  craving  and  arousal  can  occur  in  cocaine- 
dependent  persons  when  those  individuals  are  subjected  to  surroundings 
or  materials  associated  with  previous  cocaine  use.     Treatment  programs 
that  include  behavioral  techniques  aimed  at  extinguishing  these 
conditioned  responses  show  improved  retention  and  compliance.  Studies 
in  rats  suggest  that  this  conditioning  may  occur  through  a  sensitization 
to  cocaine  that  occurs  in  the  "reward  center"  of  the  brain  where 
sensations  of  pleasure  are  believed  to  be  generated.     Researchers  can 
measure  the  release  of  neurotransmitters  during,   or  even  before,   a  rat 
self -administers  a  drug.     Understanding  the  molecular  events  underlying 
these  cocaine-elicited  conditioned  responses  of  arousal  and  carving 
could  prove  highly  rewarding  in  the  search  for  medications  and  other 
therapies  to  treat  cocaine  addiction. 

Alcohol  Abuse 

*  GENETICS  OF  VULNERABILITY  TO  ALCOHOLISM 

Certain  characteristic  differences  in  brain  electrical  activity,  which 
are  inherited,  have  been  linked  to  a  potential  for  developing 
alcoholism;   however,   the  genetic  basis  and  behavioral  significance  of 
these  differences  is  not  known.     NIAAA  Intramural  scientists  have 
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studied  these  hereditary  differences  in  the  electroencephalograph  (EEG) 
and  event-related  potentials  (ERPs)   in  families  in  order  to  map  the 
genes  determining  the  differences.     Three  alcoholism-related  traits 
(phenotypes)  studied  were:     the  low  voltage  (LV)  alpha  domain  of  the 
resting  EEG  in  which  alpha  (8-13  Hz)  activity  is  absent  or  greatly 
diminished;   the  monomorphic  alpha  (M)  resting  EEG  trait;   and  the 
diminished  amplitude  P300  component  of  the  ERP.      Both  the  LV  and  M 
variants  were  found  to  be  more  wide -spread  than  previously  thought;  the 
LV  variant  is  a  discrete  trait  which  occurs  in  12.5%  of  the  population 
and  is  transmitted  as  an  autosomal  dominant  gene,  while  the  M  variant 
occurs  in  9%  and  is  largely  sporadic  in  its  distribution  in  families. 
Individuals  with  the  LV  and  M  variants  may  suffer  more  from  alcoholism 
and  generalized  anxiety  disorders.     The  LV  trait,  rather  than  being 
associated  specifically  with  alcoholism,  may  be  associated  with  some 
more  generalized  disorder,  of  which  alcoholism  is  one  possible 
manifestation.     These  studies  are  continuing  with  genetic  linkage 
analysis  being  undertaken  on  six  families  informative  for  the  LV  trait. 

THE  BIOLOGICAL  BASIS  OF  ALCOHOL  ADDICTION 

Understanding  the  biological  basis  of  alcohol  addiction  and  how  alcohol 
is  reinforcing  is  essential  to  the  development  of  new  therapeutic 
approaches.     In  animal  models  for  alcohol -  seeking  behavior,  certain 
receptors  in  the  nucleus  accumbens  were  found  to  differ  in  alcohol - 
preferring  and  non-preferring  rats.     Medications  acting  like  dopamine 
were  found  to  suppress  alcohol  intake,  suggesting  that  these  drugs 
substitute  for  alcohol  in  a  manner  similar  to  the  way  methadone 
substitutes  for  morphine  and  heroin.     In  contrast,  medications  that 
enhance  serotonergic  transmission  suppressed  alcohol  intake.  These 
studies  provide  important  insights  as  to  why  people  drink  to  excess  and 
how  addiction  can  be  treated. 

CONTROL  OF  ALCOHOL  DEHYDROGENASE  GENE  EXPRESSION 

Alcohol  dehydrogenase  (ADH)  is  a  major  alcohol -metabolizing  enzyme  found 
mainly  in  the  liver.     Individual  variations  in  this  enzyme  affect  the 
rate  of  alcohol  elimination  and  may  contribute  to  excessive  drinking  and 
tissue  damage.     Human  class  I  ADH  is  composed  of  three  different  forms 
(isozymes  a,  /5,  and  7)  encoded  by  three  distinct  genes  (ADHl,  ADH2 ,  and 
ADH3 ,  respectively).     These  genes  are  expressed  sequentially  and  in 
increasing  activity  during  liver  development,   to  the  extent  that  in  the 
adult  human  liver  ADH  accounts  for  about  2-3%  of  the  soluble  protein. 
The  existence  of  three  genes  in  humans  instead  of  one  as  in  rodents,  may 
serve  to  fine-tune  the  expression  of  ADH  in  the  developing  human  liver 
and  other  tissues.     A  specific  protein  (C/EBP)  was  found  to  bind 
specifically  to  the  gene  control  region  of  ADH2  and  support  a  high  level 
of  expression  of  ADH,  specifically  the  /3  isozyme,   in  the  liver.  This 
discovery  may  help  explain  individual  variations  in  susceptibility  to 
the  pathological  effects  of  alcohol. 

NEW  INSTRUMENTS  FOR  DETECTING  ALCOHOL  ABUSE  BY  PREGNANT  WOMEN 

Chronic  alcohol  abuse  during  pregnancy  is  considered  the  third  leading 
known  cause  of  mental  retardation  and  other  birth  defects,  with  a^  cost 
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to  society  of  over  $300  million  each  year.     Alcohol - related  birth 
defects  could  be  prevented  if  women  who  are  drinking  during  pregnancy 
could  be  identified  and  counseled  to  abstain  or  brought  into  treatment. 
NIAAA  researchers  have  developed  two  improved  interview  instruments  for 
detecting  alcohol  abuse  by  pregnant  women.     One  questionnaire,  called 
the  T-ACE,   consists  of  four  brief  questions,  and  can  reliably 
differentiate  risk  drinkers  (defined  as  consuming  more  than  2  drinks  per 
day)  from  non-risk  drinkers  with  high  sensitivity  and  specificity. 
Additional  studies  will  be  needed  to  test  this  questionnaire  in  the 
general  population.     A  second  instrument,   the  "TWEAK"  test,  expands  on 
this  questionnaire.     The  use  of  these  screening  tests  in  prenatal 
clinics  and  obstetrics/gynecology  offices  could  contribute  to  better 
risk  identification,   early  intervention,  and  improved  pregnancy  outcome. 

*  GENETIC  CONTRIBUTION  OF  GABA  RECEPTOR  TO  ALCOHOL  SENSITIVITY 

Alcohol  intoxication,   tolerance,  and  withdrawal  syndrome  all  involve 
alcohol's  effects  on  nerve  transmission.     Gamma- aminobutyric  acid 
(GABA),   the  major  inhibitory  neurotransmitter  in  the  brain,   is  believed 
to  play  an  important  role  in  alcohol  sensitivity.     NIAAA- supported 
investigators  found  that  alcohol  specifically  potentiated  the  effect  of 
GABA  on  chloride  ion- influx  and  activated  chloride  channels  directly. 
The  compound  R015-4513,  an  analogue  of  classical  benzodiazepine 
antagonists,  was  found  to  reverse  both  the  behavioral  and  biochemical 
effects  of  alcohol.     Molecular  biology  studies  are  underway  to  clarify 
the  role  of  GABA  in  alcohol  sensitivity.     Parts  of  the  GABA  receptor 
have  been  cloned  and  sequenced;   in  addition,   the  mRNAs  that  code  for  the 
GABA  receptor  have  been  isolated  from  long-sleep  (LS)  and  short-sleep 
(SS)  mice,   two  strains  selectively  bred  for  alcohol  sensitivity.  When 
these  mRNAs  were  expressed  in  frog  oocytes,   the  GABA  receptors  from 
these  different  strains  demonstrated  considerable  differences  in  the 
effects  of  alcohol  on  functioning  of  the  receptor.     The  action  of  GABA 
on  the  receptor  derived  from  LS -mouse  mRNA  was  facilitated  by  alcohol, 
but  GABA  action  on  the  receptor  from  SS -mouse  mRNA  was  antagonized  by 
alcohol.     Such  studies  will  lead  to  better  understanding  of  factors 
contributing  to  excessive  alcohol  consumption. 

Substance  Abuse 

*  NATIONAL  RESOURCE  CENTER  FOR  THE  PREVENTION  OF  PERINATAL  ABUSE  OF 
ALCOHOL  AND  OTHER  DRUGS 

In  August,   1991,  OSAP  began  operation  of  The  National  Resource  Center 
for  the  Prevention  of  Perinatal  Abuse  and  Alcohol  and  Other  Drugs.  The 
Center  serves  as  the  national  focus  for  policy  research, 
information/referral,   training,  service  delivery  design,  technical 
assistance  and  evaluation  of  programs  targeting  substance  using  pregnant 
and  postpartum  women  and  their  infants.     The  Center  develops  and 
disseminates  promising  prevention,   treatment,   and  rehabilitation 
practices,   as  well  as  acts  as  a  catalyst  for  mobilizing  communities  and 
the  nation  to  address  the  maternal  use  of  addictive  substances  and  its 
negative  health  consequences.     In  pursuit  of  these  goals,   the  Center  is 
circulating  a  quarterly  newsletter  to  policy  makers  and  practitioners, 
developing  and  disseminating  four  resource  packages  per  year,  and 
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distributing  an  annual  report  to  the  perinatal  addiction  prevention 
field.     In  addition  to  conducting  residential  training  and  providing 
telephonic  and  on  site  technical  assistance  to  state  and  local  programs, 
the  Center's  staff  will  convene  a  national  conference,   five  leadership 
workshops ,  and  several  consensus  forums  for  each  of  the  next  three 
years . 

*  VOLUNTEER  TRAINING  CENTER 

OSAP  has  long  been  aware  of  the  immense  potential  of  volunteers  in 
aiding  in  the  substance  abuse  prevention  effort.     Consequently,  in 
1991,  a  National  Volunteer  Training  Center  was  initiated  as  a  resource 
to  help  regional/community  teams  of  interested  volunteers,  leaders  of 
volunteer  organizations,  and  individual  community  leaders  expand  their 
expertise  in  developing,  mobilizing  and  coordinating  volunteer  efforts 
on  the  war  on  drugs.     The  National  Volunteer  Training  Center,  with  10 
regional  training  sites  located  across  the  nation,  expects  to  train  over 
2,000  volunteers  and  create  linkages  with  more  than  500  AODA  volunteer 
organizations  in  the  first  year. 

*  URBAN  YOUTH  CAMPAIGN 

The  Urban  Youth  Campaign  is  a  unique  three  phase  media  project 
incorporating:     market  research;  creative  development;  and 
implementation.     In  1991,   the  market  research  phase  was  completed.  The 
research  assisted  in  determining  current  patterns  and  attitudes, 
demographics,  media  habits  and  significant  influences  and  pressures  in 
the  African  American  communities.     It  also  unveiled  new  ways  to  look  at 
an  old  problem,   inspiring  the  development  of  innovative  and  distinctive 
messages  for  youth  and  adults  that  move  far  beyond  the  typical  message. 
The  Urban  Youth  Campaign  enters  the  implementation  phase  during  1992. 

*  PHYSICIAN  TRAINING 

The  National  Training  System  (NTS)  has  developed  and  begun  implementing 
skill-based  physician  training.     These  program  have  attracted  a  large 
number  of  physicians  who  have  demonstrated  substantial  increases  in 
assessment  and  early  intervention  skills  and  have  voluntarily  returned 
to  their  home  communities  to  teach  these  skills.     The  programs  were 
designed  as  "Training  of  Trainers"  programs  so  that  this  multiplier 
effect  would  occur  naturally,  even  when  the  physicians  were  not 
necessarily  trainers  in  their  normal  professional  roles.     To  date, 
approximately  650  physicians  have  been  directly  trained,  while 
approximately  six  programs  have  been  replicated  through  State  chapters. 
Six  more  replications  will  be  funded  thorough  the  NTS. 

*  PUBLIC -PRIVATE  PARTNERSHIPS  AND  INITIATIVES 

During  1991,  OSAP  entered  into  a  one-year  partnership  to  assist  in  the 
development  of  the  first  ever  primary  prevention,  nonviolent,  Nintendo- 
compatible  game,   "Wally  Bear  and  the  NO  Gang,"  which  focuses  on  alcohol 
and  other  drug  abuse  prevention.     This  partnership  has  introduced  and 
widely  promoted  the  topic  of  alcohol  and  other  drug  abuse  prevention  to 
the  toy  industry,   enabled  OSAP  to  establish  collaborative  partnerships 
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with  other  toy  industry  leaders,  and  resulted  in  a  product  with 
excellent  youth  market  penetration  (which  could  not  be  obtained  thorough 
conventional  communications  channels) .     OSAP  also  entered  a  two-year 
partnership  with  the  beauty  industry.     The  initiative,  entitled,  "Salons 
Tell  America. . .NO  Drugs   (STAND),"  focuses  on  addressing  the  alcohol  and 
other  drug  information  needs  of  women  of  child-bearing  age.  STAND 
offers  the  Federal  Government  a  unique  and  effective  way  to  raise 
awareness  among  middle  and  upper-middle  class  women  about  the  dangers  of 
alcohol  and  other  drug  use  before,  during,  and  after  pregnancy.  No 
direct  Federal  funding  is  applied  to  this  effort,  which  has  the 
potential  to  reach  20-25  million  customers  (primarily  female)  per  week. 

Treatment  Improvement 

*  THE  PRIMARY  CARE  PROVIDER/SUBSTANCE  ABUSE  LINKAGE  INITIATIVE 

OTI  began  its  Linkage  Initiative  in  an  effort  to  establish  a  crosswalk 
between  what  has  remained  two  wholly  separate  systems- -the  alcohol,  drug 
abuse  and  mental  health  (ADM)   treatment  system  and  the  primary  health 
care  system.     This  separation  means  that  primary  medical  care  services 
remain  underutilized  in  the  treatment  of  substance  abusers.     In  an 
attempt  to  bring  down  the  seemingly  insurmountable  barriers  between 
these  two  systems,   the  OTI  Linkage  Initiative  sponsored  regional  and 
special  issue  workgroups  comprised  of  a  cross-section  of  professionals 
from  both  fields.     These  work  groups  developed  recommendations  for 
overcoming  barriers  to  collaboration  between  the  primary  health  care  and 
ADM  treatment  systems.     Some  of  the  recommendations  which  emerged  from 
this  grassroots  process  include:     1)  a  Federal  requirement  which 
mandates  that  States  establish  formal  relationships  among  the  various 
agencies  responsible  for  health,   alcohol  and  other  drug  abuse,  HIV/AIDS, 
social  services,   education,   and  criminal  justice;   and  2)  cross- 
disciplinary  training,  jointly  sponsored  conferences  and  continuing 
education,   and  the  development  of  multi -  treatment  teams  among  the 
various  health  care  systems.     These  recommendations  will  be  refined  and 
expanded  during  a  Secretarial  Conference  on  Primary  Care  and  Substance 
Abuse  Linkage  in  1992.     OTI  intends  that  this  Conference  set  an  agenda 
toward  closer  collaboration  and  eventual  integration  of  these  two  health 
care  systems. 

*  DISASTER  RELIEF  ASSISTANCE  PROGRAM 

As  a  result  of  natural  disasters,   some  States'  drug  treatment  services 
were  severely  hampered  or  shut  down  entirely.     To  get  these  services  up 
and  running,  OTI  provided  grants  totaling  $1.8  million  to  programs  in 
California,  Ohio,   South  Carolina,   Puerto  Rico  and  the  Virgin  Islands. 
For  example,   following  the  1990  earthquake  in  the  San  Francisco/Oakland 
area,  grants  were  awarded  for  the  repair  and  restoration  of  a  drug 
treatment  facility,   staff  training  on  prevention  and  treatment  of  Post- 
Traumatic  Stress  Disorder,  and  screening  for  drug  abuse.     In  another 
area,  community  service  providers  received  training  for  referral  of 
clients  to  appropriate  services.     The  Ohio  Department  of  Alcohol  and 
Drug  Addiction  Services  received  a  grant  after  several  devastating 
floods,   with  money  targeted  for  outreach  to  residents  identified  as  at 
high  risk  for  drug  and  alcohol  problems,   and  for  crisis  intervention. 
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After  Hurricane  Hugo  caused  extensive  damage  in  South  Carolina  and  the 
Caribbean,  grants  were  awarded  for  a  wide  array  of  projects  including 
the  repair  of  damaged  facilities,  expansion  of  outreach  services, 
intensified  outreach  and  casefinding,  and  the  purchase  of  specialized 
services  such  as  detoxification  for  patients  in  need. 

TREATMENT  IMPROVEMENT  PROTOCOLS  (TIPS) 

As  part  of  its  State  Systems  Development  Program,  OTI  initiated  a 
program  to  develop  Treatment  Improvement  Protocols  (TIPs)  through  a 
consensus  development  process.     The  process  entails:     the  convening  of 
Federal  panels  to  identify  resources;  the  development  of  protocols  by 
non- Federal  consensus  panels;  and  the  critique  of  the  protocols  by  field 
review  groups.     Two  protocols  have  been  developed  through  this  process: 
"Pregnant,  Substance  Abusing  Women,"  and  "Screening  for  Infectious 
Diseases  Among  Substance  Abusers." 

TREATMENT  IMPROVEMENT  EXCHANGE  (TIE) 

The  Treatment  Improvement  Exchange  (TIE)  is  part  of  the  Alcohol,  Drug 
Abuse,   and  Mental  Health  Services  Block  Grant  technical  assistance 
program.     Under  the  TIE  program,  OTI  identified  a  pool  of  expert 
consultants  available  for  on-site  and  off-site  technical  assistance  in  a 
variety  of  topic  areas.     The  TIE  project  has  also  established  an 
electronic  bulletin  board  to  link  the  State  alcohol  and  other  drug  abuse 
agencies  with  each  other  and  with  OTI.     Under  the  TIE  program,  OTI 
conducted  conferences  and  workshops  on  the  following  topics:  screening 
for  infectious  diseases  among  substance  abusers;  women's  issues  in 
treatment  for  alcohol  and  other  drug  abuse;  treatment  of  pregnant, 
substance -using  women;   treatment  of  drug-exposed  infants;  peer  review; 
Medicaid  funding  of  substance  abuse  services;  and  Supplemental  Security 
Income  for  substance  abusers. 

DRUG  TREATMENT  ENRICHMENT  PROGRAM 

OTI  and  the  Job  Corps  have  joined  together  to  implement  and  evaluate  a 
Drug  Treatment  Enrichment  Program  using  a  comprehensive  approach  that 
includes  early  identification  of  alcohol  and  drug  abuse,  intervention, 
case  management,  counseling  and  support,   and  education.     The  Job  Corps 
currently  provides  alcohol  and  drug  abuse  education  and  intervention 
services  to  Job  Corps  students  through  its  Alcohol  and  Other  Drugs  of 
Abuse  (AODA)  programs.     The  Drug  Treatment  Enrichment  Program  design 
provides  enhancement  of  AODA  and  other  Job  Corps  Program  components, 
with  the  addition  of  new  personnel,   to  provide  an  "enriched 
intervention"  program.     Demonstration  project  activities  include 
identification,   intervention,  education,  and  special  activities.  This 
program  incorporates  a  comprehensive  case  management  approach; 
utilization  of  peer  resources  through  a  variety  of  mechanisms  including 
peer  education,  peer  counseling,  and  peer  support,   intensive  individual 
and  group  education;   and  an  empowerment  model  that  builds  peer  leaders 
and  provides  unique  experiences  that  promote  character  development 
independent  of  alcohol  and  drug  use. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism -NIMH 

(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 

Actual   Appropriation     Current  Estimate  a/  Estimate 


No. 

Amount 

No. 

Amount 

NO. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Admin.  Supplements  

New/Competing  Combined  

817 
(31) 
369 

$182,418 
1,629 
79,638 

884 

(31) 
356 

$208,706 
1,709 
78,925 

884 
(31) 
356 

$208,706 
1,709 
78,925 

910 
(30) 
359 

$227,841 
1,709 
81,490 

Subtotal,  RPGs  

1,186 

263,685 

1,240 

289,340 

1,240 

289,340 

1,269 

31 1 ,040 

Research  Centers  

49 

57,076 

53 

67,713 

53 

67,713 

53 

69,508 

Other  Research  Related  

428 

36,933 

434 

38,601 

434 

38,601 

431 

40,006 

Total,  Research  Grants  

1,663 

357,694 

1,727 

395,654 

1,727 

395,654 

1,753 

420,554 

Research  Training: 

Individual  Awards  

Institutional  Awards  

FTTP 
185 
1,033 

3,530 
23,412 

FTTP 
213 
1,009 

4,041 
22,901 

FTTP 
213 
1,009 

4,041 
22,901 

FTTP 
213 
1,009 

4,041 
22,901 

Total,  Research  Training  

1,218 

26,942 

1,222 

26,942 

1,222 

26,942 

1,222 

26,942 

Res.  and  Dev.  Contracts  

No. 
73 

12,434 

No. 
73 

12,755 

No. 
73 

12,755 

No. 
75 

14,649 

Subtotal,  Extramural  Research.... 

397,070 

435,351 

435,351 

462,145 

Intramural  Research  

Research  Management  &  Support 

FTE 
602 
415 

86,691 

FTE 
602 

95,639 

FTE 
602 

95,639 
40  699 

FTE 
608 

101,571 
43  397 

Total,  Research  

1,017 

521 ,630 

1,017 

574,705 

1,017 

571,689 

1,023 

607,113 

Demonstrations: 

Mental  Health  (CSP)  

Prevention  Demo  

Mental  Health  (Homeless)  

No. 

139 
6 
9 

24,884 
4,880 
5,861 

No. 

134 
6 
9 

24,885 
5.478 
5,861 

No. 

134 
6 
9 

24,885 
5,478 
5,861 

No. 
131 

12 

24,885 
10,861 

Total,  Demo's  

154 

35,625 

149 

36,224 

149 

36,224 

143 

35,746 

Protection  &  Advocacy  

Clinical  Training  

Professional  /  Medical  Education.. 
PATH  Formula  (Homeless)  

56 
161 
9 
56 

15,614 
13,669 
3,112 
33,056 

56 
123 

56 

19,500 
10,835 

30,000 

56 
134 
9 
56 

19,500 
10,835 
3,016 
30,000 

9 
56 

3,016 
30,000 

Total,  NIMH  (FTE)  

(1,017) 

$622,706 

(1,017) 

$671 ,264 

(1,017)  $671,264 

(1 ,023) 

$675,875 

(HIV  non-add)  

(46) 

(75,832) 

(46) 

(79,446) 

(46) 

(79,446) 

(46) 

(83,726) 

a/  Reflects  a  separate  budget  line  for  Professional/Medical  Education.  This  program  is  currently  funded  from  the 
Research  Management  and  Support  budget  line. 
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Overview 

The  National  Institute  of  Mental  Health  (NIMH)  is  the  lead  Federal  agency  for 
issues  of  mental  illness  and  mental  health.     NIMH  is  the  foremost  provider  of 
support  for  mental  health- related  research  throughout  this  country  and  the 
Institute  provides  national  leadership  on  issues  concerning  the  treatment, 
care  and  services  for  people  with  mental  disorders.     In  addition,  its 
intramural  research  program  makes  NIMH  the  largest  scientific  institute  in  the 
world  dedicated  to  both  mental  disorders  and  basic  neuroscience  and  behavioral 
research.     All  of  the  Institute's  programs  are  grounded  in  the  knowledge  that 
an  improved  fundamental  understanding  of  the  biologic,  behavioral  and 
environmental  underpinnings  of  mental  disorders  will  shed  light  on  their 
causes  and  potential  cures,  and  will  lead  to  the  development  of  effective 
treatment  and  care  strategies,  as  well  as,  ultimately,  effective  prevention 
programs.     NIMH  has  also  taken  on  the  leadership  role  in  the  dissemination  and 
implementation  of  research  results  in  service  settings,  by  serving  as  a 
vehicle  for  knowledge  exchange  between  scientists,  clinicians  and  service 
providers  and  through  its  various  demonstration  and  incentive  grants  programs. 
The  Institute's  vision  extends  from  basic  science  to  the  ultimate  use  of 
research  -  addressing  the  individual,  family,  and  national  needs  for  effective 
interventions  and  treatments . 

Strategic  Research  Plans:     Charting  the  Future 

An  estimated  15  percent  of  U.S.  adults  aged  18  and  over  experience  a  mental 
disorder  within  any  given  six  months.     A  further  12  percent  of  children  and 
adolescents  suffer  from  mental  disorders.     During  the  course  of  their  lives, 
about  22  percent  of  the  population  will  experience  a  mental  disorder.  The 
most  recent  estimate  of  the  direct  and  indirect  economic  costs  of  mental 
disorders  (1988)  is  $129  billion  per  year. 

The  wide  prevalence  and  costs  of  mental  disorders  --  for  individuals,  for 
their  families  and  for  society  --  demand  a  strategic  approach  to  expanding  the 
knowledge  base  about  these  illnesses.     A  disorganized  or  strictly  reactive 
approach  just  will  not  provide  answers  quickly  enough.     Therefore,  NIMH  has, 
over  the  past  few  years,  developed  four  major  strategic  research  plans  that, 
taken  together,  will  continue  to  provide  the  framework  for  the  Institute's 
programs  for  years  to  come.     This  strategic  planning  has  moved  the  Institute 
toward  the  development  of  cross-cutting  and  broad-based  research  initiatives 
and  programs  that  not  only  express  the  mission  emphasis,  but  also  will  lead 
more  expeditiously  toward  achieving  the  overarching  goal  of  conquering  mental 
disorders.     The  implementation  agenda  for  each  strategic  plan  is  composed  of 
specific  programmatic  initiatives,  some  of  which  are  outlined  here. 

Caring  for  People  with  Severe  Mental  Disorders:     A  National  Plan  of  Research 
to  Improve  Services 

This  strategic  plan,  prepared  by  three  panels  of  national  experts,  was 
presented  to  the  Congress  in  1991.     It  sets  forth  a  comprehensive,  science- 
based  plan  for  applying  the  full  power  of  the  nation's  research  capability  to 
find  ways  to  improve  services  and  ultimately  the  quality  of  life  for  persons 
with  disabling  mental  illnesses  and  their  families.     A  broad-based  national 
implementation  strategy  is  being  put  into  operation  that  is  based  on  a  true 
national  partnership  of  all  concerned  parties,   including  consumers,  families, 
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care  providers,   researchers,  and  policy  makers  at  local,   State,  and  Federal 
levels.     Key  steps  in  the  implementation  plan  include: 

o  New  NIMH  program  announcements  to  make  known  the  availability  of 

resources  for  research  that  addresses  key  recommendations  in  the 
National  Plan.     Two  new  announcements  have  already  been  issued  to 
encourage  research  on  disability  and  rehabilitation  services  and  on  the 
outcomes  and  effectiveness  of  mental  health  services  for  persons  with 
severe  mental  illnesses. 

o         Other  planned  activities  include  multidisciplinary  research  centers  and 
research  project  grants  focused  on:     clinical  mental  health  services, 
types  of  service  systems,  methods  of  financing  mental  health  services, 
and  ways  to  provide  mental  health  services  in  general  health  care 
settings  for  persons  with  severe  mental  illnesses;  and  research 
training,   scientist  development,  and  dissertation  grants  for  research  on 
services  for  persons  with  severe  mental  illness. 

o  Initiatives  to  increase  active  participation  of  State  and  community 

mental  health  agencies  in  scientific  research  on  services  for  persons 
with  severe  mental  illness. 

o  Knowledge  exchange  initiatives  to  ensure  that  important  results  from 

mental  health  services  research  are  conveyed  among  researchers, 
consumers,   families,  care  providers,  and  public  and  private  service 
agencies . 

NIMH  has  made  a  commitment  to  embark  on  a  new  generation  of  research  into 
treatments  for  severe  mental  disorders  as  a  result  of  the  Caring  for  People 
plan.     Research  will  focus  on  psychopharmacology ,   psychosocial  therapy  or 
combinations  of  treatment  and  on  the  most  effective  strategies  for  actually 
applying  these  treatments  in  real  life  service  settings.     Because  much  current 
clinical  research  is  organized  around  individual  disorders,  cross-cutting 
methodologies  will  be  the  hallmark  of  this  new  generation  of  treatment 
research.     A  Program  Announcement,   Psychotherapeutic  Drug  Discovery  and 
Development  Program,   is  one  of  the  first  activities  NIMH  is  sponsoring  in  this 
major  effort. 

National  Plan  for  Research  on  Child  and  Adolescent  Mental  Disorders 

NIMH  has  established  an  Institute-wide  Consortium  for  Research  on  Child  and 
Adolescent  Mental  Disorders,   as  recommended  in  the  Institute  of  Medicine  study 
and  in  the  National  Plan  for  Research  on  Child  and  Adolescent  Mental 
Disorders .     This  Consortium  has  major  responsibility  for  implementing 
recommendations  of  the  Plan  that  include: 

o  Basic  studies  of  genetic  factors  which  may  increase  a  child's 

vulnerability  to  autism,  affective  and  anxiety  disorders,  Tourette's 
syndrome,  as  well  as  attentional  and  learning  disorders.     Children  will 
be  included  in  ongoing  genetic  linkage  studies  of  mental  disorders  in 
adults,   such  as  bipolar  disorder  and  schizophrenia  (where  age  of  onset 
is  often  in  adolescence).     Such  studies  will  examine  the  relative  roles 
that  environmental  and  genetic  factors  play  in  the  development  of  mental 
disorders  in  youth  and  adulthood. 
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o  Longitudinal  studies  to  understand  the  development  of  mental  disorders 

in  children  and  adolescents.     This  approach  is  essential  to  determine  if 
the  disorders  of  childhood  and  adolescence  are  the  same  disorders  (with 
the  same  underlying  causes  and  response  to  treatment)  as  adult 
disorders;   to  investigate  the  variability  of  disorders  in  youth,  that 
seem  to  "wax  and  wane;"  and  to  examine  the  long  term  outcomes  of  co- 
occurring  disorders. 

o         Research  is  vitally  needed  on  the  role  of  the  co-occurrence  of  substance 
abuse  in  the  etiology  of  a  variety  of  mental  disorders  and  the  role  of 
mental  disorder  as  a  risk  factor  for  youth  suicide. 

o  Psychosocial  treatment  research  has  lagged  behind  psychopharmacologic 

research  in  the  same  age  range,  even  though  the  psychosocial  treatments 
are  the  most  common  form  of  treatment  provided  by  practitioners. 

o  Service  system  research  on  the  organization,   delivery,   and  financing  of 

care  for  mentally  ill  children  and  adolescents.     Research  demonstration 
projects  to  study  and  evaluate  the  integration  of  care  across  the 
fragmented  and  often  haphazardedly-distributed  variety  of  service 
systems,   including  mental  health,  educational,   and  juvenile  justice 
arenas . 

o         A  new  program  of  awareness,  recognition,  and  treatment  of  children's 
mental  disorders  (similar  to  the  D/ART  program),   to  decrease  stigma, 
increase  awareness,   facilitate  the  exchange  of  knowledge  and  new 
research  to  clinicians,   and  reduce  the  longer-term  morbidity  associated 
with  the  failure  to  recognize  or  treat  these  conditions  is  under 
development . 

Most  importantly,    the  numbers  of  capable  scientists  to  conduct  child  and 
adolescent  psychopathology  research  must  be  increased.     New  initiatives  will 
be  undertaken  to  increase  the  numbers  of  highly  trained  researchers  in  the 
area  of  child  and  adolescent  mental  disorders. 

The  Decade  of  the  Brain  Plan  -  -  Approaching;  the  21st  Century:  Opportunities 
for  NIMH  Neuroscience  Research 

The  neurosciences  constitute  a  rapidly  developing  field  where  research 
directions  are  being  continuously  reshaped  in  light  of  new  empirical  data  and 
new  theoretical  considerations.     The  array  of  specialized  fields  required  to 
clarify  the  relationships  between  brain  processes  and  the  complexities  of 
human  behavior  demand  an  integrated,  multidiscipl inary  approach.  Several 
major  initiatives  are  underway,  including: 

o  The  new  Silvio  Conte  Centers  Program  -  to  provide  a  unifying  research 

framework  for  collaborations  to  pursue  newly  formed  hypotheses  of  brain- 
behavior  relationships  in  mental  illness  through  innovative  research 
designs  and  state-of-the-art  technologies.     At  the  suggestion  of  the 
Senate  Appropriations  Committee,  NIMH  dedicated  three  Centers  for 
Neuroscience  to  the  memory  of  the  late  Representative,  a  champion  of  the 
severely  mentally  ill.     The  Conte  Centers  are:     "Molecular  and  Cellular 
Signalling  in  Synaptic  Plasticity,"  at  Stanford  University;   "Analysis  of 
Long-term  Changes  in  the  Mammalian  Brain,"  at  the  University  of 
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California  at  San  Francisco;  and  "Neuronal  Populations  and  Behavior"  at 
Northwestern  University. 

o  The  Human  Brain  Project  -  The  Institute  of  Medicine  has  enthusiastically 

endorsed  the  development  of  computer  databases  and  three  dimensional 
models  of  the  human  brain.     The  mapping  project  intends  to  use  the 
anatomy  of  the  brain  as  a  baseline  and  layer  on  sections  showing  the 
location  of  neurotransmitters,  drug  binding  areas,  and  sectors  affected 
by  diseases.     This  initiative  will  use  cutting-edge  imaging,  computer 
and  network  technologies  to  develop  and  establish  a  comprehensive 
neuroscience  database  accessible  via  an  international  computer  network. 
Beyond  the  creation  of  a  valuable  research  and  clinical  tool,   it  is 
likely  that  this  project  will  play  an  important  role  in  shaping 
information  management  for  the  early  part  of  the  twenty-first  century. 

o  New  brain  imaging  technologies  -  to  allow  direct  observation  of  the 

active  brain.     During  the  next  decade,  researchers  will  use  these 
technologies  to  search  for  the  structural  and  biochemical  defects 
associated  with  mental  illnesses.     These  efforts  may  lead  to  routine 
diagnostic  tests  that  will  aid  physicians  in  treating  behavioral 
disorders  in  the  same  way  that  an  orthopedist  uses  an  x-ray  to  diagnose 
and  treat  fractures.     The  Decade  of  the  Brain  Report  urged  that  NIMH 
establish  Brain  Imaging  Centers  with  the  capacity  for  PET,  MRI ,  MRS, 
MEG,   and  other  imaging  technologies,  with  the  long-term  goal  of 
establishing  10  such  Centers.     NIMH  is  planning  to  release  a  new  program 
announcement  on  Neuroimaging  in  1992. 

o  A  program  to  develop  promising  new  drug  molecules  and  produce  useful 

psychotherapeutic  medications.     New  compounds  can  be  identified  through: 
the  NIMH  screening  program;  contact  with  organizations  that  are 
interested  in  developing  new  drugs  from  new  sources  such  as  the  Council 
on  Ocean  Affairs;  and  contacts  with  entrepreneurial  scientists  here  and 
abroad . 

o         A  new  psychopharmacology  clinical  trials  network  is  under  development. 
Linked  by  cooperative  agreements,   the  Psychopharmacology  Research 
Network  would  provide  centers  of  research  expertise  and  technology  with 
the  capacity  to  rapidly  evaluate  the  pharmacologic  treatment  of  a  broad 
range  of  disorders. 

National  Plan  for  Schizophrenia  Research 

At  this  stage  of  the  implementation  of  the  National  Plan  for  Schizophrenia 
Research,   those  areas  which  have  the  greatest  promise  and  which  require 
significant  efforts  include: 

o  Increasing  the  sophistication  of  studies  of  environmental  risk  factors 

that  may  interact  with  genetic  predisposition  to  produce  the  clinical 
symptoms  of  schizophrenia. 

o  In  coordination  with  the  medications  development  and  treatment 

enhancement  initiatives,   the  schizophrenia  program  will  seek  new 
treatment  approaches  and  assessment  of  combined  treatments  encompassing 
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novel  rehabilitation  approaches  to  improve  the  quality  of  life  for 
schizophrenic  individuals  and  their  families. 

o  Capitalizing  on  the  opportunities  for  schizophrenia  research  emerging 

from  the  increasing  sophistication  of  imaging  technology. 

With  3  million  Americans  affected  by  schizophrenia,   reducing  rates  of  relapse 
has  major  public  health  implications.     Researchers  now  are  refining  a 
schizophrenia  patient  treatment  package  consisting  of  maintenance  medication, 
individual  behavioral -based  social  skills  training  for  the  schizophrenic 
patients,  and  interventions  for  their  families  in  which  specific  information 
about  schizophrenia  and  an  array  of  coping  skills  were  taught.     Earlier,   in  a 
controlled  one-year  research  trial,  no  patients  receiving  this  combined 
treatment  protocol  relapsed;  by  comparison,  one-third  of  patients  who  received 
identical  treatment,  with  the  exception  of  the  family  intervention,  relapsed. 
Similar  types  of  research  are  being  directed  toward  other  mental  disorders. 

Mental  Disorders  in  Priority  Populations 

Beyond  the  strategic  research  plans  and  new  program  initiatives,  NIMH 
continues  to  support  research  on  mental  disorders  that  disproportionately  or 
differently  affect  women,   the  elderly,  minority  groups,   and  rural  and  homeless 
populations . 

Women  -  Gender  differences  in  diagnosis  and  treatment  are  a  promising  research 
area  in  the  1990s.     Although  various  social  factors,  such  as  attitudes  and 
sex-role  stereotyping,  may  be  operating,   scientists  are  increasingly  showing 
that  the  sexes  are  different  because  the  brain  develops  uniquely  in  men  and 
women.     The  brain  processes  information  differently  in  each  sex  resulting  in 
alternative  perceptions,  priorities  and  behavior.     For  example,  research  is 
needed  to  scientifically  evaluate  psychiatric  diagnostic  categories  to  see  if 
normal  processes  in  women  are  sometimes  viewed  as  pathological  because  the 
baselines  were  established  in  males.     In  response  to  these  issues,  NIMH 
released  a  new  program  announcement  "Special  Issues  in  Women's  Health  Over  the 
Life  Cycle"  to  support  studies  of  basic,   clinical  and  epidemiological  research 
in  women's  mental  health. 

Mental  Disorders  of  the  Aging/Alzheimer's  Disease  -  Depression,  sleep 
disorders,  anxiety  disorders,  drug  side  effects,  dementias  from  all  causes  and 
suicide  are  subjects  of  NIMH  research  studies  in  older  Americans.  NIMH 
neuroscience  and  genetics  research  are  major  contributors  in  the  search  for 
causes  of  Alzheimer's  disease  and  treatment  for  its  victims.  Future 
directions  of  Alzheimer's  disease  research  at  NIMH  include:     the  search  for 
genetic  determinants  of  growth,  development  and  regeneration  of  nervous 
tissue;  and  the  identification  of  genetic  and  biological  markers  for 
Alzheimer's  disease  to  help  clinicians  make  an  early,  accurate  diagnosis. 

Minority  Training  and  Mental  Health     -  Some  estimates  suggest  that  by  the  year 
2000,  Black  Americans,  Hispanic  Americans,  Asian  Americans,  and  American 
Indians/Alaska  Natives  will  collectively  comprise  almost  one-third  of  our 
nation's  population.     Within-in  group  variability  of  each  of  these  minorities 
complicates  diagnosis  and  treatment.     NIMH  research  and  research  training  will 
address  differences  in  language  and  cultural  meaning  ascribed  to  different 
disorders,   the  degree  of  individual  identification  with  the  minority  group, 


858 


and  the  special  strengths  or  needs  many  minority  individuals  bring  to  therapy. 

Rural  Populations  -  While  farm  life  has  been  idealized  as  the  opposite  of  the 
stressful  big  city  experience,   levels  of  psychosis  in  rural  areas  appear  to 
match  those  of  the  cities.     And  since  most  rural  areas  do  not  have  a 
psychiatrist,  psychologist  or  social  worker  for  hundreds  of  miles,  there  is  a 
net  effect  of  increased  prevalence  because  people  do  not  receive  treatment. 
NIMH  supports  rural  mental  health  research  on  five  general  topics: 
epidemiology,  behavioral  and  psychological  conditions,  mental  health  services, 
Community  Support  Program  research  demonstrations,  and  Child  and  Adolescent 
Service  System  Program  research  demonstrations.     NIMH  funds  three  research 
centers  focused  on  rural  mental  health,  one  in  Iowa  to  study  the  role  of 
families  in  reducing  consequences  of  stress  in  rural  areas,  one  in  Arkansas  to 
study  mental  health  services  for  rural  populations,  and  another  in  Wisconsin 
to  examine  the  organization  and  financing  of  services  in  nine  rural  counties. 

Homeless  Mentally  111  -  One -third  of  the  Nation's  homeless  are  suffering  from 
severe  mental  illness.     To  address  this  serious  problem,  NIMH,   through  its 
National  Advisory  Mental  Health  Council,  and  the  National  Mental  Health 
Leadership  Forum  sponsored  a  national  public  hearing  on  severe  mental  illness 
and  homelessness  as  part  of  the  "Mental  Illness  in  America"  series.  Leading 
experts  in  the  field  of  mental  health  from  all  over  the  country  spoke,  along 
with  people  whose  lives  have  been  affected  by  severe  mental  illness,   and  in 
some  cases,  complicated  by  homelessness.     The  hearing  explored  medical, 
behavioral,   sociological  and  financial  issues  associated  with  severe  mental 
illness.     People  in  need  are  often  excluded  from  programs  for  the  homeless 
because  they  are  mentally  ill  and  excluded  from  programs  for  the  mentally  ill 
because  they  are  homeless. 

The  hearing  provided  invaluable  testimony  for  the  Federal  Interdepartmental 
Task  Force  on  Homelessness  and  Severe  Mental  Illness,  chaired  by  the  Acting 
Director  of  NIMH.     In  February  1992,   the  Task  Force  will  submit  a  report  to 
Secretary  Sullivan  and  the  Interagency  Council  on  the  Homeless  outlining  an 
appropriate  course  of  action  (e.g.   legislative  proposals,  regulations,  and/or 
administrative  actions)  to  guide  the  Executive  Branch  in  assisting  States  and 
localities  to  meet  more  effectively  the  housing,   treatment,  and  support  needs 
of  homeless  and  severely  mentally  ill  persons.     The  Task  Force  also  developed 
recommendations  for  consideration  by  State  and  local  organizations,  both 
public  and  private.     A  major  feature  of  the  Homeless  Task  Force's  work  is  the 
ACCESS  program  outlined  in  more  detail  later  in  this  Budget  Request. 

AIDS  Mental  Health  Issues 

The  significance  of  the  interactions  among  neurologic,   immune,  and  behavioral 
factors  of  HIV  infection  are  the  subject  of  ongoing  NIMH  supported  research. 
It  is  now  accepted  that  HIV  enters  the  central  nervous  system  (CNS)  early  in 
the  course  of  the  disease  producing  a  range  of  nervous  system  impairments.  In 
25  percent  of  HIV  patients,  CNS  impairment  was  the  first  symptom  manifested, 
and  in  9  percent  it  was  the  only  clinical  symptom  occurring  before 
confirmation  of  HIV  seropositivity .     The  1993  budget  request  continues  a 
decade  of  research  and  training  programs  to  prevent  the  spread  of  HIV 
infection.     Specific  initiatives  are  underway  to  develop  prevention  strategies 
targeted  to  high  risk  behaviors  and  groups  at  high  risk  for  HIV  infection  to 
prevent  the  further  spread  of  HIV;   to  characterize  the  interaction  of  the 
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brain  and  the  HIV  virus  as  they  impact  on  immune  functioning,   and  to  develop 
therapeutic  agents  to  delay  further  cognitive  and  mental  dysfunction  in  HIV 
infected  individuals  and  those  with  AIDS.     Emerging  research  results  suggest 
that  successful  prevention  strategies  include  increasing  the  sense  of  personal 
vulnerability,  enhancing  self -efficacy  through  cognitive  and  skill -based 
approaches,  and  changing  group/community  norms  regarding  protective  behaviors. 
Unfortunately,  psychological  distress  and  poor  mental  health  functioning  may 
adversely  affect  an  individual's  attempts  to  change  risk  patterns  of  behavior. 

Public  Information  and  Education 

An  ongoing  mission  of  NIMH  is  to  educate  the  public  about  mental  illness  and 
establish  for  the  mental  disorders  a  place  in  the  nation's  health  agenda 
commensurate  with  their  enormous  social,  psychological,  and  economic  costs. 
As  part  of  these  efforts,   the  NIMH  National  Advisory  Mental  Health  Council  and 
the  National  Mental  Health  Leadership  Forum  are  sponsoring  a  series  of 
hearings  on  mental  illness  in  America.     The  hearings  involved  a  wide  audience 
including  health  and  mental  health  professionals,  consumers,  religious 
leaders,  public  officials,  advocates  and  other  members  of  the  public. 

The  first  hearing  explored  mental  illness  in  rural  America  and  was  held  in 
Marshall,  Minnesota,  America's  most  rural  congressional  district.  An 
announcement  to  stimulate  research  on  rural  mental  health  issues  was  revised 
to  include  topics  that  emerged  at  the  hearing,   in  particular  the  roles  of 
primary  health  care  providers  in  serving  mentally  ill  persons,  effective 
outreach  services,   and  the  effectiveness  of  preventive  interventions.  The 
second  hearing  on  Child  and  Adolescent  Mental  Disorders  was  held  in  Los 
Angeles,   California.     One  hundred  witnesses  testified  to  the  unique 
circumstances  of  childhood  mental  illness.     The  finding  that  service  system 
fragmentation  forces  children  to  squeeze  into  available  services  has  led  to  an 
initiative  to  increase  studies  of  child  service  systems  and  ways  to  improve 
them.     The  final  hearing  took  place  in  Chicago,   Illinois  and  explored  Severe 
Mental  Illness  and  Homelessness .     The  information  gathered  at  this  hearing  is 
expected  to  inform  future_rese.arch-.on  homelessness  and  mental  illness  in 
important  ways. 

Panic  Disorder  Public  Education  Campaign  -  The  NIMH  Panic  Disorder  Prevention 
and  Public  Education  Program  (PDP)  was  launched  in  response  to  recommendations 
of  a  Consensus  Development  Conference  sponsored  by  NIMH  and  the  National 
Institutes  of  Health.     This  three -year  effort  to  reach  the  general  public, 
people  with  panic  disorder  and  their  friends  and  families,  health  care 
practitioners,  and  businesses  is  described  more  fully  in  the  research  section. 

Childhood  -  An  exceptional  public  television  series  supported  in  part  by  NIMH 
aired  in  the  Fall  of  1991.     "Childhood,"  and  eight-part  series  produced  by 
WNET/Thirteen ,   examines  human  development  from  birth  through  puberty, 
historically  and  across  cultures.     Incorporating  findings  from  developmental 
psychology,  anthropology,  sociology,  history,  and  education,  the  series  shows 
how  current  research  sheds  light  on  age-old  questions  about  infancy  and 
childhood.     Topics  of  importance  to  mental  health  include  the  capabilities  of 
the  newborn,  early  child-rearing  practices,  gender  differences,  and  the 
importance  of  family  and  peer  relationships  in  healthy  growth  and  development. 
Aimed  at  a  broad  general  audience,   the  series  should  enhance  public 
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recognition  of  mental  health  issues  in  infancy  and  childhood,   as  well  as 
increase  awareness  of  the  importance  of  continuing  research. 

Publications  -  NIMH  continues  to  disseminate  information  to  the  public  on 
mental  disorders.     Some  examples  of  NIMH-produced  titles  available  from  the 
Government  Printing  Office  are:     Alzheimer's  Disease  Treatment  and  Family 
Stress:     Directions  for  Research  (ADM) 89  - 1569 ;   Caring  About  Kids:     Helping  the 
Hyperactive  Child  (ADM) 85 -561;   and  If  You're  Over  65  and  Feeling 
Depressed. . .Treatment  Brings  New  Hope  (ADM) 90 - 1653 .     The  latest  publications 
include:     Mental  Health  Services  for  Refugees  (ADM) 91- 1824 ;  Let' s  Talk  About 
Depression  (ADM)91-1695 ;  and  What  To  Do  When  an  Employee  Is  Depressed:  A 
Guide  for  Supervisors  (ADM)91-179. 
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A.  Research 

Authorizing  Legislation  -  Sections  301,  487,  and  501  of  the  Public  Health 
Service  Act. 

FY  1991  FY  1992                        FY  1993                      Increase  or 

 Actual   Current  Estimate   Estimate   Decrease  

PTE                        BA  FTE                        BA      FTE                        BA    FTE  BA 

1,017  $521,630,000  1,017  $571,689,000      1,023  $607,113,000    +6  +$35,424,000 

1993  Authorization: 

Section  301   Indefinite 

Sections  487  and  501   Expired 


Purpose  and  Method  of  Operation 

During  the  Decade  of  the  Brain,   the  1990s,  significant  efforts  to  confront 
previously  neglected  public  mental  health  issues  and  unprecedented  progress  in 
brain  and  behavioral  sciences  are  converging  to  make  it  possible  to  effect 
needed  changes  on  behalf  on  the  mentally  ill.     It  is  now  clear  that  mental 
illnesses  are  brain-related  disorders  resulting  from  the  combined  influences 
of  biological  and  psychosocial  factors.     The  1993  Budget  Request  advances 
progress  towards  a  solid,  scientific  basis  for  understanding  and  treating 
mental  disorders. 

The  NIMH  research  program  generates  new  information  about  the  causes, 
diagnosis,  treatment,  prevention,  and  control  of  mental  disorders.  In 
addition  to  nearly  600  scientists  and  staff  in  its  own  intramural  research 
program,  NIMH  is  the  principal  source  of  financial  support  for  the  Nation's 
research  efforts  on  mental  health  through  its  extramural  activities.  NIMH 
funds  extramural  research  programs  through  several  mechanisms:  grants, 
contracts,  and  cooperative  agreements.     Scientists  dedicated  to  mental  health 
are  developed  and  supported  through  the  research  training  and  research  career 
programs  which  also  support  the  infrastructure  necessary  for  research  to 
prosper  in  a  broad  range  of  settings.     NIMH  also  supports  ADAMHA's  Science 
Education  Partnership  Awards  program  that  brings  scientists  and  creative 
educators  together  to  produce  videos,  model  curriculum  materials,  and 
interactive  exhibits  that  stimulate  excitement  about  the  health  sciences. 

The  September  1991  issue  of  Science  magazine  recognized  the  NIMH  Intramural 
Program  for  being  among  the  top  three  U.S.   institutions  in  neuroscience  and 
behavior  cited  by  others  in  their  research.     Intramural  research  papers  were 
cited  9944  times  in  1185  papers  between  1986  and  1990.     In  addition,  many  NIMH 
grantees  were  honored  for  their  research  contributions  in  1991.  Patricia 
Goldman-Rakic ,  Ph.D.  received  the  Lieber  Award  from  the  National  Association 
for  Research  on  Schizophrenia  and  Depression.     Daniel  R.  Weinberger,  M.D. 
received  the  American  Psychiatric  Association  Award  for  Research,   the  highest 
award  of  this  type,  for  lifetime  achievements  in  neural  mechanisms  of 
cognitive  functioning.     One  of  NIMH's  researchers  in  schizophrenia,  Stephen 
Rayport,  M.D. ,  was  awarded  the  American  Psychiatric  Association  Young 
Psychiatrists  Research  Award.     An  NIMH  Intramural  scientist,  Miles  Herkenham, 
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Ph.D. ,  received  the  Matilda  Solovey  Award  for  outstanding  research  in  the 
neurobiology  of  central  nervous  system  diseases. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988                                                                      $336,414,000  957 

1989                                                                     393,693,000  975 

1990                                                                       449,485,000  982 

1991                                                                     521,630,000  1,017 

1992                                                                     571,689,000  1,017 


Rationale  for  the  Budget  Request 

The  1993  budget  request  includes  a  6.2  percent  increase  over  1992.  Since 
America's  biomedical  research  network  is  founded  on  investigator- initiated 
grants,   the  1993  President's  Budget  provides  a  higher  increase,  7.5,  percent 
for  research  project  grants  than  other  research  mechanisms.     The  total  number 
of  grants  increases  from  1,240  in  1992  to  1,269  in  the  President's  request, 
and  the  number  of  competing  grants  increases  by  3  to  359. 

Research  centers  stimulate  and  enable  research  on  mental  disorders  that  could 
not  take  place  without  the  particular  combination  of  facilities  and 
environment  that  centers  provide.     They  produce  a  critical  mass  where 
multiple,  wide  ranging  research  approaches  are  facilitated  by  the 
infrastructure  of  the  center.     In  1991,  NIMH  revised  its  research  center 
program  and  moved  to  supporting  two  categories:     developing  centers  and  mature 
centers.     The  1993  request  maintains  the  current  level  of  53  centers  and 
provides  a  2.6  percent  increase  in  funding.     Intramural  research,  other 
research  project  grants,   and  research  training  are  supported  at  the  1992  level 
with  the  exception  of  the  new  Science  Education  Partnership  Awards,  which  will 
be  essentially  doubled  to  11  grants  for  an  increase  of  $1.4  million  over  1992. 
Research  and  development  contracts  are  increased  14.8  percent  as  this 
mechanism  is  vital  to  support  the  medications  development  initiative.  The 
medications  development  initiative  increase  is  $2.7  million  over  1992.  The 
success  rate  in  the  1993  request  would  be  23  percent  as  compared  to  a  success 
rate  of  24  percent  in  1992. 

Across  all  mechanisms,   the  NIMH  biotechnology  and  molecular  medicine 
initiatives  will  share  an  increase  of  $14.7  million.     These  multifaceted 
programs  include  the  genetic  studies  of  schizophrenia,  bipolar  (manic- 
depressive)  disorder,  and  Alzheimer's  disease;   the  genebank;  neuroimaging 
advancements;   and  important  advancements  in  the  Human  Brain  Project.  The 
remaining  increase  of  $13.9  million  over  1992  will  address  high  priority 
issues  in:     identified  populations,   the  NIMH  strategic  plans,   and  a  new 
treatment  research  enhancement  program. 

An  outgrowth  of  the  Caring,  for  People  plan,   the  Treatment  Research  Enhancement 
Program  is  a  major  new  research  program  emphasis  on  effective  treatments  for 
mental  disorders.     Intensified  efforts  are  planned  across  the  Institute. 
Treatment  research  encompasses  studies  of  the  effectiveness  of  a  particular 
treatment  and  also  the  way  service  systems  affect  the  delivery  of  treatment 
and  its  cost-effectiveness.     Priorities  include  the  development  of  new 
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treatment  approaches  and  assessment  of  promising  combined 

psychopharmacological  and  psychosocial  approaches  to  improve  our  understanding 
of  which  treatments  are  most  efficacious  at  each  stage  of  an  individual's 
illness . 

The  newly  established  psychotherapeutic  drug  development  program  anticipates 
the  formation  of  new  medications.     The  program  is  designed  to  speed  and 
enhance  the  translation  of  interesting  discoveries  into  clinically  useful 
drugs  and  to  improve  treatments  with  existing  drugs  by  carrying  out  clinical 
trials  to  test  the  safety  and  efficacy  of  new  regimens  that  have  emerged  from 
clinical  practice  but  have  not  yet  been  tested.     Another  effort  of  the  program 
is  to  develop  new  ways  of  evaluating  the  effects  of  psychotherapeutic  drugs 
using  non- invasive  techniques.     The  latter  approach  also  will  provide  the 
foundation  for  developing  new  and  more  applicable  animal  models. 

To  accelerate  testing  of  new  treatments  in  difficult  to  access  populations,  a 
new  clinical  trials  network  is  under  development.     Linked  by  cooperative 
agreements ,   the  network  would  provide  centers  of  research  expertise  and 
technology  with  the  capacity  to  evaluate  rapidly  the  treatment  of  disorders  in 
both  inpatient  and  ambulatory  care  settings.     This  network  will  complement  the 
development  of  the  intramural  experimental  psychopharmacology  program  which 
will  have  the  capacity  for. both  Phase  I  and  Phase  II  studies  of  potential 
psychotherapeutic  medications. 

NIMH  is  advancing  its  program  to  develop  psychotherapeutic  agents  from  natural 
sources  that  may  have  potential  for  treatment  of  HIV  infection  in  the  brain. 
NIMH  will  receive  plant  and  animal  samples  with  the  potential  for  yielding 
such  drugs  from  the  National  Cancer  Institute's  Natural  Products  Screening 
Program.     These  efforts  will  be  augmented  with  research  on  the  effects  of 
psychopharmacologic  agents  used  in  the  treatment  of  psychological  sequelae  of 
HIV  infection  and  their  interaction  with  anti-HIV  drugs.     This  research  will 
provide  a  better  understanding  of  the  potential  effects  of  these  medications 
on  risk-taking  behavior,  which  is  critical  in  the  development  of  effective 
AIDS  prevention  strategies. 

In  pursuit  of  this  and  its  many  other  goals  the  Institute  employs  a 
comprehensive  range  of  research  approaches,   including:     biological  and 
behavioral  studies  of  fundamental  processes;   studies  of  clinical  applications 
in  real-world  practice  settings;   and  research  demonstrations  of  innovative 
service  delivery  and  prevention  models  that  are  carefully  designed  to  expand 
knowledge  while  also  guiding  improvements  in  the  Nation's  mental  health 
service  systems.     This  research  is  undertaken  in  a  wide  array  of  disciplines: 
biology,  psychology,   epidemiology  and  the  other  social  sciences,   and  often 
entails  multidisciplinary  approaches.     NIMH  also  collects  data  on  the 
incidence,  prevalence,   and  resources  for  treatment  of  mental  disorders.  The 
Institute  also  assists  State  and  local  agencies  in  designing  and  evaluating 
more  effective  programs  that  incorporate  standardized  data  collection. 

I .         Services  Research:   Caring  for  Adults  with  Severe  Mental  Disorders 

NIMH  is  moving  rapidly  to  respond  to  the  recommendations  in  its  newest 
national  plan,   Caring  for  People  with  Severe  Mental  Disorders:     A  National 
Plan  of  Research  to  Improve  Services.     NIMH  funds  services  research  on  the 
organization,   financing,   delivery,   quality,   and  effectiveness  of  care  for 
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persons  with  severe  mental  illness,   conducted  in  response  to  recommendations 
contained  in  the  National  Plan  that  have  informed  the  selection  of  projects 
and  the  direction  of  lines  of  inquiry.     A  draft  multi-year  implementation 
strategy  was  presented  to  the  National  Advisory  Mental  Health  Council  at  its 
December  1991  meeting.     Meetings  are  planned  in  early  1992  to  secure  the 
widest  possible  participation  of  consumers,  family  members,  administrators, 
and  policy-makers  in  the  development  of  this  strategy. 

New  research  grants  have  been  awarded  to  address  research  gaps  and  needs 
identified  in  the  plan  and  to  study  the  best  ways  of  organizing,  financing, 
and  delivering  services  to  persons  with  severe  mental  illness.     Grants  were 
awarded  to: 

o  the  University  of  Kentucky  --  to  examine  effectiveness  of  different 

types  of  organizations  for  multi -agency  services. 

o         Rochester,  NY,  Modesto,  CA,  and  Long  Beach,  CA  --  to  test  the 
effectiveness  of  capitation  as  a  strategy  of  financing  care. 

o  the  University  of  California  at  San  Francisco  --  to  assess  the  cost- 

effectiveness  of  6  different  types  of  outpatient  treatments  for 
schizophrenia . 

o  the  University  of  Wisconsin  and  the  New  York  State  Psychiatric  Institute 

--  to  study  effects  on  families  and  service  providers  of  caring  for 
persons  with  severe  mental  illness. 

New  NIMH  program  announcements  are  being  developed  to  increase  awareness  of 
the  availability  of  additional  resources  for  research  that  addresses  key 
recommendations  in  the  National  Plan.     A  new  announcement  has  been  issued  to 
encourage  research  on  disabilities  resulting  from  severe  mental  disorders  and 
rehabilitation  services  for  persons  with  these  disorders.     Other  new 
announcements  are  planned  for  release  in  early  1992. 

Five  multidisciplinary  research  centers  on  the  organization  and  financing  of 
mental  health  care  are  being  supported  at  Johns  Hopkins  University-University 
of  Maryland,  Rutgers  University,   the  University  of  Wisconsin-Madison,  Oregon 
Health  Sciences  University,  and  the  Western  Consortium  for  Public  Health  in 
Berkeley.     Services  for  rural  persons  with  severe  mental  illness  are  a  major 
emphasis  of  the  University  of  Wisconsin-Madison  center  and  a  NIMH  rural 
research  center  at  the  University  of  Arkansas  for  Medical  Science  in  Little 
Rock.     Self-help  services  for  persons  with  severe  mental  illness  are  being 
studied  by  two  NIMH  self-help  research  centers  at  the  University  of  Michigan 
and  the  Western  Consortium  for  Public  Health.     Services  for  minority  persons 
with  severe  mental  illness  are  being  studied  at  these  centers  and  by  NIMH 
minority  mental  health  research  centers  in  California,  Colorado,  Michigan,  New 
York,  and  Texas. 

Public -Academic  Liaison  (PAL)   -  NIMH  has  established  and  continues  to  support 
a  Public -Academic  Liaison  (PAL)  initiative  to  assist  in  developing  more 
effective  collaborations  between  academic  researchers  and  State  and  other 
public  sector  agencies  that  are  heavily  involved  in  providing  care  to  persons 
with  severe  mental  illness.     A  national  PAL  fellowship  program  has  been  funded 
through  the  Research  Institute  of  the  National  Association  of  State  Mental 
Health  Program  Directors   (NASMHPD)   to  place  postdoctoral  fellows  for  two  years 
in  public  sector  mental  health  agencies  to  conduct  services  research  while 
also  taking  advanced  research  training  at  a  cooperating  university.  Eight 
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fellows  have  been  placed  at  State  and  other  public  mental  health  agencies  in 
Illinois,    Indiana,  Massachusetts,   New  York,   Pennsylvania,   South  Carolina,  and 
Washington . 

Comorbidity  -  NIMH  epidemiologic  studies  have  shown  that  rates  of  co-occurring 
substance  abuse  disorders  are  particularly  high  among  persons  with  severe 
mental  disorders.     Among  persons  with  schizophrenia,   the  lifetime  rate  of 
substance  dependence  -  abuse  is  47  percent;   among  persons  with  bipolar 
depression  (manic-depression),   the  rate  increases  to  56  percent.     In  addition, 
little  reliable  information  exists  on  the  prevalence  of  co-occurring  mental 
and  substance  abuse  disorders  among  jail  populations.     Most  studies  to  date 
have  examined  only  the  presence  or  absence  of  single  disorders.     Based  on  a 
sample  of  men  incarcerated  in  a  large  urban  jail,   a  recent  NIMH  study  has 
found  that  the  vast  majority  of  severely  ill  detainees,    those  with 
schizophrenia  and  major  depressive  disorders,   also  had  alcohol  and  drug  abuse 
disorders.     Of  the  current  severely  ill  (symptoms  shown  within  2  weeks  of 
interview),   73  percent  also  had  either  alcohol  or  drug  use  disorder,  while 
lifetime  co-occurring  disorder  rates  were  even  higher  (94  percent) . 
Extrapolating  to  the  latest  jail  census   (343,569  in  1990),   the  researchers 
estimate  that  over  20,000  detainees  in  U.S.  jails  have  a  current  and  severe 
mental  disorder,   and  of  these,   about  14,000  also  have  a  current  substance  use 
disorder.     While  the  underlying  etiologic  mechanisms  remain  undiscovered, 
common  neurotransmitter  systems  have  been  identified  for  some  mental  and 
addictive  disorders.     One  major  study  developed  and  refined  instruments  to 
ascertain  rates  of  independent  and  co-occurring  psychiatric  and  substance 
abuse  disorders  among  Native  American  adolescents  and  to  measure  these 
adolescents'  use  of  mental  health  and  substance  abuse  services. 

II .       Child  and  Adolescent  Mental  Disorders 

Twelve  percent  or  8.1  million,   of  the  country's  68  million  youths  18  or  under 
have  mental,  behavioral,   or  developmental  disorders;   nearly  one-half  of  them 
are  believed  to  be  severely  handicapped  by  their  illness.     Yet  only  one-third 
get  treatment,   and  many  may  not  be  getting  appropriate  care.     A  goal  of  the 
HHS  objectives,   Healthy  People  2000,   is  to  reduce  to  less  than  10  percent  the 
prevalence  of  mental  disorders  among  children  and  adolescents.  The  NIMH-wide 
Consortium  for  Research  in  Child  and  Adolescent  Mental  Disorders  has  major 
responsibility  for  implementing  recommendations  of  the  National  Plan  for 
Research  on  Child  and  Adolescent  Mental  Disorders.     NIMH  also  is  collaborating 
with  several  major  foundations  to  gather  experts  for  a  meeting  in  Spring  1992 
to  gauge  sources  of  private  and  public  funding  for  this  much  needed  research. 
Preliminary  efforts  have  led  one  foundation  to  sponsor  and  fund  two 
Developmental  Child  Centers.     NIMH  will  employ  similar  efforts  to  link  and 
coordinate  branches  of  the  federal  government  with  complementary  interests  in 
this  area. 

During  1991,  NIMH  funded  programs  at  two  new  research  centers.     The  first  is 
focused  on  the  Psychobiology  of  Depression  in  Children  and  Adolescents 
(University  of  Pittsburgh) ,  which  promises  to  provide  a  landmark  series  of 
studies  investigating  depressive  illness  in  childhood  and  early  adolescence. 
The  second  is  at  UCLA  on  Family  Studies  of  Childhood  Psychiatric  Disorders. 
This  program  will  study  several  major  child  and  adolescent  mental  disorders, 
each  with  existing  evidence  suggesting  genetic  transmission. 
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NIMH  is  seeking  to  expand  research  in  the  psychosocial  treatments  of  children 
and  adolescents  for  various  disorders.     This  area  has  lagged  greatly  behind* 
psychopharmacologic  research  in  the  same  age  range,   though  psychosocial 
treatments  are  the  most  common  form  of  treatment  provided  by  practitioners. 
Not  uncommonly,  practitioners,  parents,   and/or  children  have  significant 
concerns  about  the  use  of  medication,   and  most  clinicians  apply  their 
treatments  within  these  constraints.     New  efforts  to  develop  and  test 
psychosocial  treatments  in  this  population  form  an  important  component  of  the 
NIMH  enhanced  treatment  research  program. 

Child  and  Adolescent  Mental  Health  Services  -  Services  provided  to  children 
and  adolescents  are  often  fragmented  and  irregularly  distributed  across  a 
variety  of  systems,   including  mental  health,   educational,   and  juvenile  justice 
arenas .     The  National  Plan  for  Research  on  Child  and  Adolescent  Mental 
Disorders  has  provided  the  impetus  for  a  rapid  growth  of  research  on  service 
delivery  and  systems  of  care  related  to  child  and  adolescent  mental  health. 
In  1991,  NIMH  funded  16  research  studies  on  child  and  adolescent  mental  health 
services.     A  study  based  at  Vanderbilt  University  in  Tennessee  is  examining 
the  effectiveness  of  an  integrated  community-based  system  of  mental  health 
services  for  children  and  adolescents  at  Fort  Bragg,  NC ,   for  the  Department  of 
Defense.     A  study  at  the  University  of  Cal if ornia - San  Francisco  is  assessing 
the  clinical  and  cost  effectiveness  of  integrated  care  for  children  and 
adolescents  with  severe  emotional  disturbances  in  three  northern  California 
counties . 

NIMH- funded  investigators  have  reported  that  adolescents  with  severe  substance 
abuse  were  twice  as  likely  to  have  a  co-occurring  psychiatric  diagnosis  (major 
depression  and  anxiety  disorders)  as  those  with  milder  substance  abuse. 
Moreover,  while  the  adolescents  with  co-occurring  disorders  were  also  more 
severely  disturbed,    they  used  fewer  mental  health  services.     Most  adolescent 
substance  abuse  treatment  services,   like  adult  treatment  programs,   stress  only 
treatment  of  the  substance  abuse  disorder  and  do  not  focus  on  concomitant 
mental  disorders.     These  results  indicate  that  adolescents  referred  for 
substance  abuse  treatment  need  a  full  psychiatric  evaluation  and  a  treatment 
plan  that  addresses  both  mental  and  substance  abuse  disorders. 

Development  of  research  on  child  and  adolescent  mental  health  services  has 
been  hampered  by  the  lack  of  investigators  with  skills  in  this  area.     In  1991, 
NIMH  funded  its  first  institutional  research  training  grant  focused  on 
preparing  investigators  to  conduct  rigorous  scientific  research  on  the 
structure,   functioning,   financing,   and  effectiveness  of  mental  health  services 
for  children  and  adolescents.     A  new  announcement  is  being  developed  to  invite 
applications  for  research  on  mental  health  services  for  children  and 
adolescents.   Projects  of  this  type  are  greatly  needed  to  develop 
multidisciplinary  studies  on  the  organizing,   financing,  delivery, 
effectiveness,    and  outcomes  of  these  services. 

Child  and  Youth  Epidemiology  Program  -  A  large-scale,  multi-site, 
epidemiologic  survey  of  mental  disorders  and  service  utilization  in  child  and 
adolescent  populations,   ages  9-17,   is  a  major  NIMH  undertaking.     The  four 
university  research  sites  funded  under  this  Cooperative  Agreement  program  have 
made  significant  progress  toward  the  large  scale  field  trials.     Revisions  to 
the  Diagnostic   Interview  Schedule   for  Children   (DISC),   a  structured  interview 
with  parallel  parent  and  child  versions,   have  been  completed  along  with  the 
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development  of  a  computer-driven  version  suitable  for  lap- top  computers,  named 
PC-DISC. 

Attention-deficit  hyperactivity  disorder  (ADHD)   is  among  the  most  common  of 
childhood  mental  disorders,   afflicting  between  3  percent  and  9  percent  of 
children  nationwide.     The  core  clinical  features  of  ADHD,   many  of  which  can  be 
detected  as  early  as  3  years  of  age  and  persist  through  the  school  years, 
include  inappropriate  activity  levels,   low  frustration  tolerance,  impulsivity, 
poor  organization  of  behavior,   distractibility ,   and  especially  inability  to 
sustain  attention  and  concentration.     It  has  been  estimated  that  70  percent  of 
these  children  continue  to  experience  the  full  syndrome  in  adolescence. 
Children  diagnosed  in  childhood  have  been  found  as  adolescents  to  suffer 
continuing  overactivity,  poor  school  performance,   and  significant  home,  school 
and  community  behavior  problems,   such  as  temper  tantrums,   defiance,  police 
contacts,   and  peer  rejection.     It  has  been  estimated  that  as  many  as  two- 
thirds  of  hyperactive  adolescents  suffer  serious  discipline  problems  at 
school,  with  attendant  high  rates  of  suspension,   expulsion,   and  chronically 
low  levels  of  self-esteem.     Follow-up  studies  of  hyperactive  children  into 
young  adulthood  suggest  that  approximately  half  continue  to  have  mental 
disorders,   including  attention  deficit  disorder,   antisocial  disorder,   and  drug 
use  disorder. 

Expansion  of  basic  behavioral  and  neurosc ientif ic  research  on  attentional 
processes,   as  well  as  the  actual  clinical  condition  of  ADHD  is  necessary  for 
the  understanding,   treatment,   and  ultimately  prevention  of  this  disorder.  One 
current  study  is  examining  the  early  development  of  attentional  self- 
regulation  in  relation  to  the  learning  of  expectations  and  the  control  of 
emotion;   the  primary  focus  of  this  research  is  on  the  development  of  neural 
structures  related  to  visual  attentional  processes  and  their  increasing 
cortical  control  in  the  early  months  of  life.     Similarly,   a  number  of  other 
studies  are  examining  the  basic  mechanisms  underlying  the  environmental, 
physiological,   and  hormonal  modulators  of  attention  during  development, 
including  the  neural  bases  of  attention.     The  scientists  in  the  NIMH 
intramural  research  program  have  made  a  sustained  effort  to  use  positron 
emission  tomography  (PET)   to  help  elucidate  the  pathophysiology  of  ADHD.  The 
findings  of  metabolic  abnormalities  in  hyperactivity  has  had  a  major  impact  on 
perception  of  this  disorder. 

In  response  to  the  recommendations  of  the  Secretary's  Task  Force  on  Youth 
Suicide ,   NIMH  is  studying  risk  factors  for  youth  suicide.     Major  depression  is 
a  significant  predictor  of  suicide  ideation  and  attempts.  Preliminary 
findings  from  a  longitudinal  study  of  youth  who  have  been  exposed  to  a  youth 
suicide,   report  no  evidence  for  imitative  suicidal  behaviors.     However,  the 
relatives  and  friends  of  suicide  victims  were  significantly  more  likely  to 
report  depression  shortly  after  exposure  to  the  youth  suicide.     In  another 
study,   offspring  of  depressed  parents  were  twice  as  likely  to  be  depressed  and 
significantly  more  likely  to  have  attempted  suicide   (7.8  percent  versus  1.4 
percent)  compared  to  children  of  non-depressed  parents.     Among  children  of 
depressed  parents,  pre-existing  conduct  disorders  increased  the  likelihood  of 
subsequent  development  of  depression  almost  twenty-fold,   while  pre-existing 
minor  depressive  symptoms  increased  the  likelihood  of  later  depression  over 
seven-fold.     These  findings  point  to  our  increased  ability  to  understand  which 
children  are  at  greatest  risk  for  depression  and  suicide,   and  promise  to  shape 
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our  understanding  of  genetic  and  environmental  influences  on  the  development 
of  depression  in  children  and  adolescents. 

Researchers  at  Western  Psychiatric  Institute  in  Pittsburgh  have  begun  a  study 
to  compare  three  common  therapies  for  depressed,   suicidal  teenagers  to  improve 
treatment  and  suicide  prevention  programs.     Estimates  vary,  but  some  mental 
health  experts  calculate  that  there  are  300  attempts  for  every  completed 
suicide.     The  significant  differences  in  adolescent  depression  and  the  ways 
teenagers  deal  with  it  are  important  areas  of  the  research. 

Plans  call  for  NIMH  to  be  a  major  collaborator  in  the  National  Mortality 
Followback  Survey  of  a  representative  sample  of  deaths  in  1993.  Psychological 
autopsy  data  will  be  collected  from  parents,  spouses,  siblings,  and/or  peers 
of  up  to  1000  completed  suicides  15-24  years  of  age.     Data  will  also  be 
collected  from  medical  examiners  and  coroners.     Information  on  socio- 
demographic  characteristics,  number  of  physician  visits  in  past  year,  and 
hospital  discharge   in  the  past  will  also  be  available. 

Adolescents  and  AIDS   -  Although  behaviors  typical  of  adolescents  may  make 
teenagers  particularly  vulnerable  to  HIV  infection,   the  virus  is 
disproportionately  affecting  poor,  high  school  drop-outs.     In  a  study  of 
applicants  for  the  U.S.   Job  Corps,   the  prevalence  of  HIV  infection  was  found 
to  be  10  times  higher  than  among  U.S.  Army  enlistees.     The  most  striking 
result  of  the  study  was  the  high  rate  of  infection  in  women.     Although  men 
outnumber  women  10  to  1  among  current  AIDS  cases,   in  the  Job  Corps  group,  the 
men  outnumbered  the  women  only  1.2  to  1  in  HIV  positivity. 

Behavioral  research  is  a  major  focus  of  the  NIMH  AIDS  program.     Serious  gaps 
in  knowledge  exist  concerning  determinants  of  AIDS  risk  behavior  and  behavior 
change  in  children  and  adolescents.     Age-specific  studies  are  necessary  for 
development  of  effective  prevention  programs  and  to  evaluate  relative  efficacy 
of  elementary,  junior  and  senior  high  school-level  educational  strategies. 
Future  research  will  focus  on  the  following  areas:   identification  of 
determinants  of  high-risk  behavior  and  determinants  of  maintaining  low-risk 
behavior;   social  contexts  in  which  risk-taking  behavior  occurs;   impact  of 
affective  states   (e.g.,   depression,   anxiety,   social  isolation)  on  risk 
behavior;   effects  of  cognitive  impairment  on  adherence  to  risk  reduction 
guidelines;   and  development  of  more  accurate  methods  of  assessment. 

Mental  Retardation  -  Researchers  at  the  University  of  Washington  (Seattle) 
have  found  that  a  daily  7 -month  curriculum  for  1st  through  4th  grade  children 
in  special  needs  classrooms  for  learning  and/or  behavioral  problems  is 
effective  in  improving  their  mental  health.     Children  who  received  the 
intervention  showed  improvement  in  frustration  tolerance,  appropriate 
assertive  social  skills,   task  orientation,   peer  relations,   and  ability  to 
label  emotions  when  compared  to  their  counterparts  who  did  not  receive  the 
program.     The  curriculum  was  effective  in  promoting  both  adaptive  classroom 
behavior  and  emotional  understanding  in  special  needs  children.     The  children 
are  now  being  followed  to  see  if  the  improvements  persist. 

A  new  program  announcement  on  mental  retardation  and  psychopathology  has 
stimulated  considerable  interest.     Several  applications  directed  toward 
psychopharmacologic  treatment  of  behavioral  disturbances   (aggression,  self- 
injury,   attentional  dysfunction)  have  been  received.     Ongoing  are  genetic, 
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neuroimaging  and  behavioral  studies  of  genetically  defined  mental  retardation 
syndromes   (Fragile  X)  with  links  to  autism. 

Ill .     Research  on  Schizophrenia  and  Other  Severe  Mental  Disorders 

Of  the  major  health  problems  of  the  20th  century,   no  other  disorder  combines 
the  frequency  of  occurrence,   degree  of  disability,   and  squandered  human 
potential  that  characterizes  schizophrenia.     Schizophrenia,   the  most  chronic 
and  disabling  of  mental   illnesses,   afflicts  about  1  percent  of  the  adult 
population,   or  1.8  million  people,   within  any  given  6  months.     During  their 
lives,   about  1.5  percent  of  the  adult  population,   or  2.7  million  people,  will 
develop  the  disorder.     The  National  Academy  of  Sciences  has  estimated  that 
schizophrenia  costs  the  U.S.   economy  as  much  as  $48  billion  per  year,  in 
addition  to  the  distress  and  disability  it  causes.     Although  there  is  no  known 
single  cause,   there  appears  to  be  a  genetic  vulnerability  that  may  be 
triggered  by  environmental  factors.     One  difficulty  for  researchers  and 
clinicians  is  that  schizophrenia  is  more  accurately  defined  as  the 
schizophrenia  spectrum,   a  large  group  of  usually  psychotic  disorders  with  a 
range  of  characteristic  disturbances  in  behavior.     A  more  fundamental 
understanding  of  these  disorders  and  sharper  diagnostic  distinctions  may  make 
the  discovery  of  specific  diagnostic  markers,   the  design  of  cures,  or 
preventive  interventions  much  easier. 

As  NIMH  continues   implementation  of  the  National  Plan  for  Schizophrenia 
Research ,   efforts  will  be  concentrated  on  defining  the  boundaries  of  the 
schizophrenia  spectrum,    improving  the  quality  of  imaging  research,  and 
studying  environmental  risk  factors  that  may  interact  with  genetic 
predisposition  to  produce  the  clinical  symptoms  of  schizophrenia.  The 
national  plan  emphasizes  the  critical  role  of  animals  in  mental  health 
research.     Comparing  behavior  across  a  wide  range  of  animal  species  has  been 
an  indispensable  method  for  studying  behavioral  and  brain  mechanisms  which  are 
the  basis  of  schizophrenia  and  other  severe  mental  disorders.  Comparative 
studies  make  possible:     (1)   identification  of  fundamental  biological 
principles  by  looking  for  constants  across  a  range  of  species;    (2)  collection 
of  multi - generational  data  in  fast  breeding  species;    (3)  an  evolutionary 
perspective.     This  research  approach  continues  to  show  tremendous  promise  for 
understanding  normal  and  disordered  brain  mechanisms  and  behavioral 
repertoires  in  humans. 

Research  results  have  reported  high  risk  for  children  with  a  schizophrenic 
parent,   focusing  on  variables  in  attention  and  information  processing  coupled 
with  the  effect  of  having  a  psychotic  parent.     Other  research  on  the 
schizophrenia  spectrum  has  found  that  biological  markers  of  schizotypal 
personality  disorder  (SPD)   include  abnormal  eye  tracking.     These  and  similar 
findings  led  to  genetic  linkage  studies.     Recently,   a  very  large  scale  linkage 
study  of  families  with  a  high  density  of  schizophrenia  was  completed.  Using 
112  pedigrees  with  631  individuals  and  more  than  6000  marker  genotypes,  this 
study  very  strongly  excludes  individual  candidate  genes  for  transmission  of 
schizophrenia,   reinforcing  a  heterogeneous  model  of  the  disorder. 

Other  recent  research  results  have  linked  fetal  damage  in  the  second  trimester 
to  schizophrenia.     An  NIMH  grantee,   Dr.   H.   Stefan  Bracha,  has  examined  the 
hands  of  24  pairs  of  identical  twins  in  which  only  one  had  schizophrenia. 
That  only  one  has  schizophrenia  is  strong  evidence  that  a  genetic  defect  is 
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not   the  sole  cause  of  the  disorder.     Dr.    Bracha  found  that  the  schizophrenic 
twins  had  many  defects   in  their  hands.     The  second  trimester  is  the  period 
when  migration  of  neuronal  cells  to  appropriate  brain  areas  occurs,   along  with 
a  migration  of  developing  skin  cells  to  the  finger  tips  and  other  areas  of  the 
hand.     An  environmental   insult  during  this  period  could  modify  the  neuronal 
cell  migration  to  the  brain  and  also  affect  the  hand  development.  These 
results  strongly  lead  to  recommendations  for  avoiding  alcohol  or  other 
possibly  damaging  agents  throughout  pregnancy,   in  particular  during  the  second 
trimester  when  the  brain  develops. 

NIMH  funded  researchers  have  embarked  on  a  comprehensive  study  of  patients 
newly  diagnosed  with  psychotic  disorders.   The  goal  of  this  epidemiologic 
investigation  is  to  conduct  a  comprehensive  diagnostic,   familial,  and 
psychosocial  evaluation  of  these  psychotic  patients  and  to  assess  changes  in 
psychosocial  and  clinical  status  over  a  two-year  period,    including  the 
occurrence,   stability  and  consequences  of  suicidal  ideation,   suicide  attempts 
and  substance  abuse.     These  patients  will  be     classified  as  having 
schizophrenia  or  a  non - schizophrenic  disorder.     Two  years  after  the  initial 
contact,   the  diagnostic  and  psychosocial  assessments  of  the  patients  will  be 
repeated.     This  study,  when  completed,  will  be  one  of  the  most  extensive 
epidemiologic  investigations  of  psychotic  disorders  yet  conducted. 

Other  severe  mental  disorders   -  Affective  disorders   include  depression,  manic- 
depression  or  bipolar  illness,   dysthvmia,   and  the  six  anxiety  disorders:  panic 
disorder  with  and  without  agoraphobia;    simple  and  social  phobia;  post- 
traumatic stress  disorder;    generalized  anxiety  disorder,    and  obsessive- 
compulsive  disorder.     Together  these  conditions  comprise  the  vast  majority  of 
all  mental  disorders.     At  least  four  percent  of  the  population  in  the  United 
States   (approximately  10  million  people)  experience  a  clinically  significant 
depression  during  any  6-month  period;   the  number  is  even  higher  for  anxiety 
disorders.     Depression  and  anxiety  disorders  affect  people  of  all  ages, 
socioeconomic  classes,    races,    and  cultures.     We  have   learned  that  the  two 
disorders   --  Depression  and  Anxiety  --   tend  to  be  comorbid,   that  is,   if  you 
have  one,   you  are  likely  to  have  the  other,   either  concurrently  or  at  some 
point  during  your  lifetime.     The  annual  financial  burden  caused  by  depressive 
disorders  alone  is  estimated  to  be  in  excess  of  $16  billion  in  medical  costs 
and  lost  productivity.     While  the  financial  cost  to  the  nation  of  the  anxiety 
disorders  is  not  as  well  understood,  we  do  know  that  patients  with  panic 
disorder  have  a  severely  restricted  quality  of  life  and  that  they  may 
terminate  their  lives  with  a  greater  frequency  than  depressed  patients. 

Investigators  used  data  from  the  NIMH  Epidemiological  Catchment  Area  surveys 
to  provide  the  first  communi ty -based  epidemiologic  evidence  that  ma j or 
depression  uniquely  influences  rates  of  cigarette  smoking,  and  smoking 
cessation .     A  history  of  regular  smoking  was  observed  more  frequently  among 
persons  who  had  experienced  major  depressive  disorder  at  some  point  in  their 
lives  and  efforts  to  stop  smoking  were  less  successful  among  persons  who  had  a 
depressive  episode.     The  public  health  implications  for  this  research  are 
obvious  and  may  help  explain  failures   in  stop-smoking  programs,   as  well  as 
excess  mortality  among  persons  with  major  depressive  disorder.     This  research 
also  has  impact  on  women's  health  issues:     previous  research  has  found  excess 
rates  of  smoking  among  voung  women  compared  to  young  men,   concurrent  with 
excess  rates  of  depression  in  women. 
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About  15  percent  of  patients  with  recurrent  depression  experience  seasonal 
patterns  of  recurrence,   usually  characterized  by  fall-winter  depression. 
Since  NIMH  intramural  scientists  initially  described  the  syndrome  of  winter 
seasonal  affective  disorder  (SAD)  approximately  ten  years  ago  and  showed  that 
it  could  be  effectively  treated  by  exposing  those  affected  by  this  condition 
to  bright  environmental  light,   they  have  continued  to  research  both  the 
syndrome  and  the  therapeutic  and  biological  properties  of  its  novel  treatment. 
The  research  on  seasonal  depression  and  phototherapy  continues  to  focus  on 
practical  aspects  of  treatment  on  the  one  hand  and  biological  mechanisms  on 
the  other.     Phototherapy  may  be  the  only  psychiatric  treatment  whose  initial 
site  of  action  (the  retina)   is  known.     Therefore,   the  investigations  of 
mechanisms  of  light's  effects  on  affective  illness  are  beginning  to  focus  on 
retinal  physiology,  biochemistry,   and  pharmacology. 

The  investigators  developed  a  head-mounted  portable  visor  device  for  the 
administration  of  phototherapy  and  successfully  tested  it  in  a  clinical  trial. 
The  government  was  awarded  a  patent  for  this  invention,   and  further 
development  and  evaluation  of  the  device  is  the  focus  of  activities  supported 
by  a  Collaborative  Research  and  Development  Agreement  between  the  government 
and  private  industry.     The  light  visor  resembles  a  baseball  cap,   from  which 
two  incandescent,   filtered  light  sources  direct  light  toward  the  eyes.  In 
general,  patients  found  the  visor  extremely  convenient  and  many  wished  to 
continue  using  the  visor  after  formal  treatment  studies  were  over.     The  visor 
appears  to  be  a  useful  new  tool  in  the  administration  of  light  therapy. 

Several  lines  of  evidence  suggest  that  comorbidity  of  anxiety  and  mood 
disorders  can  predict  suic ide .     For  example,   in  the  NIMH  collaborative  study 
of  954  patients  with  major  affective  disorders,  nine  clinical  features  were 
associated  with  suicide.     Six  of  these  --  comorbid  panic  attacks,  severe 
psychic  anxiety,   diminished  concentration,   global  insomnia,  moderate  comorbid 
alcohol  abuse,   and  anhedonia  --  were  associated  with  suicide  within  one  year 
of  entering  the  study.     Three  other  predictors   --  severe  hopelessness, 
suicidal  ideation,   and  history  of  previous  suicide  attempts  --  were  associated 
with  suicide  occurring  after  one  year.     These  findings  draw  attention  to  the 
importance  of  standardized  prospective  data  for  studies  of  suicide,  assessment 
of  short-term  suicide  risk  factors,   and  anxiety  symptoms  as  modifiable  suicide 
risk  factors  within  a  clinically  relevant  period. 

Panic  Disorder  -  NIMH  research  has  found  evidence  that  persons  suffering  from 
panic  attacks  have  substantial  impairments  in  perceived  physical  and  emotional 
health,   occupational  functioning,   and  financial  independence.     Panic  attacks 
have  been  experienced  by  1  in  75  Americans  at  some  point  in  their  lives,  and 
most  commonly  have  an  onset  in  young  adulthood.     This  disorder  is 
characterized  by  episodes  of  intense  fear  accompanied  by  multiple  physical 
symptoms,   such  as  shortness  of  breath,   dizziness,   palpitations,   nausea,  or 
abdominal  distress.     These  attacks  occur  repeatedly  in  the  absence  of  any  real 
threat.     Although  there  are  available,   affordable,   effective  treatments,   3  out 
of  4  of  those  suffering  from  panic  disorder  are  not  receiving  any.  Recent 
research  has  shown  that  certain  medications  and  cognitive  and  behavior 
therapies  can  reduce  or  eliminate  the  attacks  associated  with  the  disorder. 
Diagnosis  is  also  difficult,   as  many  patients  see  10  or  more  doctors  before 
being  accurately  identified.     This  adds  to  the  patients'  distress. 
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In  1992,   a  Consensus  Development  Conference  sponsored  by  NIMH  and  the  National 
Institutes  of  Health  surveyed  a  wide  range  of  information  about  panic  disorder 
and  its  treatment  and  strongly  recommended  that  information  about  effective 
treatments  be  disseminated.     As  a  result,   the  NIMH  Panic  Disorder  Prevention 
and  Public  Education  Program  (PDP)  was  launched  in  a  three-year  effort  to 
reach  the  general  public,   people  with  panic  disorder  and  their  friends  and 
families,  health  care  practitioners,   and  businesses.     The  launch  began  with  a 
well - attended  press  conference  designed  to  reach  print  and  broadcast  media 
across  the  country.     A  video  news  release  and  satellite  media  tour  produced  in 
conjunction  with  the  press  conference  reached  a  television  audience  of 
millions.     A  new  flyer  on  panic  disorder  was  produced  and  public  service 
announcements  will  also  be  developed.     Following  the  D/ART  model,  NIMH  will 
establish  local,  grass-roots  organizations  called  Community  Partners  to  help 
disseminate  information. 

IV .       The  Decade  of  the  Brain.     Opportunities  in  Fundamental  Neural  and 
Behavioral  Science 

The  human  brain  can  be  viewed  as  the  most  sophisticated  computer  known.  It 
packs  more  than  1  trillion  processing  elements  (neurons)  in  a  quart-sized 
container  and  requires  only  a  few  watts  of  power.     Neural  and  behavioral 
scientists  have  developed  powerful  techniques  to  study  the  nervous  system. 
Among  these  are  quantitative  approaches  for  analyzing  and  modeling  data  sets 
which  require  the  talents  of  mathematicians,   physicists,   engineers,  neural 
modelers,  and  systems  theorists.     Understanding  this  remarkable  organ  will  not 
only  provide  information  about  behavior  and  mental  illness  but  also  will  spark 
advances  in  computer  technologies.     Advancing  our  capability  to  understand  and 
effectively  treat  the  many  brain  and  behavioral  disorders  will  improve  every 
aspect  of  our  nation's  well-being.     Many  brain  disorders  could  be  prevented, 
cured  or  alleviated.     Further  progress  depends  on  a  broad-based  efforts  using 
the  newly  developed  technologies  that  have  already  promised  success. 

The  Human  Brain  Project:     A  Computerized  Vision  of  a  New  Frontier  - 
Neuroscience  research  is  generating  an  astonishing  amount  of  increasingly 
complex  information;   such  information  requires  management  in  order  for 
progress  to  be  efficient  and  to  accelerate.     The  development  of  new  brain 
imaging  technologies  that  allow  direct  observation  of  the  active  brain,  will 
soon  help  scientists  to  determine  how  structure  and  function  correlate  in  the 
normal  and  diseased  human  brain.     Through  a  combination  of  the  imaging 
techniques  now  available,   and  the  utilization  of  sophisticated  computer 
programs  to  manipulate  the  images  and  data  received,   a  functional  map  of  the 
human  brain  is  an  attainable  goal  by  the  end  of  the  Decade  of  the  Brain.  In 
an  NIMH  sponsored  study,   the  Institute  of  Medicine  has  enthusiastically 
endorsed  the  development  of  computer  databases  and  three  dimensional  models  of 
the  human  brain.     The  information  would  be  available  from  desk-top  computers, 
where  investigators  could  view  a  part  of  the  brain's  molecular  structure  and 
then  move  to  its  connections  to  other  parts.     This  ambitious  project  will  take 
advantage  of  advances  in  databases,  networking,   imaging,  and  other  medical  and 
computer  technologies.     The  Human  Brain  Project  will  have  impact  far  beyond 
the  neuroscience  community,   and  be  felt  long  after  the  end  of  the  Decade  of 
the  Brain. 


The  new  neuroimag,ing,  techniques  make  it  possible  to  examine  brain  metabolism, 
chemistry,   electrical  and  magnetic  activity,   the  effects  of  drugs  on  various 
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brain  regions,   and  brain  structure.     For  example,   one  of  these  powerful 
techniques   is  positron  emission  tomography   (PET)  which  can  be  used  to  examine 
subjects   in  various  behavioral  states  and  determine  which  parts  of  the  brain 
are   involved  in  these   tasks.     Scientists  at  the  University  of  California  at 
San  Diego  and  Washington  University  in  St.    Louis  have  used  PET  to  chart  brain 
areas  used  to  remember  events  or  things.      Scientists  have   long  known  that  the 
hippocampus,    an  area  within  the   temporal   lobe  of  the  brain,    is   involved  in 
memory  formation,   and  on  PET  scans  this  region  shows   increased  activity  when 
subjects  are  asked  to  remember  words.     However,    in  tasks  that  required 
subjects  to  recognize  certain  words  or  complete  them,    the  hippocampus  was  not 
activated;   rather  the  visual  cortex  became   increasingly  active.     This  means 
that  word  recognition  is  more  like  perception  than  thinking.     In  other  tasks 
that  engaged  conscious  memory  retrieval  by  the  subjects,    the  frontal  lobes  of 
the  brain  were  most  active.     This  latter  finding  indicates  that  some 
conscious,  higher  level  thinking  is  needed  to  search  for  specific  memories. 
The  two  findings  were  unexpected  and  suggest  that  such  seemingly  simple  tasks 
like  remembering  words  requires  interactions  between  many  groups  of  neurons  in 
different  parts  of  the  brain.     These  findings  point  to  the  enormous  power  of 
PET  and  other  neuroimaging  techniques  in  enabling  researchers  to  look  at  the 
activities  of  brain  networks  engaged  in  specific  tasks  in  living  humans. 

The  goals  of  the  NIMH  neuroimaging  initiatives  are   to  encourage  research  in 
and  development  of  non- invasive  neuroimaging  techniques  and  associated 
computer  hardware  and  software  for  neuroimaging,   and  to  apply  these  techniques 
to  the  study  of  brain  structure  and  function  in  neuropsychiatr ic  disorders. 
The  Decade  of  the  Brain  Report  urged  that  NIMH  establish  Brain  Imaging  Centers 
with  the  capacity  for  PET,   MR I ,  MRS,   MEG,   and  other  imaging  technologies,  with 
the   long-term  goal  of  establishing  10  such  centers.      In  addition,   we  plan  to 
release  a  new  program  announcement  on  Neuroimaging  in  1992   to  invite 
applications  using  any  of  the  available  mechanisms.     The  new  announcement  will 
include  all  neuroimaging  methodologies,   and  also  will  enable  new  technological 
developments  and  equipment  purchases . 

An  NIMH  program  in  neurobiotechnoloRv  will  expedite  the  application  of 
advances  in  physics,   chemistry  and  molecular  biology  to  the  study  of  brain 
function.     For  example,    the  development  of  newer  non- invasive  neuroimaging 
techniques  based  on  spectroscopy,    thermography,   holography,   etc.   or  the  design 
and  fabrication  of  miniaturized,   computerized  implants  capable  of  monitoring 
chemical  and/or  electrical  activity  of  brain  tissue  and  correcting  imbalances 
by  delivering  electrical  or  chemical  signals  are  exciting  possibilities. 

The  brain,   unlike  other  organs,  has  a  supracellular  level  of  organization 
called  the  system- level .     Neural  systems  comprise  groups  of  neurons  that 
participate  in  different  aspects  of  the  same  function  and  that  are  highly 
interconnected  in  very  specific,   complex  ways.     Examples  include  the  visual 
system,    the  attention  system,   and  the  memory  system.     These  systems  are 
responsible  for  distributing  different  functions,   like  vision  or  memory,  to 
different  locations  in  the  brain.     Neural  systems  form  the  functional  building 
blocks  of  the  brain.     Despite  the  importance  of  system-level  organization, 
there  has  not  been  a  concerted  effort   to  investigate  them  until  NIMH  released 
the  program  announcement:     Research  Grants  on  Neural  Systems  and  Mental, 
Neurological,   and  Aging  Disorders  in  October,  1991. 
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Basic  Behavior  and  Cognitive  Research  -  NIMH  supports  an  extensive  program  of 
behavioral  and  cognitive  research  with  implications  for  mental  health  and 
illness,  with  topics  spanning  cognition,   learning,  memory,  emotion, 
motivation,  personality,   interpersonal  relationships,  sociocultural 
influences,  mental  health  and  physical  health  aspects  of  stress  and  coping, 
behavioral  medicine,  and  behavior  change. 

NIMH  scientists  studying  brain  abnormalities  in  severely  amnesic  patients  have 
found  several  areas  of  the  temporal  lobe  (including  the  hippocampus)  to  be 
markedly  reduced  in  size.     This  magnetic  resonance  imaging  study  has 
demonstrated  an  ability  to  detect  specific  structural  abnormalities  in  brain 
areas  known  to  be  important  to  memory  in  patients  with  particular  forms  of 
cognitive  impairment.     The  ability  to  visualize  neuropathology  associated  with 
cognitive  deficits  is  a  major  advance  for  understanding  mental  illness  as  well 
as  normal  behavior,   since  psychotic  disorders  are  also  characterized  by 
significant  cognitive  impairments. 

Recent  work  also  strongly  supports  the  concept  of  critical  periods  in  brain 
development;  periods  of  rapid  change  in  organization  and  function  of  both  the 
brain  and  behavior.     These  periods  are  called  "critical"  because  they  are 
windows  of  opportunity  for  development  events  that  can  be  lost  forever  if  not 
actualized.     These  "critical"  periods  may  be  important  for  understanding  long 
term  dysfunction.     Rats  reared  in  enriched  surroundings  have  long  been  known 
to  be  "smarter,"  in  terms  of  their  ability  to  learn  complicated  tasks  such  as 
mazes,   than  rats  housed  in  standard  laboratory  conditions.  Scientists 
supported  by  NIMH  at  the  University  of  Illinois  have  found  that  these 
advantaged  rats  form  an  increase  in  the  number  of  synaptic  connections  between 
specific  neurons,  which  changes  the  functional  "wiring  diagram"  of  a  number  of 
brain  regions.     In  another  study  young  rats  placed  in  an  enriched  environment 
nearly  doubled  the  number  of  capillaries  in  the  visual  cortex  within  about  4 
weeks;   this  ability  was  essentially  gone  by  "middle  age."     This  suggests  that 
an  important  component  of  early  human  brain  development- -one  that  has  received 
almost  no  attention  to  date --is  the  development  of  the  ability  to  "power"  the 
brain's  neurons  and  their  synapses,  with  the  oxygen  and  nutrients  supplied  by 
the  vascular  system.     This  opens  the  possibility  that  this  early  critical 
period  for  vascular  development  also  may  be  related  to  later  vulnerability  to 
central  nervous  system  vascular  dysfunction,  and  behavioral  disorders. 

Primate  neuroplastic ity :     adult  brains  grow  new  neuronal  connections 

NIMH  scientists  have  found  that  the  central  nervous  systems  of  adult  primates 
may  recover  from  injury  much  more  fully  than  previously  believed.     Areas  of 
the  brain  deprived  of  their  normal  activity  may  assume  new  functions,  a 
phenomenon  called  neuroplasticity .     Rewiring  of  the  brain  is  routine  in  infant 
animals  and  humans,  but  until  recently,   it  was  thought  that  "plasticity" 
hardened  in  the  adult  brain  to  become  permanent.     In  this  study,   12  years 
after  nerves  in  the  arms  had  been  severed,  a  half  inch  long  stretch  of  brain 
tissue  normally  devoted  to  impulses  from  the  arm  had  been  reorganized  to 
process  signals  from  the  face.     The  scientists  theorize  that  in  the  future, 
with  elucidation  of  the  mechanisms  by  which  these  changes  occur,   it  may  be 
possible  to  encourage  neural  reorganization  to  restore  function  after 
accidental  nerve  or  brain  damage. 
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New  evidence  from  NIMH- supported  behavioral  research  links  a  brain  chemical 
messenger  system  to  parenting  and  attachment  behavior.     These  studies  are 
examining  the  neural  basis  of  behavior  and  suggest  that  the  concepts  of 
parenthood  and  family  have  more  than  a  cultural  foundation.     Two  species  of 
voles,   a  mouse -like  animal,  have  evolved  different  familial  behaviors  and 
correspondingly  different  patterns  of  circuitry  for  the  neurohormone, 
oxytocin.     One  species  is  monogamous  and  lives  in  extended  family  groups, 
while  the  other  lives  a  polygamous,   solitary  existence  leaving  their  young 
after  two  weeks.     Using  a  radioactive  tracer,   the  investigators  mapped  the 
distribution  of  oxytocin  receptors  and  were  struck  by  the  connection  between 
the  patterns  and  the  behavior.     The  familial  vole  shows  a  distinctive  and 
denser  pattern  of  receptors,  while  the  asocial,  polygamous  mothers  show  a 
conspicuous,   transitory  increase  in  one  particular  hypothalamic  region  right 
after  birth,  suggesting  a  site  in  the  brain  connected  to  mothering  behaviors. 

An  NIMH  FIRST  grant  awardee  at  Harvard  University  is  studying  with  novel 
methods  the  role  of  specific  brain  structures  in  complex  behaviors.  An 
exchange  of  brain  tissue  between  quails  and  chicks  resulted  in  the  very 
distinct  vocalizations  of  each  being  expressed  in  the  opposite  species.  The 
birds  overcame  physical  constraints  imposed  by  their  different  sound 
production  systems  to  express  the  tones  originating  from  the  transplanted 
brain  tissue.     In  addition  to  increasing  our  understanding  of  the  coordinated 
evolution  and  development  of  brain  and  behavior,   these  studies  will  lead  to 
new  insights  into  the  potential  repair  of  brain  dysfunctions  affecting  human 
behavior . 

Basic  Social  Psychological  Processes  in  Mental  Health.     In  line  with  the 
current  NIMH  priorities  in  AIDS,  homelessness ,   and  rural  mental  health,  and 
following  the  1992  program  announcement  and  publications  in  this  area,  this 
initiative  will  promote  a  productive  application  of  the  principles  and  methods 
of  social  psychological  research  to  critical  mental  health  issues.  The 
social-psychological  perspective  concerns  the  mechanisms  that  mediate  the 
relationship  between  individuals  and  the  broader  social  world;   it  thus  is 
singularly  suited  to  addressing  substantive  issues  in  mental  health  research, 
such  as:     the  roles  of  labeling  and  stigmatizing  processes  in  maintaining 
mental  illness;   the  interpersonal  mechanisms  underlying  therapeutic 
effectiveness;   and  aspects  of  social  development  and  social  structure  that 
underlie  gender  differences  in  mental  disorder  and  in  treatment  response. 
Support  will  be  sought  for  research  centers  that  focus  on  the  collaboration 
among  basic  social  scientists  and  clinical  researchers. 

A  related  initiative,   Social -Affective  Development  in  Adolescence,  will  build 
basic  knowledge  on  processes  that  may  contribute  to  mental  disorders  in  this 
age  group.     Adolescence  is  a  critical  period  for  the  emergence  of  affective 
disorders,   adjustment  problems,   and  self -destructive  tendencies.  Following 
the  1992  workshop  in  this  area,   this  initiative  will  encourage  focused  and 
detailed  inquiry  of  a  number  of  understudied  topics  in  adolescent  development, 
including  emotional  self -regulation  and  the  control  of  impulsivity  and 
aggression;   the  influence  of  families,   schools,  and  peer  groups;  the 
psychophysiology  of  emotion  during  the  adolescent  period;  and  the  development 
and  maintenance  of  satisfying  intimate  relationships. 


Sociocultural  and  Environmental  Processes  in  Mental  Health.  In  support  of  the 
NIMH  priorities  minority  mental  health,  homelessness,   and  rural  mental  health, 
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and  following  the  1992  workshop  in  this  area,  this  initiative  will  work  to 
clarify  the  impact  of  cultural  and  environmental  factors  in  the  etiology  and 
maintenance  of  mental  disorders  across  the  lifespan,  and  the  mechanisms  that 
mediate  these  effects.     Substantive  areas  include:     cultural  influences  on 
symptom  expression;  public  attitudes  and  stigmas  regarding  mental  illness;  the 
impact  of  adverse  social  circumstances  on  family  functioning;  and  the 
psychological  consequences  of  stresses  associated  with  economic  hardship, 
minority  status,  and  acculturation. 

Prevention  Research  -  Researchers  at  the  Prevention  Intervention  Research 
Center  at  the  University  of  Michigan  have  developed  a  successful  intervention 
for  reducing  depression  in  unemployed  people.     Those  who  received  the 
intervention  experienced  less  depression  and  secured  better  paying,  more 
stable  jobs.     Many  benefits  of  the  program  were  still  evident  two  and  one  half 
years  after  the  intervention  ended.     Cost  benefit  analyses  suggested  that 
costs  of  the  intervention,  which  totaled  $256  per  participant,  were  far 
exceeded  by  the  benefits,  which  were  estimated  to  be  $720  per  participant  for 
the  Federal  Government,   $308  per  participant  for  the  State  of  Michigan,  and 
$5,392  for  the  average  individual  in  the  intervention  groups.     Benefits  were 
expected  to  continue  to  accrue  over  time  because  of  higher  earnings. 

In  1989,   2.4  million  cases  of  child  abuse  and  neglect  were  reported,  with  more 
recent  estimates  indipating  that  5  percent  of  children  nationwide  are  abused 
and/or  neglected  each  year.     Researchers  have  reported  even  higher  rates  of 
abuse  and  neglect -- approximately  20  percent- -in  samples  of  high-risk  mothers, 
as  defined  by  maternal  age,   income,  social  stress,  and  psychopathology .  NIMH 
research  is  focusing  on  early  risk  factors- -such  as  depression  and  other 
mental  illness  in  parents -- that  predict  later  child  disorders.     In  a  new 
study,  a  researcher  at  the  University  of  Utah  has  found  that  depressed  mothers 
and  their  infants  may  be  helped  by  a  nurse  home  visitor  program.  Preliminary 
results  suggest  that  depressed  mothers  receiving  29  home  visits  aimed  at 
improving  parenting  skills  were  more  positive  and  better  able  to  maintain  high 
quality  interactions  with  their  babies  when  compared  to  depressed  mothers  who 
did  not  receive  the  home  visiting  program.     Further  efforts  in  this  area  will 
examine  the  effects  of  expanding  parenting  training  to  specific  behavior 
management  skills  to  be  used  with  older  children  in  the  family. 

NIMH  encourages  research  on  the  promotion  of  mental  health  in  all  age  groups. 
This  research  is  critical  because  mental  health  is  more  than  the  absence  of 
mental  illness.     It  includes  a  person's  ability  to  function  well  in  a  variety 
of  life  situations,   including  school,  work,  and  family.     Examples  of  recently 
funded  mental  health  promotion  research  include  intervention  for  depressed 
mothers  in  order  to  promote  the  achievement  of  developmental  milestones  in 
their  infants;   family-based  parenting  effectiveness  training  to  facilitate 
preschool  children's  academic,   social,   and  emotional  adaptation  to  elementary 
school;   interpersonal  problem- solving  training  for  all  children  in  selected 
elementary  schools;   life  skills  training  combined  with  peer  and  teacher 
support  to  reduce  suicidal  behavior  among  high  risk  high  school  students;  and 
mutual  support  groups  for  bereaved  Hispanic  widows. 

Future  plans  include  six  high  priority  areas:     the  prevention  of  socio- 
emotional  and  developmental  problems  among  infants  and  young  children  at  risk; 
the  prevention  of  conduct  and  other  behavioral  disorders  in  school  aged 
children;   the  prevention  of  anxiety  and  depressive  disorders  in  children  and 
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adults;   the  promotion  of  mental  health  through  the  enhancement  of  protective 
factors,   including  coping  mechanisms;   the  prevention  of  suicide  and 
suicidality  in  high  risk  populations;  the  prevention  of  affective  and  anxiety 
disorders  in  HIV-infected  individuals,  people  at  high  risk  for  infection, 
their  families,   caretakers,  and  loved  ones. 

NIMH- supported  scientists  recently  have  demonstrated  that  psychological  stress 
is  a  risk  factor  for  upper  respiratory  infection.     When  intentionally  exposed 
to  common  cold  viruses,  persons  with  higher  psychological  stress  scores  were 
more  likely  to  develop  clinical  colds  than  those  with  relatively  lower  stress 
scores.     This  association  could  not  be  explained  by  differences  between 
stressed  and  non-stressed  persons  in  age,   sex,   education,  allergy  status, 
weight,  season,  previous  exposure  to  the  virus,  or  health  practices  such  as 
smoking,  drinking  alcohol  or  diet.     The  relation  between  stress  and 
susceptibility  held  across  five  different  viruses. 

Behavioral  and  life  style  factors  play  a  role  in  the  occurrence  of  illness  and 
the  reoccurrence  of  the  symptoms  of  chronic  illnesses.     Seven  out  of  ten  of 
the  leading  causes  of  death  in  the  United  States  --  including  heart  disease, 
cancer,   diabetes,  AIDS,   and  suicide  --  have  important  behavioral  determinants, 
those  behaviors  often  are  learned  starting  in  childhood,   and  the  childhood 
environment  is  important  with  respect  to  determining  what  is  learned.     NIMH  is 
collaborating  the  NIH  on  the  development  of  a  program  announcement  on 
Psychobiological  Variables  Affecting  Chronic  Illness.     The  announcement  will 
promote  research  to  identify  behavioral  and  psychological  factors  that  affect 
health  and  the  mechanisms  mediating  these  relationships.     The  announcement 
will  also  encourage  research  on  psychosocial  and  psychopharmacological 
interventions  to  reduce  the  likelihood  of  chronic  disease  onset  and  to  improve 
the  course  of  illness  and  facilitate  rehabilitation. 

Molecular  Genetics  Initiative  -  Genetic  factors  play  a  major  role  in  the 
development  of  several  severe  mental  disorders.     NIMH  supports  a  variety  of 
investigator- initiated  linkage  studies  using  DNA  biotechnology  to  identify 
families  with  schizophrenia,  mood  disorders,  Alzheimer's  disease,  panic 
disorder,  obsessive-compulsive  disorder,  autism,  Tourette's  syndrome,  and 
dyslexia.     The  NIMH  Diagnostic  Centers  for  Psychiatric  Linkage  have  as  their 
goal  the  identification  and  assessment  of  families  with  multiple  members 
affected  with  bipolar  disorder,   schizophrenia,   or  Alzheimer's  Disease.  NIMH 
is  funding  ten  Diagnostic  Centers  under  a  cooperative  agreement  mechanism. 
Clinical  data  from  these  families  is  stored  in  coded  form  in  a  data 
repository.     Also,   in  1991  NIMH  awarded  a  contract  for  a  National  Cell 
Repository  to  transform,  store  and  distribute  DNA  and  cell  lines  from  these 
families . 

NIMH  intramural  scientists  investigating  the  central  nervous  system  have 
pioneered  techniques  to  look  at  variations  in  mitochondrial  DNA.     Mutations  in 
the  mitochondrial  genome  have  been  shown  to  be  responsible  for  a  number  of 
diseases  and  may  be  associated  with  cellular  aging,  particularly  in  the  brain. 
These  special  techniques  developed  by  NIMH  scientists  for  molecular  biology 
and  DNA  amplification  can  be  used  to  study  not  only  disease  states  but  also 
variations  among  people.     This  has  led  to  forensic  applications  and  the 
investigators  have  served  as  consultants  to  both  the  FBI  and  the  US  Army.  DNA 
sequencing,  which  uniquely  distinguishes  one  person  from  another,  was  used 
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successfully  to  identify  a  serviceman  listed  as  MIA  in  Vietnam  in  1967,  whose 
remains  were  returned  in  1984. 

V .         Mental  Disorders  in  Identified  Populations 

NIMH  continued  field  trials  of  the  draft  chapter  "Mental  and  Behavioral 
Disorders"  for  the  Tenth  Revision  of  the  International  Classification  of 
Diseases   (ICD-10).     The  ICD-10,  which  the  U.S.   is  obligated  by  treaty  to  use 
for  international  reporting  of  morbidity  and  mortality  data,   is  expected  to  be 
implemented  in  1993.     The  draft  ICD-10  differs  substantially  from  the  current 
ICD-9  and  provides  more  descriptive  guidelines  to  improve  diagnostic 
reliability.     Worldwide,   700  clinicians  at  110  clinical  centers  in  37 
countries  carried  out  over  15,000  individual  assessments  to  help  evaluate  the 
draft  clinical  guidelines. 

The  DSM-IV  Field  Trials  Program  Project  is  a  major  national  research  effort  to 
evaluate  12  sets  of  criteria  for  use  in  diagnosing  mental  disorders.     When  the 
two  classification  systems  become  operational,   the  coding  system  used  by  the 
DSM-IV  will  be  fully  compatible  with  ICD-10.     A  special  effort  is  being  made 
to  include  a  cross  section  of  the  general  U.S.  population  to  include  a  nearly 
full  spectrum  of  the  age  range,  with  children  and  adolescents  at  some  sites, 
both  genders  and  the  major  ethnic  minority  groups.     A  complete  draft  of  the 
DSM-IV  is  anticipated  for  general  distribution  and  evaluation  in  mid-1992  with 
availability  of  a  final  document  expected  in  1993. 

After  thirteen  years  of  collaboration,   the  World  Health  Organization  and 
NIMH/ADAMHA  have  completed  the  Composite  International  Diagnostic  Interview 
(CIDI),  an  assessment  instrument  for  mental  and  addictive  disorders.  Previous 
attempts  to  compare  the  incidence  and  prevalence  of  mental  illness  in 
different  countries  have  been  hampered  by  the  lack  of  standardized  definitions 
for  disorders,  which  would  be  applicable  across  cultures.     A  criterion  for 
mental  disorder  in  one  culture  has  not  necessarily  been  workable  in  another. 
As  a  result,   there  has  been  no  reliable  way  to  evaluate,   for  example,   if  the 
United  States  has  a  higher  rate  of  schizophrenia  than  China.     The  CIDI 
diagnostic  tool  has  been  tested  in  more  than  20  countries  and  can  be  used 
accurately  in  developing  countries  to  assess  the  incidence  of  addictive  and 
mental  disorders  as  well  as  in  developed  nations  such  as  the  U.S.   and  Western 
Europe.     Especially  designed  for  use  by  lay  interviewers,   the  CIDI  is  being 
translated  into  several  of  the  world's  major  languages. 

Women  -  Biological  and  behavioral  processes  have  been  observed  to  change  as  a 
function  of  gender  or  exposure  to  female  (estrogen,  progesterone)  vs.  male 
(testosterone)  hormones.     Gender- related  hormones  also  may  directly  affect 
behavior  or  may  modulate  the  appearance  or  severity  of  major  mood  disorders. 
It  is  important  to  characterize  these  gender  differences  and  to  explore  their 
relevance  to  depressive  syndromes  which  have  been  reported  at  higher  rates  in 
women . 

NIMH  co-sponsored  two  conferences  held  by  the  National  Women's  Health  Resource 
Center  to  develop  a  research  agenda  on  women's  health.     Biomedical  and 
behavioral  scientists  examined  four  women's  health  issues:     Heart  disease, 
breast  cancer,  menopause  and  clinical  pharmacology.     The  most  recent  knowledge 
in  these  areas  was  reviewed  and  recommendations  were  developed  for  future 
basic,   clinical  and  behavioral  research  including  the  need  for:   studies  on  the 
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interaction  of  genetic,  biological  and  environmental  factors;  and  clinical 
trials  to  examine  gender  differences.     Recommendations  for  policy,  training, 
and  education  were  also  made  including  the  need  for  public  education  campaigns 
to  change  health  damaging  behaviors  targeted  to  high  risk  groups  of  women  and 
the  need  to  educate  health  care  professionals  about  women's  health  issues. 
The  proceedings  of  these  conferences  have  been  published  and  widely 
disseminated. 

NIMH  released  the  Program  Announcement,   Special  Issues  in  Women's  Mental 
Health  Over  the  Life  Cycle,   to  stimulate  research  on  biological,  psychological 
and  social  factors  related  to  syndromes  associated  with  menstrual  cycle 
function  including  premenstrual  syndrome,   late  luteal  phase  dysphoric 
disorder,   issues  in  the  control  of  reproduction  including  contraceptive  use, 
infertility,  new  reproductive  technologies,  pregnancy  and  pregnancy  loss, 
post-partum  mental  disorders  and  mood  and  behavior  changes  associated  with  the 
menopause,   in  order  to  increase  knowledge  about  the  epidemiology,  etiology  and 
treatment  of  menstrually  related  mood  and  behavior  changes  and  disorders. 
Another  area  of  emphasis  of  this  NIMH  research  initiative  is  to  encourage 
studies  exploring  gender  differences  in  mental  disorders  including  incidence, 
prevalence,   etiology,   treatment  and  prevention.     An  additional  aim  of  this 
announcement  is  to  stimulate  research  on  gender  differences  in  both 
psychopharmacologic  and  psychosocial  treatment  response. 

A  University  of  Missouri-St.   Louis  professor,   Patricia  Resick,  has  been 
awarded  a  research  grant  to  study  the  recovery  of  rape  survivors.     The  study 
will  examine  post- traumatic  stress  disorder  which  is  experienced  by  almost  all 
rape  victims.     The  symptoms  may  begin  as  early  as  a  week  after  the  rape  for  94 
percent  of  the  women  and  include  flashbacks  of  the  experience,  nightmares,  and 
avoidance  of  certain  situations,   such  as  dating  or  going  out  alone.  The 
research  will  seek  to  discover  why  some  women  recover  and  others  do  not.  The 
study  will  seek  tools  to  identify,  at  an  early  stage,   those  women  having 
difficulty  recovering. 

The  incidence  and  prevalence  of  anorexia  and  bulimia  nervosa  have  doubled  over 
the  past  decade,  so  that  now  2  percent  of  American  women  are  effected.  NIMH 
supported  researchers  at  Massachusetts  General  Hospital  studying  patients  with 
anorexia  nervosa  and/or  bulimia  nervosa  found  that  73  percent  of  the  anoretic 
patients,   61  percent  of  the  bulimic  patients,   and  89  percent  of  those  with 
both  disorders  also  currently  had  a  major  psychiatric  disorder.     A  diagnosis 
of  concomitant  major  depressive  disorder  was  made  for  37  percent  of  the 
anoretic  patients,   32  percent  of  the  bulimic  patients  and  53  percent  of  those 
with  both  disorders.     In  a  preliminary  analysis,   of  patients  who  were  followed 
for  at  least  three  months  to  a  year,   those  with  both  disorders  appear  to  have 
more  severe  symptoms  than  those  with  bulimia  alone.     A  longer  follow-up  period 
is  necessary  to  thoroughly  understand  the  course  of  these  serious  illnesses. 
These  initial  findings  suggest  that  more  effort  be  directed  at  early 
identification  and  aggressive  treatment  for  those  with  the  compound  disorder 
of  anorexia  and  bulimia.     Moreover,   eating  disordered  patients  require 
comprehensive  evaluation  and  treatment  for  the  other  major  psychiatric 
disorders   (particularly,  major  depressive  disorder)   that  are  also  present  at 
an  alarmingly  high  rate. 

NIMH  has  responded  to  the  need  for  extensive  information  on  these  disorders, 
by  initiating  a  new  program  announcement  in  1992  on  Anorexia  Nervosa  and 
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Bulimia  Nervosa:     Basic  Brain,   Behavioral,   Clinical  and  Epidemiologic  Studies. 
The  purpose  of  this  announcement  is  to  increase  research  on  etiology, 
treatment  and  prevention.     An  international  Conference  on  Eating  Disorders  was 
held  December  4-6,    1991  in  Seattle,  Washington. 

Mental  disorders  of  the  elderly/Alzheimer's  disease  -  Mental  disorders  in  the 
elderly  are  quite  common  and  the  burden  of  these  disorders  is  great. 
Alzheimer's  disease,   a  usually -fatal  disease,   progresses  gradually  and  can 
last  20  years.     Initial  symptoms  usually  include  mild  memory  loss.     Then,  as 
the  disease  progresses,   more  pronounced  cognitive  impairment,  personality 
changes,   and  disoriented,  wandering  behavior  appear.     Ultimately,   the  person 
becomes  entirely  helpless.     By  one  estimate,   only  about  10  percent  of  the 
elderly  who  are  in  need  of  psychiatric  treatment  for  any  disorder  ever  receive 
this  service.     At  least  8  percent  of  the  elderly  population  is  affected  by 
Alzheimer's  disease  and  other  dementias;   20  percent  suffer  from  anxiety 
disorders  including  phobic  disorders;   nearly  1  percent  suffer  from 
schizophrenia.     Delirium,   sleep  disorders,   and  personality  disorders  are  also 
common  among  the  elderly.     Nearly  40  percent  of  geriatric  patients  having 
major  depression  also  meet  criteria  for  anxiety  disorder.     As  many  as  30 
percent  of  dementia  patients  also  suffer  from  major  depression,   and  can 
exhibit  symptoms  of  agitation,  paranoia,  hallucinations,   and  sleep 
disturbance . 

At  Albert  Einstein  College  of  Medicine,   Dr.   Peter  Davies  continues  his  work  on 
searching  for  a  reliable  marker  for  Alzheimer's  disease.     Dr.   Davies  has 
concluded  that  the  monoclonal  antibody,  Alz-50,   is  an  excellent  marker  for 
Alzheimer's  disease.     In  the  largest  such  study  to  date,   Dr.   Davies  and 
associates  have  examined  tissues  from  111  patients,   and  have  concluded  that 
tests  with  Alz-50  are  accurate  in  making  the  diagnosis  of  Alzheimer's  disease. 
This  work  represents  a  prelude  to  the  use  of  Alz-50  in  diagnostic  studies  for 
living  patients.     The  results  suggest  that  the  antibody  will  be  useful  as  an 
aid  to  more  accurate  clinical  diagnosis.     A68,   an  antigen  that  is  recognized 
by  Alz-50,    is  also  likely  to  be  a  reliable,   early  marker  of  Alzheimer's 
disease.     Work  to  develop  an  assay  for  A68  in  cerebrospinal  fluid  has  been 
progressing  as  well,  with  a  multi-center  study  of  the  assay  beginning  soon. 

Better  prediction  of  clinical  course  and  changes  in  the  brain  --  Using  brain 
imaging  techniques,  Dr.  Mony  DeLeon  and  his  associates  at  New  York  University 
have  found  that  hippocampal  atrophy  occurs  very  early  in  Alzheimer's  disease 
and  accurately  predicts  incipient  dementia.     Their  longitudinal  PET  and  CT 
research  has  consistently  identified  lateral  temporal  lobe  degenerative 
changes  as  most  salient  once  Alzheimer's  disease  becomes  clinically  evident. 
They  have  identified  relationships  between  hippocampal  atrophy,  hypothalamic - 
pituitary-adrenal  axis  dysregulation  and  PET  glucose  utilization  deficits. 
These  studies  have  led  to  a  "brain  glucose  starvation  hypothesis"   in  the 
pathogenesis  of  Alzheimer's  disease  that  is  intimately  related  to  hippocampal 
dysfunction. 

Depress  ion  is  not  considered  a  part  of  Alzheimer's  disease,   and  if  it  appears 
in  the  early  stages,   it  should  be  ruled  out  as  an  alternative  diagnosis.  NIMH 
grantees  at  the  Alzheimer's  Disease  Research  Center  at  the  University  of 
Washington  have  found  that  the  performance  of  depressed  individuals  on 
cognitive  assessments  most  closely  resembled  that  of  patients  with  mild 
Alzheimer's  dementia  who  were  not  depressed.     This  demonstrates  the  need  for 
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careful  assessment  and  evaluation  to  differentiate  depressive  symptoms  from 
very  mild  Alzheimer's  disease.     If  depression  coexists  with  Alzheimer's 
disease,   it  should  be  treated  with  known  effective  interventions  for 
depression. 

Depression  in  the  elderly  has  been  shown  to  be  a  chronic  and  relapsing 
problem.     The  long  term  prognosis  for  depression  in  late  life  is  generally 
thought  to  be  poor,  with  up  to  40  percent  continuing  to  experience  depression. 
Early  in  1992  NIMH  co-sponsored  a  Consensus  Development  Conference  on 
Diagnosis  and  Treatment  of  Depression  in  Late  Life.     Misdiagnosis  and 
patients'   acceptance  of  sadness  have  led  to  estimates  that  60  percent  of 
depressed  older  Americans  are  not  receiving  treatment.     The  panel  of  experts 
endorsed  vigorous  treatment  with  antidepressant  medications,  psychotherapy  and 
combination  therapy  for  this  older  population.     They  also  concluded  that 
electroconvulsive  therapy  is  effective,  but  underused  in  the  elderly.  Because 
studies  show  that  85  percent  of  older  adults  visit  a  primary  care  physician  at 
least  once  a  year,   these  physicians  were  encouraged  to  participate  in 
continuing  education  programs  on  depression.     Other  recommendations  of  the 
panel  included  reducing  the  fragmentation  of  service  delivery  and  changing  the 
ageist  attitudes  of  some  practitioners. 

It  has  been  commonly  accepted  that  older  Americans  kill  themselves  because 
their  bodies  are  failing,   they  have  financial  difficulties  or  they  are  lonely. 
Contrary  to  the  conventional  wisdom,  NIMH  researchers  have  found  that  older 
suicide  victims  actually  experienced  few  high-stress  life  events  such  as  the 
death  of  a  spouse,   financial  ruin  or  fatal  disease  and  98  percent  had  close 
contact  with  friends  and  family.     Researchers  have  found  that  late  life 
suicide  is  distinguished,  by  a  number  of  demographic,  behavioral,  and 
psychopathologic  differences,   from  suicide  in  other  age  groups  and  that  these 
differences  have  implications  for  understanding  brain-behavior  relationships. 
The  common  factor  was  mental  illness.     Dr.   Yeats  Conwell  at  the  University  of 
Rochester,  using  psychological  autopsy  data,  has  shown  that  the  most  common 
psychopathology  of  elderly  suicides  is  an  affective  disorder  of  late  onset; 
that  it  is  less  commonly  associated  with  active  substance  abuse;   and  more 
often  associated  with  physical  illness  or  loss  than  in  younger  suicide 
victims.     For  elderly  white  men,  who  are  at  most  risk,  more  than  three  -  fourths 
of  these  persons  had  visited  a  primary  care  physician  within  the  month  prior 
to  their  suicide.     Generally  they  were  suffering  from  their  first  episode  of 
major  depression,  which  was  moderately  severe,  yet  the  depression  went 
unrecognized  and  untreated.     Continuing  research  is  focusing  on  the 
development  of  a  neurobiological  model  of  late  life  suicide,   including  Dr. 
Conwell 's  hypothesis  that  late  life  suicide  is  a  behavioral  expression  of 
neurobiological  alterations  in  hypothalamic-pituitary-adrenal  (HPA)  axis 
dysfunction.     One  of  the  HHS  Healthy  People  2000  goals  is  to  reduce  suicide 
rates  in  elderly  men  (over  65),  who  are  most  at  risk,   to  no  more  than  39.2  per 
100,000  from  the  baseline  of  46.1  per  100,000. 

Minority  Mental  Health  -  ADAMHA  and  NIMH  require  that  applications  and 
proposals  for  research  support  include  U.S.   racial/ethnic  minorities  in  study 
populations,  unless  compelling  scientific  or  other  justifications  exist. 
ADAMHA  and  NIMH  also  encourage  attention  to  gaps  in  knowledge  about  specific 
U.S.   racial/ethnic  minorities  and  health  problems  that  significantly  affect 
them.     Minority  population  responses  vary  in:     perception  and  definition  of 
mental  illness;   types,   availability,   appropriateness  and  accessibility  of 
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service  and  support  mechanisms;   and  help  seeking  behaviors  and  interactions 
with  service  providers.     The  need  to  address  gaps  in  knowledge  may  be 
appropriate  justification,   in  some  cases,   for  focusing  a  particular  study  on  a 
single  racial/ethnic  group. 

An  international  workshop,   Continuities  and  Discontinuities  in  the  Cognitive 
Socialization  of  Minority  Children,   explored  ways  in  which  the  cognitive 
development  of  minority  children  has  been  influenced  by  their  culture  of 
origin  (continuities),   as  well  as  its  relationship  to  a  new  environment  after 
immigration  (discontinuities) .     This  problem  is  an  especially  important  one  in 
basic  science  since  there  is  currently  no  data  base  on  cognitive  skills  for 
minorities,   a  problem  underscored  as  scientists  have  grappled  with  the 
development  of  assessments.     Hispanic,  African  American,  Asian  American,  and 
Native  American  groups  were  represented  in  the  discussions.     Outcomes  include: 
follow-up  symposium  at  the  International  Society  for  the  Study  of  Behavioral 
Development;   special  issues  of  the  International  Journal  of  Behavioral 
Development;   and  a  pilot  project  of  summer  intern  training  for  students  at 
Howard,   Georgetown,   and  George  Washington  Universities. 

Investigators  have  found  that  children  born  with  sickle  cell  disease 
experience  over  80  percent  of  their  painful  crises  without  ever  seeing  a 
health  care  professional,  highlighting  the  need  for  programs  to  teach  these 
children  behavioral  management  of  their  pain  at  home.     Sickle  cell  disease  is 
the  most  common  serious  genetic  disorder  found  in  persons  of  African  American 
heritage.     One  of  the  more  debilitating  aspects  of  sickle  cell  disease  is 
vaso-occlusive  crisis  pain.     Crisis  pain  may  begin  at  any  age,  be  severe,  last 
for  days,   and  recur  at  unpredictable  intervals,   resulting  in  missed  school  or 
work,   emergency  room  visits,  hospitalizations,   and  repeated  need  for  narcotic 
medications.     The  study  also  found  that  training  a  group  of  adolescents  to  use 
medical  self -hypnosis  when  they  begin  to  experience  crisis  pain  at  home,  can 
help  reduce  the  number  of  days  in  which  pain  is  experienced  by  10  percent, 
increase  the  number  of  nights  of  sound  sleep,   and  improve  the  basic 
functioning  of  children,   including  their  ability  to  go  outdoors  and  to  attend 
school,   as  well  as  reduce  their  reliance  on  narcotic  medication.     This  study 
provides  evidence  for  the  value  of  including  adjunctive  behavioral  medicine 
approaches  in  the  management  of  this  lifelong,   debilitating,   and  often  painful 
illness . 

As  American  society  becomes  increasingly  diverse,   there  is  a  growing  need  to 
improve  the  understanding  of  the  unique  concerns  of  racial/ethnic  minorities 
who  are  mentally  ill,  ensuring  the  responsiveness  of  the  mental  health  service 
delivery  system  to  these  diverse  populations.     At  a  recent  workshop  sponsored 
by  NIMH,   "Culture  and  Diagnosis"  the  role  of  cultural  factors  in  the 
diagnosis,   epidemiology,   course  and  treatment  of  psychiatric  disorders  was 
examined  to  promote  refinement  of  the  impending  diagnostic  classification 
system,   DSM-IV.     There  is  mounting  evidence  that  the  cultural  context  can 
construct  unique  forms  of  mental  states  and  strongly  influence  which 
experiences  are  considered  normal  and  which  are  judged  pathological.  The 
products  of  this  workshop  will  be  used  to  supplement  the  diagnostic 
classification  proposed  in  DSM-IV  by  delineating  the  usefulness  of  these 
cultural  contexts  in  the  process  of  diagnosing  mental  disorders  among 
racial/ethnic  minority  individuals. 
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Recent  behavioral  research  with  minority  families  is  increasing  our 
understanding  of  unique  factors  contributing  to  marital  instability.  NIMH 
investigators,   in  a  study  of  the  first  three  years  of  marriage  in  black  and  in 
white  couples,  have  found  significant  group  differences  among  the  predictors 
of  marital  instability.     In  general,  black  couples  experienced  a  higher 
incidence  of  marital  difficulties  and  the  variables  were  distinct  from  those 
of  white  couples.     For  example,   for  black  couples  only,  males'   concerns  with 
dominance  and  finances  were  related  to  increased  marital  instability.  Also, 
the  marital  partners'  perceptions  of  marital  interactions  differed  according 
to  race;  black  couples  reported  more  avoidant  styles  of  conflict  negotiation, 
less  perceived  partner  support,   and  more  positive  sexual  interactions  than 
white  couples.     Taken  together,   these  results  strongly  suggest  that  social 
scientists  cannot  analyze  and  understand  the  dynamics  of  marital  instability 
and  marital  satisfaction  in  black  couples  in  the  same  way  as  in  white  couples. 

NIMH  intends  to  continue  the  investigation  of  systemic,   social,   cultural  and 
biologic  factors  related  to  behavior,  mental  health  and  mental  disorders  among 
minority  populations.     This  work  will  contribute  to  theoretical  and  empirical 
developments  in  understanding  the  role  of  race,   ethnicity,  and  sociocultural 
processes  in  the  development  of  mental  disorders.     Such  research  can  help  to 
decide  whether  and  how  mental  disorders  disproportionately  affect  minority 
populations  and  how  best  to  prevent  and  treat  them.     We  also  must  ensure  that 
there  is  a  nationwide  cadre  of  trained  scientists  able  to  contribute  to  our 
expanding  knowledge  of  mental  disorders. 

Violence  and  Traumatic  Stress  -  NIMH's  activities  in  the  areas  of  violence  and 
traumatic  stress  have  four  principal  focuses:    (1)  The  Perpetrators  of  Violence 
Research  Program;    (2)  The  Victims  of  Violence  Research  Program;    (3)  The  Law 
and  Mental  Health  Research  Program  (which  deals  with  how  mentally  disordered 
offenders  and  the  dangerous  mentally  ill  are  handled  in  the  criminal  and  civil 
commitment  processes) ;   and  (4)   the  Emergency  Research  Program  (studying 
victims  of  disaster,   combat,   community  violence,   and  terrorism). 

Recent  NIMH  research  shows  that  violent  events  are  far  more  common  than 
previously  believed,   and  that  such  events  occur  to  the  majority  of  the 
population.     Researchers  examined  the  frequency  and  impact  of  10  different 
traumatic  events  in  a  mixed  community  sample  of  1,000  adults.     Over  their 
lifetimes,   69  percent  of  the  sample  experienced  at  least  one  violent  event, 
including  robbery  (25  percent),  physical  assault  (15  percent),   and  sexual 
assault  (7  percent  of  women).     In  the  year  before  the  study,   21  percent  of  the 
sample  had  experienced  one  or  more  violent  events.     Victims'   present  levels  of 
perceived  stress  were  significantly  higher  than  levels  measured  in  persons  who 
had  not  been  traumatized.     This  difference  was  detectable  even  if  the  violence 
occurred  several  years  previously. 

In  many  communities,  juveniles  with  severe  mental  health  problems  are  placed 
in  detention  centers,   correctional  facilities,   and  residential  placements 
without  first  receiving  clinical  assessments  and  appropriate  mental  health 
services.     Furthermore,   there  is  considerable  disagreement  and  confusion 
concerning  which  agencies  and  facilities  should  assume  primary  responsibility 
for  mentally  disordered  juvenile  offenders.     Mentally  111  Youth  in  the  Legal 
System,   a  conference,   to  be  sponsored  by  NIMH,  NIAAA,   and  the  Office  of 
Treatment  Improvement  will  explore  a  range  of  research,   policy,   and  services 
issues  affecting  the  processing,   treatment,   and  management  of  mentally 
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disordered  youth  in  the  juvenile  justice,   social  services,   and  mental  health 
systems.     The  purpose  will  be  to  identify  service  needs  and  program  models,  as 
well  as  research  priorities,   that  ultimately  can  help  to  better  inform  policy 
and  practice  in  this  area. 

Rural  Mental  Health  -  NIMH  has  organized  an  initiative  to  increase  research  on 
rural  mental  health,  which  has  included:   the  public  hearing  in  Minnesota,  the 
establishment  of  an  Office  of  Rural  Mental  Health  Research  to  coordinate  rural 
research  within  NIMH  and  between  NIMH  and  other  agencies,   and  an  announcement 
inviting  applications  for  research  on  mental  disorders  in  rural  populations. 
NIMH  has  funded  three  rural  research  centers  in  Iowa,  Arkansas,   and  Wisconsin. 

NIMH  continues  to  support  rural  mental  health  research  in  five  general  areas: 
epidemiology,   behavioral  and  psychological  conditions,  mental  health  services, 
Community  Support  Program  research  demonstrations,   and  Child  and  Adolescent 
Service  System  Program  research  demonstrations.     NIMH  encourages  research  on 
gaps  in  knowledge  about  specific  U.S.   racial/ethnic  minorities  including 
Native  Americans  and  the  mental  health  problems  that  significantly  affect 
them . 

As  part  of  NIMH's  focus  on  rural  mental  health,   a  report  describing  these 
activities  was  prepared  and  published  in  the  major  professional  journal  of 
psychologists.     Other  activities  include  workshops  with  State  program 
directors,   rural  service  advocates ,   and  rural  researchers  on  appropriate 
functions  for  the  new  Office  of  Rural  Mental  Health  Research,  collaboration 
with  the  Health  Resources  Services  Administration  Office  of  Rural  Health 
Policy  to  support  panels  at  professional  meetings  on  rural  research,   and  an 
intra-agency  agreement  to  support  a  publication  summarizing  current  knowledge 
on  rural  mental  health. 

Mental  Health  Issues  of  Homelessness   -   Since  1982,   NIMH  has  served  as  the  lead 
agency  within  the  Department  of  Health  and  Human  Services  for  examining  the 
relationship  between  homelessness  and  mental  illness  and  identifying  the 
mental  health  needs  of  homeless  persons.     Researchers  have  found  that  14 
percent  of  those  contacted  in  a  random  telephone  survey  of  the  48  contiguous 
states  reported  being  homeless  at  some  point  in  their  lives.     Half  the 
previously  homeless  individuals  reported  being  homeless  for  more  than  a  month. 
Of  all  the  people  surveyed,   3.2  percent  had  slept  in  parks  or  streets  and  6.2 
percent  had  used  shelters  or  similar  temporary  residences.     These  findings 
suggest  that  homelessness  is  far  more  common  than  previously  expected.  Future 
research  to  understand  the  ability  of  these  formerly  homeless  individuals  to 
escape  homelessness  may  provide  important  service  intervention  information. 

The  Institute  has  initiated  an  array  of  demonstration,   technical  assistance, 
and  national  leadership  projects  to  assist  States  and  localities  in  meeting 
the  needs  of  homeless  severely  mentally  ill  individuals,   including  a  program 
of  research  on  homelessness  and  mental  illness.     A  new  program  of  extramural 
research  has  been  developed  to  study  the  psychosocial  causes  and  effects  of 
homelessness  in  families.     These  studies  are  still  in  the  data  collection 
phase,  but  will  yield  results  on  the  psychological  effects  of  homelessness  on 
children,   as  well  as  the  individual  and  systemic  mechanisms  by  which  families 
lose  housing.     Such  data  will  contribute  to  efforts  to  prevent  family 
homelessness  and  to  prevent  serious  emotional  sequelae  of  homelessness  in 
children . 
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VI .       Research  Infrastructure  Development 

Research  Training  -  The  goal  of  the  NIMH  Research  Training  Program  is  to 
prepare  and  train  creative  and  talented  young  scientists  to  apply  the  research 
tools  of  contemporary  science  to  the  questions  and  issues  of  mental  health  and 
disorders.     This  training  encompasses  the  full  range  of  research  endeavors  of 
the  Institute  with  special  emphasis  on  training  physician  scientists,  both 
M.D.s  and  Ph . D . s ,   and  minority  researchers  as  veil  as  developing  investigators 
for  such  specialized  areas  of  research  as  child  and  adolescent  disorders  and 
services  research.     Institutional  training  grants  are  awarded  to  institutions 
and  fellowships  to  individuals;  both  are  available  for  training  at  pre-  and 
post-doctoral  levels.     Much  of  the  training  takes  place  within  the  context  of 
the  Institute's  traditional  research  grants  as  well  as  its  research  centers 
where  the  trainees  are  part  of  the  teams  conducting  the  studies  described  in 
the  topical  sections  of  this  document.     Recipients  of  NIMH  research  training 
support  are  obligated  to  pay  back  this  support  on  a  day  for  day  basis 
(discounting  the  first  year  of  support)  by  doing  research  and/or  teaching 
after  the  completion  of  their  training. 

The  new  M.D./Ph.D.  program  begun  by  NIMH  in  1990  has  been  very  successful. 
Sixteen  students  are  currently  enrolled  and  15  more  have  applied  for  support 
beginning  in  the  summer  of  1992.     This  program  was  designed  to  directly 
confront  the  shortage  of  research  physicians  in  mental  health.     By  providing 
support  for  education  and  training  for  the  combined  degree  with  an  emphasis  on 
mental  health,   the  Institute  expects  to  increase  the  flow  of  well  trained 
young  physician/scientists  into  its  research  cadre. 

Infrastructure  development  -  The  strategic  planning  process  has  identified 
infrastructure  development,   research  training  and  career  development,  and 
research  environment  enrichment  as  immediate  and  major  needs  for  the  future  of 
research.     Each  of  the  four  strategic  plans  addresses  deficiencies  in  research 
resources.     There  are  too  few  researchers  and  too  few  places  for  them  to  work 
to  address  the  problems  of  the  future.     For  example,   The  National  Plan  for 
Research  on  Child  and  Adolescent  Mental  Disorders  found  fewer  than  20  full- 
time  child  psychiatrists  at  work  on  mental  disorder  research  in  children. 
These  efforts  are  designed  to  bear  fruit  in  the  clinical  area  also.  Training 
experiences  are  advantageous  to  clinicians  because  they  acquire  improved 
clinical  skills  and  heightened  abilities  to  understand,   translate  and  use  the 
latest  research  results  even  though  they  may  not  continue  in  research  careers. 
NIMH  is  pledged  to  increasing  the  number  of  researchers  and  expanding  the 
number  of  academic  departments  and  other  venues  capable  of  conducting  rigorous 
research . 

To  address  these  deficiencies,   several  programs  have  been  developed. 

o         A  program  to  endow  proven  research  mentors.     These  proposed  Conte  Awards 
for  senior  researchers  would  give  the  gift  of  time.     Excellent  teachers 
would  be  able  to  afford  the  time  to  help  younger  scientists. 

o  The  Program  to  Enhance  Research  Competitiveness  or  PERC  program  is 

designed  to  provide  short-term  support  to  develop  the  capacity  of  a 
department  for  research. 
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o  Part-time  and  short  term  research  training  to  facilitate  early 

recruitment  of  new,  young  researchers.  The  National  Research  Service- 
Awards  will  be  modified  to  increase  flexibility  in  payout  and  payback. 

o  The   Innovative  Research  Reserve  focuses  on  high  risk  projects  of 

particular  merit  that  could  lead  to  significant  advances,   yet  seem 
uncertain  to  reviewers  anxious  to  conserve  resources.     The  Acting 
Director  NIMH  chooses  suitable  projects  for  funding  based  on  the 
suggestions  of  program  staff. 

o  NIMH  is  developing  several  new  mechanisms  to  attract  new  scientists  into 

the  field,  including  the  Dissertation  Research  Grants  for  Child  and 
Adolescent  Mental  Health/Mental  Disorders  for  pre-doctoral  students. 

Report  of  the  Social  Work  Task  Force   -   In  1988,   the  Director  of  NIMH  appointed 
the  Task  Force  on  Social  Work  Research  and  asked  the  members  to  examine  the 
current  status  of  research  and  research  training  throughout  the  profession  of 
social  work.     The  contributions  of  research  to  the  actual  practice  of  social 
work  lags  far  behind  the  growth  in  the  profession.     The  group  released  their 
plan  for  research  development  in  the  field:     Building,  Social  Work  Knowledge 
for  Effective  Services  and  Policies  in  1992 .     In  the  report  the  Task  Force 
recommends  a  program  of  action  that  includes:     Increased  support  for  research 
development,    including  collaborative  research  partnerships  on  the  PAL  (Public 
Academic  Liaison)  model;   the  establishment  of  an  Office  of  Social  Work  Mental 
Health  Research  Development  within  NIMH  to  administer  a  program  of  awards  for 
schools  of  social  work,   consortiums  of  schools  and  service  agencies;   and  a  15 
month  Intensive  Research  Development  Workshop  for  social  work  researchers  in 
mental  health.     Because  the  report  recognizes  that  most  social  work  research 
funds  come  from  federal  mental  health  and  health  research  agencies,    the  Task 
Force  focuses  attention  on  the  need  for  broad  based  infrastructure  development 
to  create  multiple  levels  of  research  support  and  organizational  development. 

VII .      Intramural  Research 

The  NIMH  Intramural  Research  Program  (IRP)  plans  and  administers  a 
comprehensive  long-term  research  program  dealing  with  the  causes,  diagnosis, 
treatment,   and  prevention  of  mental  disorders,   as  well  as  the  biological  and 
psychosocial  factors  that  determine  human  behavior  and  development  and  provide 
a  focus  for  national  attention  in  the  area  of  mental  health  research.  The 
intramural  research  program  contains  approximately  400  investigators  and 
operates  23  laboratories  and  clinical  branches  on  the  campus  of  the  National 
Institutes  of  Health,   at  the  Poolesville  Animal  Facilities,   and  at  the 
Neuropsychiatric  Research  Hospital  on  the  campus  of  Saint  Elizabeth's  Hospital 
in  Washington,   D.C.     Several  hundred  active  research  projects  in  the  basic 
neurosc iences ,   clinical  pharmacology,   clinical  psychiatry,   and  behavioral 
sciences  are  conducted  in  these  facilities  each  year. 
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Summary  of  Changes 

The  President's  Budget  proposes  an  6 . 2  percent  increase  for  intramural 
research,   to  a  total  of  $101,571,000  including  a  program  increase  of  $800,000 
and  6  FTEs  for  medications  development  activities.     The  Institute -wide 
psychotherapeutic  medications  development  program  is  designed  to  speed  and 
enhance  the  formation  of  new  drug  discoveries.     The  increase  of  $183,000  will 
be  used  for  increased  patient  travel  and  other  activities  resulting  from 
implementation  of  the  National  Plans  that  were  postponed  in  1992.  The 
distribution  of  these  increases  is  displayed  in  the  following  table: 


Built-in  Increases: 

Annualization  of  January  1992  pay  increase....  +$880,000 

January  1993  pay  increase   +986,000 

Within  grade  increase   +276,000 

Increased  for  NIH  Management  Fund  costs   +1,806,000 

Increased  for  NIH  Service  and  Supply  Fund  costs  +319,000 
Increased  cost  for  non-pay  items  including 

laboratory  materials  and  other  supplies   +815 , 000 

Subtotal,   Built-in  Increases   +$5,082,000 

Built-in  Decrease: 

One  less  day  of  pay   -$133  ,000 

Subtotal,  Built-in  Decreases   -$133,000 

Program  Increases: 

Increased  Support  for  Medications  Development.  +800,000 

Increased  travel  costs   (Nat.   Research  Plans)..  +183 , 000 

Subtotal,   Program  Increases   +983  ,  000 

Total,  Net  change   +$5,932,000 


VIII.   Research  Management  and  Support 

The  Research  Management  and  Support  activity  provides  program  support  and 
staffing  for  the  management,   planning,  policy  development,   and  coordination  of 
the  Institute.     The  activities  supported  are  essential  to  the  accomplishment 
of  the  Institute's  mission  and  go  well  beyond  the  efficient  operation  of  its 
programs.     These  funds  support  the  activities  of  Institute  staff  and  the 
National  Advisory  Mental  Health  Council  in  the  areas  of:     national  leadership 
in  promoting  State  and  community  treatment,   prevention  and  destigmatization 
efforts;   dissemination  of  research  findings;   collaboration  with  other  agencies 
on  mental  health  aspects  of  public  policy  making;   consultation  and  technical 
assistance  to  State  and  local  programs;   strategic  planning  and  other  research 
conceptualization  activities;  and  analysis  of  policy  issues. 

Institute  staff  provide  scientific  direction  for  program  announcements, 
support  and  monitor  funded  research  projects,  manage  the  review  and  award  of 
proposals,   organize  conferences  and  related  activities  to  promote  new 
initiatives,   and  collect  and  disseminate  information.     In  the  services 
research  and  services  arena,   NIMH  shares  lead  responsibility  with  HUD  for  co- 
chairing  a  work  group  to  oversee  the  January  1990  Memorandum  of  Understanding 
intended  to  improve  the  integration  of  housing  and  services  to  the  vulnerable 
poor  population.     This  is  done,   in  part,  by  providing  assistance  to  States  and 
cities  to  improve  coordination  of  housing  and  services  at  State  and  local 
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levels.     NIMH  also  provides  professional  leadership  for  the  Task  Force  on 
Homelessness  and  Severe  Mental  Illness,   an  18 -month  Task  Force  that  has  a 
mandate  to  examine  the  systemic  problems  that  make  severely  mentally  ill 
persons  particularly  vulnerable  to  homelessness.     Efforts  have  included  joint 
sponsorship  of  a  September  1991  public  hearing  on  severe  mental  illness  and 
homelessness.     A  major  accomplishment  of  this  Task  Force  is  the  new  Access 
Initiative  described  in  the  Demonstration  Section. 

In  the  AIDS  program,   this  activity  also  supports  a  major  effort,  involving 
additional  staff  and  resources,   to  reduce  the  time  required  to  evaluate  and 
fund  AIDS  research  applications.     The  AIDS  professional  education  program  that 
was  included  in  this  activity  because  of  the  prior  use  of  the  contract 
mechanism,   has  been  transferred  to  a  new  activity,   Professional  Medical 
Education  because  it  is  not  appropriate  to  award  grants  from  this  budget 
activity.     This  results  in  a  comparable  adjustment  of  $3,112,000  in  1991  and 
$3,016,000  in  1992. 

Management  accomplishments  and  improvements  -  NIMH's  peer  review  system  has 
long  been  respecced  across  the  scientific  community.     However,   over  the  past 
several  years,   it  became  apparent  that  modifications,   including  changes  in  the 
structure  and  makeup  of  some  initial  review  groups  (IRGs) ,  were  necessary. 
The  restructuring,   effective  with  the  February,   1992  IRG  meetings,  will  allow 
the  system  to  keep  pace  with  the  science  being  reviewed  and  will  increase 
effectiveness  and  enhance  the  overall  review  process.     Due  to  program  emphasis 
changes  and  reorganization,   some  previously  established  IRGs  have  been 
disbanded  and  new  ones  have  been  created  in  child  and  adolescent  mental  health 
and  treatment  research,   and  in  medical  and  psychotherapeutic  approaches  to 
treatment . 
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Summary  of  Changes 

The  1993  budget  request  includes  $43,397,000  for  Research  Management  and 
Support  and  retains  the  1992  FTE  level  of  415.     The  increase  of  $267,000  will 
be  used  for  deferred  site  visits,  grant  monitoring,   and  other  activities 
resulting  from  implementation  of  the  National  Plans  that  were  postponed  in 
1992.     The  distribution  of  the  $2,698,000  increase  is  displayed  in  the 
following  table: 


Built-in  Increases: 

Annualization  of  January  1992  pay  increase. . . .  +$587,000 

January  1993  pay  increase   +793,000 

Within  grade  increase   +191,000 

Increased  PHS  Service  and  Supply  Fund   +316,000 

Increased  FTS  Costs   +15,000 

Working  Capital  Fund  Transfer   +26,000 

Increased  Rental  Payments  to  GSA   +117,000 

Increased  cost  for  non-pay  items  including 

equipment  and  other  supplies   +478  . 000 

Subtotal,  Built-in  Increases   +$2,523,000 

Built-in  Decreases: 

One  less  day  of  pay   -92  .000 

Subtotal,  Built-in  Decreases   -$92,000 

Program  Increases: 

Increased  travel  costs  (Nat.  Research  Plans)...  +267 , 000 

Total,  Net  change   +$2,698,000 
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B.  Demonstrations 


Authorizing  Legislation  -  Section  520  of  the  Public  Health  Service  Act,  and 
P.L.   100-77,  Section  612. 


FY  1991 
Actual 


FTE  BA 

CSP/CASSP  ---  $24,884,000 
Prevention---  4,880,000 
Homeless . . - - -  5,861,000 
Total. .      ---  $35,625,000 


FY  1992 
Appropriation 
FTE 

---  $24,885,000 
5,478,000 
---  5.861.000 
---  $36,224,000 


FY  1993 
Estimate 


Increase 
or 

Decrease 


BA    FTE  BA  FTE 

$24,885,000  --- 


10.861.000 
$35,746,000 


BA 

-5,478,000 
+5.000.000 
-$478,000 


1993  Authorization: 

CSP/CASSP  -  PHSA  Section  520   Indefinite 

Prevention  -  PHSA  Section  520   Such  Sum 

Homeless  -  P.L.   100-77,   Section  612   Such  Sum 


Purpose  and  Method  of  Operations 


Demonstration  grants  and  evaluation  contracts  constitute  an  essential 
component  of  the  continuum  of  the  Institute's  activities  linking  the 
laboratory  to  the  provision  of  services  and  interventions  for  individuals, 
families,   and  communities.     Demonstration  projects  are  necessary  to  identify 
workable  models  and  to  disseminate  methods  and  organizational  structures  to 
State  and  community  service  systems.     These  programs  also  support  vital 
services  to  populations  in  need,  such  as  homeless  individuals  and  families; 
minority  communities;  rural  residents;  and  children  and  adolescents. 


Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988   $19,148,000 

1989   30,514,000 

1990   34,341,000 

1991   35,625,000 

1992   36,224,000 


CSP/CASSP 


The  Community  Support  Program  -  The  Community  Support  Program  (CSP)   is  a 
national  effort  to  improve  mental  health  and  supportive  services  for  adults 
with  severe  and  persistent  mental  disorders,   a  population  estimated  at 
approximately  2.8  million  individuals.     CSP  supports  projects  to  increase 
knowledge  and. State  and  community  resources  directed  toward  services  for  this 
population,  and  to  expand  the  number  of  community  support  and  rehabilitation 
programs  throughout  the  Nation,  while  enhancing  the  role  of  primary  consumers 
and  family  members  in  the  formal  and  informal  service  systems.     Other  efforts 
are  directed  at  developing  and  disseminating  knowledge  on  effective  vocational 
rehabilitation  services  and  recovery  approaches  to  maximize  the  number  of 
individuals  employed  and  able  to  live  in  the  community. 
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The  Child  and  Adolescent  Service  System  Program  -  The  Child  and  Adolescent 
Service  System  Program  (CASSP)   is  designed  to  improve  systems  for  service 
delivery  for  children  and  adolescents  with  severe  emotional  disturbance, 
through  the  refinement  and  integration  of  the  diverse  services  delivered  to 
this  population  by  States  and  communities.     CASSP  encourages  interagency 
coordination  and  planning  of  services  and  stronger  mental  health  components 
within  the  child  health  care  systems.     CASSP  pulls  together  the  most 
applicable  research  and  makes  it  available  to  service  system  administrators. 
CASSP  requires  that  newly  developed  strategies  and  services  be  culturally 
sensitive  to  the  needs  of  minority  children  and  youth,  and  that  these 
populations  participate  in  all  aspects  of  service  system  development.  The 
families  of  children  and  adolescents  with  severe  emotional  disturbance  are 
included  in  assessing,  planning  for  and  implementing  improved  service  delivery 
systems . 

Currently  in  its  eighth  year,  CASSP  is,  or  has  been,  active  in  all  50  States, 
the  Virgin  Islands  and  the  District  of  Columbia.     It  also  co- funds  two 
Research  and  Training  Centers  with  the  Department  of  Education's  National 
Institute  of  Disability  and  Rehabilitation  Research,  and  co-funds  a  Technical 
Assistance  Center  with  the  Division  of  Maternal  and  Child  Health,  Health 
Resources  and  Services  Administration.     Because  of  the  CASSP  program  there  is 
an  administrative  focal  point  for  child  mental  health  in  every  State.  CASSP 
principles  and  vision  have  served  as  the  foundation  for  the  Robert  Wood 
Johnson  Program  on  Seriously  Emotionally  Disturbed  Youth.     Furthermore,  CASSP 
has  assumed  a  lead  role  in  providing  technical  assistance  to  States  in  meeting 
the  new  children's  mental  health  planning  requirements  of  P. L. 99-660  (State 
Comprehensive  Mental  Health  Act  of  1986)  and  P. L. 101-639  (Mental  Health 
Amendments) . 

Prevention  Services  Research  Demonstration  Projects 

In  1992,  NIMH  continued  to  fund  the  research  demonstrations  on  youth  suicide 
and  serious  conduct  problems  begun  in  1990.     The  three  currently  funded 
suicide  research  demonstrations  mark  a  turning  point  in  the  suicide  prevention 
area  because  they  target  high  risk  individuals  and  provide  intensive  training 
in  coping  or  problem-solving  skills.     Most  previous  prevention  programs  merely 
provided  general  knowledge  about  suicide  to  all  students,  regardless  of  risk 
status.     Available  data  suggest  that  these  brief,  mass  -  targeted  programs  may 
unwittingly  increase  suicidal  behaviors  in  vulnerable  youth  if  suicide 
completers  are  portrayed  as  heroic,  romantic  individuals  who  succumbed  to 
common  stressors. 

The  prevention  research  demonstration  grants  in  conduct  disorder  extend 
previous  work  in  this  area  that  suggests  the  existence  of  a  range  of  factors 
that  place  individuals  at  risk,  persist  over  time  and  span  several  domains -- 
problems  at  the  level  of  the  individual,   the  family,   the  peer  group,  school, 
and  community.     It  is  important  to  note  that  conduct  disorder/antisocial 
behavior  and  completed  suicide  are  highly  interrelated:     among  males,  who 
account  for  8  out  of  every  10  suicides  among  10  to  19-year-olds,  antisocial 
behavior  is  the  most  frequent  risk  factor  for  suicide,  especially  when 
combined  with  drug  abuse  and  a  family  history  of  suicide.     Thus,  successful 
prevention  of  conduct  problems  may  contribute  to  a  reduction  in  youth  suicide. 
The  three  currently  funded  research  demonstrations  in  conduct  disorder  are 
attempting  to  address  these  multiple  problem  areas  through  comprehensive 
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interventions  that  are  delivered  over  long  periods  of  time.  These 
demonstrations  include  both  rural  and  urban  populations  and  directly  address 
the  needs  of  minority  groups. 

McKinney  Research  Demonstration  Program 

NIMH  has  funded  two  rounds  of  "Community  Mental  Health  Demonstration  Projects 
for  the  Homeless  Chronically  Mentally  111"  awards  as  established  by  Section 
612  of  the  McKinney  Act.     In  1990,  NIMH  awarded  six  new  three-year 
demonstration  grants  to  support  the  provision  of  comprehensive  community 
mental  health  services  coordinated  with  housing  services.     Through  the  random 
assignment  of  participants  to  experimental  and  control  groups,  the 
demonstrations  will  examine  the  efficacy  of  interventions  such  as  a 
psychiatric  rehabilitation  model  of  supported  housing,   transitional  versus 
permanent  housing,   and  consumer-run  households.     Under  the  HHS/HUD  Memorandum 
of  Understanding,  HUD  agreed  to  give  preference,   to  the  extent  possible,  in 
its  rating  and  award  criteria  to  NIMH  applicants  who  concurrently  applied  for 
funding.     This  resulted  in  HUD ' s  contribution  of  nearly  $10  million  in  housing 
assistance  so  that  all  of  the  round  two  McKinney  projects  offer  some  type  of 
permanent  housing  with  supportive  services  to  severely  mentally  ill  homeless 
adults.     In  1992  NIMH  plans  continuation  awards  to  these  six  grants  for  the 
third  and  final  year. 

The  National  Resource  Center  on  Homelessness  and  Mental  Illness,  which  is 
funded  jointly  by  NIMH  and  HUD,  works  to  develop  and  disseminate  knowledge 
about  effective  approaches  to  providing  integrated  housing  and  services  to 
homeless  mentally  ill  persons.     The  Center  assists  other  Federal,   State,  and 
local  programs   (both  public  and  private)  through  the  collection,  development, 
synthesis,   and  dissemination  of  information  and  other  technical  assistance 
activities.     During  its  first  36  months  of  operation  the  Center  answered  over 
7,720  requests  for  information  and  assistance  from  a  variety  of  service 
providers,  researchers  and  educators,   students,  policy  makers,  and  national 
organizations.     The  Center  has  an  800  telephone  number  that  provides  easy 
access  for  callers,  who  often  include  indigent  persons  and  non-profit  shelter 
and  mental  health  service  providers.     The  Center  also  provides  on-site 
technical  assistance  to  the  NIMH  McKinney  Demonstration  Projects,  assisting 
them  in  designing,   implementing,   and  maintaining  feasible,  high  quality 
interventions . 
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The  following  table  provides  numbers  of  awards  and  funding  levels,  displayed 
by  type  of  award: 

Demonstrations 


1991  1992  1993 
Actual   Appropriation   Estimate 


CSP/CASSP: 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Adult: 

Continuations  

52 

$10 ; 676 , 000 

47 

$9 , 180 , 000 

49 

$9 ,407 ,000 











New  

22 

3,554,000 

27 

5,040,000 

24 

4,810,000 

Supplemental  

_Iiti 

102,000 

JJ£i 

106.000 

_£A1 

109.000 

Subtotal  

74 

14,332,000 

74 

14,326,000 

73 

14,326,000 

Children: 

Continuations  

31 

c    o  n  "7    a  a  a 

5 , 397 , 000 

24 

C     AO/  AAA 

5  ,  934 , 000 

11 

*5     C  /  1  AAA 

3 , 547 , 000 

Competing  

9 

1,425,000 

7 

1 ,  281 , 000 

4 

769 , 000 

New  

3 

751 ,000 

2 

366 ,000 

17 

3,265,000 

Supplemental  

(1) 

2.000 

Subtotal  

43 

7,575,000 

^33 

7,581,000 

~32 

7,581,000 

Contracts : 

Renewals  

21 

O      TOO  AAA 

11 

O     /  O  ~7  AAA 

2,437, 000 

19 

O     O  A  O  AAA 

 1 

1  A  C  AAA 

195 , 000 

16 

541 , 000 

 7 

"7  1  A  AAA 

770 , 000 

Subtotal  

22 

O     Q  "7  "7  AAA 

i ,  v  /  / , uuu 

27 

O     07Q  AAA 

z , y / o , uuu 

26 

1     Q*7Q  AAA 

z , y /o , uuu 

Total  CSP/CASSP. 

139 

24,884,000 

134 

24 , 885 , 000 

131 

24,885 ,000 

Prevention  Services : 

Grants : 

Continuations  

 6 

4,880,000 

 6 

5 ,478 ,000 





Total  Prevention. . . . 

6 

4 , 880 , 000 

6 

5 ,478 ,000 





McKinney  Demonstrations 

Grants : 

Continuations  

6 

5,768,000 

6 

5,271,000 

New  

10 

9,577,000 

Subtotal  McKinney 

Demos  

6 

5,768,000 

6 

5,271,000 

~io 

9,577,000 

Contracts : 

Renewals  

1 

25,000 

1 

506,000 

l 

784,000 

New  

2 

68,000 

2 

84,000 

i 

500.000 

Subtotal  Cont. . . . 

3 

93,000 

3 

590.000 

2 

1.284.000 

Total  McKinney. . 

9 

5.861.000 

9 

5.861.000 

12 

10.861.000 

Total  

154 

$35,625,000 

149 

$36,224,000 

143 

$35,746,000 
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Rationale  for  the  Budget  Request 

The  1993  budget  request  proposes  to  continue  CSP/CASSP  at  the  1992  level.  In 
1993,  CSP  anticipates  supporting  research  demonstration  projects  to  assess  the 
effectiveness  of  natural  supports   (e.g.   self-help,  volunteers,  landlords), 
vocational  rehabilitation  services,   supported  housing,   and  alternatives  to 
hospitalization.     CSP  will  also  fund  service  system  improvement  grants  to 
States  to  support  planning,   training,   technical  assistance  and  interagency 
collaboration  activities  directed  at  improving  services  for  target 
populations.     Finally,   CSP  will  continue  to  support  two  national  centers,  a 
National  Center  for  Research,  Dissemination,  and  Technical  Assistance  in 
Housing  and  Residential  Supports  and  a  National  Technical  Assistance  Center 
for  Mental  Health  Consumers.     As  in  the  past,   all  CSP  grants  will  focus  on 
approaches  that  are  sensitive  to  and  relevant  for  minority  groups  and  special 
populations ,   including  those  with  mental  illness  and  substance  abuse  problems 
and  those  who  are  homeless  or  at  risk  of  becoming  homeless. 

The  Child  Mental  Health  Research  Demonstration  Program,   the  newest  component 
of  CASSP,  was  established  in  response  to  recommendations  of  the  National  Plan 
for  Research  on  Child  and  Adolescent  Mental  Disorders     and  represents  a 
logical  extension  of  CASSP  efforts  in  service  system  development.     The  goal  of 
this  program  is  to  support  research  on  the  efficacy  of  innovative  service 
delivery  approaches  and  systems  of  care  for  children  and  adolescents  with,  or 
at  risk  of  developing,   serious  emotional  disturbance.     To  enhance  the  success 
of  these  projects,   a  strong  emphasis  has  been  placed  on  the  formation  of 
meaningful  collaborations  between  university-based  researchers  and  public 
policy-makers  in  keeping  with  the  NIMH  Public-Academic  Liaison  (PAL) 
Initiative.     As  a  result  of  those  announcements,   several  fundable  research 
grants  were  developed  and  eight  have  recently  been  awarded. 

The  prevention  research  demonstrations  began  the  last  year  of  their  3  year 
funding  cycle  in  1992.     No  funds  are  requested  for  this  program  in  1993.  This 
item  overlaps  programs  funded  through  NIMH's  other  mental  health 
demonstrations.     Grantees  wishing  to  extend  their  projects  or  new  applicants 
for  prevention  projects  can  apply  for  research  or  CSP  funding  as  appropriate. 

The  1993  President's  Budget  increases  funds  for  the  McKinney  Demonstration 
line  item  to  begin  a  new  program,   the  "ACCESS  Initiative".     This  initiative  is 
a  direct  outgrowth  of  the  deliberations  of  the  Interdepartmental  Task  Force  on 
Homelessness  and  Severe  Mental  Illness,   a  working  group  of  the  Federal 
Interagency  Council  on  the  Homeless.     A  total  of  $10,861,000  is  requested  in 
the  NIMH  budget  to  support  10  new  grants  and  a  new  contract  to  provide 
incentives  to  States  and  localities  to  develop  comprehensive  and  integrated 
systems  of  treatment,  housing  and  support  for  homeless  severely  mentally  ill 
persons . 

The  long-term  goal  of  this  new  program  is  to  foster  enduring  partnerships 
among  Federal,   State,   local  and  voluntary  organizations  to  improve  the 
integration  of  existing  services  for  this  difficult  to  reach  and  severely 
mentally  ill  population.     The  grants  will  stimulate  State  planning  and 
community  action  to  develop,   refine,   and  evaluate  alternate  approaches  to 
providing  integrated  services  to  homeless  mentally  ill  individuals  residing  in 
shelters,  jails,  public  transportation  settings,  parks  and  on  the  street. 
Grantees  will  be  able  to  apply  for  incentives,  waivers,   and  technical 
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assistance  such  as:     Medicaid  waivers;   expedited  individual  entitlement 
determination;  and  HUD  waivers.     It  is  anticipated  that  these  incentives  will 
stimulate  the  creative  use  of  State,   local  and  private  funds  to  benefit 
homeless  severely  mentally  ill  persons. 


53-634  O— 92  29 
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C.     Protection  and  Advocacy 


Authorizing  Legislation  -     P.L.  99-319 

FY  1991                          FY  1992  FY  1993  Increase  or 

Actual   Appropriation  Estimate   Decrease  

FTE                   BA  FTE                         BA  FTE                     BA        FTE  BA 

—  $15,614,000  ---        $19,500,000        ---   $19,500,000 

1993  Authorization: 

P.L.   99-319   Indefinite 


Purpose  and  Method  of  Operation 

The  goal  of  the  Protection  and  Advocacy  Program  (P&A)   is  to  provide  financial 
support  and  technical  assistance  for  programs  that  ensure  that  the  rights  of 
mentally  ill  individuals  are  protected  while  they  are  inpatients  or  residents 
in  facilities  rendering  care  and  treatment,   and  for  90  days  following  their 
discharge.     There  are  56  Protection  and  Advocacy  Systems  (P&As).     Of  these,  46 
are  private,  not-for-profit  organizations  and  the  remaining  10  are  State 
agencies  that  are  independent  of  the  State  mental  health  services  delivery 
systems.     Appropriated  funds  are  used  by  the  P&As  to  meet  the  costs  of 
planning,   developing,   implementing,   and  expanding  activities  to  meet  these 
goals  and  by  the  NIMH  to  provide  technical  assistance  to  the  P&A  systems. 

The  Protection  and  Advocacy  legislation  was  reauthorized  and  amended  in  1991. 
The  new  law  requires  that  at  least  60  percent  of  the  membership  of  the 
advisory  council  be  comprised  of  individuals  who  have  received  or  are 
receiving  mental  health  services  or  who  are  family  members  of  such 
individuals.     Further,   the  advisory  council  should  be  chaired  by  an  individual 
who  has  received  or  is  receiving  mental  health  service  or  who  is  a  family 
member  of  such  an  individual. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988   $10,555,000  --- 

1989    12,844,000  --- 

1990   14,001,000  --- 

1991    15,614,000  --- 

1992    19,500,000  --- 


The  most  recent  program  data  reveal  that  in  1990,   a  total  of  31,520  complaints 
or  allegations  were  handled  for  22,034  individual  clients.     The  majority  of 
clients  (70  percent)  were  between  21-59  years  of  age.     More  than  half  (57 
percent)  of  all  clients  were  living  in  public  mental  hospitals  at  the  time 
they  contacted  the  P&A  agency.  Allegations  of  abuse  comprised  27  percent  of 
the  total  complaints  handled;   allegations  of  neglect  accounted  for  43  percent 
of  the  total  complaints  rights  protection  issues  accounted  for  31  percent  of 
the  total  complaints. 
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A  total  of  34,312  individuals  were  provided  information  and  referral  services 
by  P&As .     An  estimated  83,593  persons  benefitted  from  public  education  and/or 
constituency  training  activities.     P&As  in  29  States  were  involved  in  class 
action  litigation  to  obtain  services  for  approximately  244,519  clients. 
Almost  all  P&As  engaged  in  legislative  advocacy  (monitoring  bills,   advising  on 
draft  legislation,   and  providing  testimony  before  legislative  committees)  and 
in  systemic  advocacy  (working  with  State  agencies,  mental  health  facility 
administrators  and  supervisory  staff,  and  others  to  change  policies  and 
procedures  affecting  mentally  ill  individuals. 

Distribution  of  funds  by  State  and  territory  are  set  forth  in  the  following 
table.     Assurances  must  be  received  from  State  Governors  that  these  funds  will 
be  used  to  supplement  and  not  to  replace  existing  non- Federally  supported 
resources  or  programs  for  the  protection  and  advocacy  of  mentally  ill 
individuals.     As  provided  in  the  statute,  each  State's  allotment  for  1992  was 
determined  by  first  computing  the  new  minimum  State  allotment,   increased  by 
the  24.89  percent  increase  in  the  appropriated  level,   of  $230,713  and  the  new 
Territory  minimum  allotment  of  $123,661;   then  two  percent  was  withheld  for 
technical  assistance  ($390,000);   finally  funds  in  excess  of  these  amounts  were 
allocated  to  States  based  on  a  formula  that  considers  both  population  and 
relative  per  capita  income. 


Protection  and  Advocacy  Distribution 


FY  1991 

FY  1992 

FY  1993 

State/Territory 

Actual 

Appropriation 

Estimate 

Total 

$15,614 

,000 

$19,500,000 

Alabama  

$221 

,859 

$266,855 

Alaska  

184,733 

230,713 

Arizona  

184 

,733 

230,811 

184 

,733 

230,713 

California  

1,288 

,782 

1,659,796 

Colorado  

184,733 

230,713 

184,733 

230,713 

Delaware  

184 

,733 

230,713 

District  of  Columbia. 

184 

,733 

230,713 

Florida  

597 

,301 

759,817 

Georgia  

316 

,494 

396,954 

184 

,733 

230,713 

Idaho  

184 

,733 

230,713 

Illinois  

534 

,049 

644,716 

Indiana  

278  : 

,989 

342,358 

184 

,733 

230,713 

Kansas  

184, 

,733 

230,713 

Kentucky  

200. 

,572 

243,910 

Louisiana  

242, 

561 

285,044 

184, 

733 

230,713 
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Protection  and  Advocacy  Distribution  -  continued 


FY  1991  FY  1992  FY  1993 

State/Territory  Actual  Appropriation  Estimate 

Total  $15,614,000  $19,500.000  


Maryland   $204,474  $260,819 

Massachusetts   251,446  321,449 

Michigan   438,814  548,321 

Minnesota   204,906  256,798 

Mississippi   184,733  230,713 

Missouri   252,146  309,868 

Montana   184,733  230,713 

Nebraska   184,733  230,713 

Nevada   184,733  230,713 

New  Hampshire   184,733  230,713 

New  Jersey   320,132  398,276 

New  Mexico   184,733  230,713 

New  York   783,344  979,428 

North  Carolina   334,367  417,560 

North  Dakota   184,733  230,713 

Ohio   532,358  656,817 

Oklahoma   184,733  230,713 

Oregon   184,733  230,713 

Pennsylvania   574,351  699,530 

Rhode  Island   184,733  230,713 

South  Carolina   188,697  230,713 

South  Dakota   184,733  230,713 

Tennessee   255,259  311,238 

Texas   849,566  1,058,231 

Utah   184,733  230,713 

Vermont   184,733  230,713 

Virginia   278,323  353,209 

Washington   224,769  285,822 

West  Virginia   184,733  230,713 

Wisconsin   237,166  296,536 

Wyoming   184,733  230,713 

American  Samoa   99,016  123,661 

Guam   99,016  123,661 

Northern  Mariana  Isl.  99,016  123,661 

Puerto  Rico   307,142  401,940 

Virgin  Islands   99  ,016  123,661 

Subtotal    15,301,722  19,109,998 

Technical  Assistance  .  312  ,278  390  ,002 

Total  1/   $15,614,000  $19,500,000 


1/        Amounts  allocated  according  to  legislative  requirements. 
Rationale  for  the  Budget  Request 

The  1993  President's  Budget  proposes  to  eliminate  Federal  funding  for  this 
activity.     The  goal  has  been  to  provide  financial  support  and  technical 
assistance  to  strengthen  State  programs  to  ensure  that  the  rights  of  mentally 
ill  individuals  are  protected.     The  program  has  accomplished  this  purpose. 
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D.     Clinical  Training 

Authorizing  Legislation  -  Section  303  of  the  Public  Health  Service  Act. 

FT  1991  FY  1992  FY  1993  Increase  or 

 Actual   Appropriation   Estimate    Decrease 

FTE  BA  FTE  BA  PTE  BA       FTE  BA 

---     $13,669,000  ---  $10,835,000  ---   $10,835,000 

1993  Authorization: 

Section  303    Indefinite 


Purpose  and  Method  of  Operation 

The  NIMH  mental  health  clinical  training  program  seeks  to  provide  an  adequate, 
balanced,   and  properly  distributed  supply  of  mental  health  service  providers, 
and  to  match  training  skills  with  identified  national  needs  and  priorities. 
It  awards  grants  to  educate  personnel  to  deliver  public  mental  health  services 
and  to  develop  State  Human  Resource  Development  programs.     Clinical  training 
awards  are  made  to  public  or  nonprofit  private  institutions  to  train  personnel 
to  deliver  services  to  specifically  designated  underserved  populations,  or 
priority  populations,   including  seriously  mentally  ill  adults  (with 
schizophrenia,   etc.),   children  and  adolescents  with  severe  mental  disorders, 
and  the  elderly.  Also,   clinical  training  awards  are  made  to  public  or 
nonprofit  private  institutions  to  train  racial/ethnic  minority  students,  and 
students  preparing  to  work  in  rural  communities.     Short-term  clinical  training 
is  also  funded,   including  grants  training  primary  physicians  in  depression 
awareness  and  recognition. 

Trainees  supported  for  more  than  180  days  are  required  to  work  in  the  public 
sector  for  as  many  months  as  they  receive  support.     A  total  of  6,662  NIMH 
clinical  trainees  have  completed  their  training;   of  these,   over  5,281  have 
already  completed  their  payback  service. 

Funding  and  staffing  levels  for  the  past  five  years  were  as  follows: 


Amount  FTE 

1988    $16,755,000 

1989   12,844,000 

1990     13,534,000 

1991    13,669,000 

1992  :.   10,835,000  --- 


The  Individual  Faculty  Scholars  program  was  established  in  1988  to  multiply 
the  effects  of  clinical  training  funds  through  awards  to  enhance  the  teaching 
careers  of  individual  promising  junior  faculty  members  from  social  work, 
psychiatry,  psychology,   and  psychiatric  nursing.     By  funding  a  group  of 
faculty  scholars  well-grounded  and  experienced  in  modern  mental  health 
diagnostic  and  treatment  techniques,   the  program  serves  to  strengthen  the 
scope  and  quality  of  the  preparation  of  future  direct  providers  of  mental 
health  services. 
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Institutional  clinical  training  grants  are  of  two  types:  Professional 
Training  Addressing  Severe  Mental  Disorders  (for  practitioners  in  the  mental 
health  professions)  and  Professional  Training  for  Racial/Ethnic  Minority  and 
Disadvantaged  Students.  In  1991,  the  Institutional  Clinical  Training  Grant 
Program  awarded  96  grants  including  U  Minority  Fellowship  Program  grants  and 
35  Racial/Ethnic  Minority  and  Disadvantaged  Student  grants  all  with  payback 
obligations . 

State  Human  Resource  Development 

The  mission  of  the  Human  Resource  Development   (HRD)   Program  is  to  assure  the 
optimal  supply,   distribution,   and  effective  utilization  of  mental  health 
services  staff  with  skills  appropriate  to  their  roles  in  a  community-based 
system  of  mental  health  services  in  a  given  State  or  region.     Grant  awards  are 
made  to  States  and  "multi - State"  consortia  on  a  competitive  basis  to  address 
HRD  problems,   issues,   and  opportunities. 

During  the  past  year  the  HRD  program  began  to  establish  an  "agenda  for  the 
1990's"  through  a  more  focused  linkage  of  HRD  grant  applications  to  P.L. 
99-660  (State  Comprehensive  Mental  Health  Services  Plan  Act  of  1986),  that 
required  State  mental  health  plans.     The  Institute  required  that  States,  in 
order  to  apply  for  a  "system  development"  grant,  propose  implementation  for 
some  workforce  aspect  of  their  State  plan.     In  addition,  multi-State 
consortia,   in  order  to  apply,   had  to  propose  their  means  of  addressing  the 
most  common  problems  or  elements  of  the  collaborating  States'   plans.  The 
response  to  this  RFA  was  strong  (30  applicants)  and  the  applications  were  of 
high  technical  merit  and  demonstrated  innovative  approaches  to  meet  goals. 
Nine  of  these  proposals  were  funded. 

A  number  of  technical  assistance  activities  during  the  past  year  have 
supported  these  program  improvements.     Under  contract,   a  guide  "Leading  the 
Charge:     A  Guide  for  New  State  Mental  Health  Commissioners"  was  produced  and 
formed  the  basis  for  a  two  day  orientation  meeting  for  new  commissioners.  A 
study  was  completed  of  five  HRD  projects  judged  to  be  successful  and  five 
judged  to  be  unsuccessful  to  use  as  a  basis  for  constructing  a  technical 
assistance  manual  for  potential  and  actual  HRD  grantees.     Preliminary  findings 
indicate  the  importance  of  leadership  from  the  mental  health  commissioner, 
skill  in  dealing  with  resistance  to  change,   strong  external  advisory  group 
support,   and  the  importance  of  interest  from  academic  leadership  in  bringing 
about  successful  HRD  projects. 

In  1991  one  of  the  HRD  grantees  received  a  singular  and  outstanding  honor. 
The  Colorado  "Consumer  Case  Aide  Project"  that  prepared  and  placed  mental 
health  consumers  in  State-funded  case  aide  positions  was  nominated  for  an 
award  sponsored  by  the  Ford  Foundation  and  J.F.K.  School  of  Government  at 
Harvard.  The  HRD  project  was  one  of  the  25  final  State  and  local  government 
innovation  awardees. 

D/ART:     Depression/Awareness,   Recognition,   and  Treatment 

The  D/ART  clinical  training  program  is  part  of  NIMH  public  and  professional 
education  efforts  to  reduce  the  prevalence  of  depressive  disorders  through 
early  identification  and  effective  treatment.     A  grant  announcement  for  short- 
term  clinical  training  in  the  diagnosis  and  treatment  of  depressive  disorders 
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resulted  in  the  award  of  two  new  grants.     Training  is  aimed  at  enhancing  the 
skills  of  primary  care  providers  and  mental  health  professionals   in  treating 
depression.     Priority  in  funding  was  given  to  awarding  grants  in  geographical 
areas,   particularly  rural,    that  have  not  yet  been  served  by  D/ART  grants. 

A  new  grant  to  the  University  of  Arizona  will  target  nurses  with 
special  responsibility  for  adolescents,   Hispanic  women,    and  Native 
Americans  in  primary  care  settings.     A  new  grant  to  the  University  of 
Oklahoma  will  target  a  wide  range  of  primary  care  and  mental  health 
providers  and  include  a  special  focus  on  reaching  primary  care  providers 
in  urban  areas  who  deal  with  special  populations.     These  new  grants  will 
build  upon  the  existing  grants'   focus  on  enhancing  the  knowledge  about 
depression  of  caregivers  to  rural  populations. 

As  a  result  of  highly  successful  pilot  efforts  to  train  medical 
students,   a  new  clinical  training  announcement  for  short-term  grants  for 
training  medical  students  in  the  diagnosis  and  treatment  of  depressive 
disorders  within  medical  settings  was  also  issued  in  1991.     Five  one- 
year  grants  totaling  $66,000  were  awarded  to  medical  schools  in 
Massachusetts,   California,   Texas,  Nebraska,   and  New  York. 

Recent  activities  have  included  expansion  of  training  programs  to  serve  rural 
and  minority  populations  including  Alaska  natives,  Native  Americans  and 
African  Americans.     As  part  of  the  special  priority  assigned  to  reaching  rural 
and  other  special  populations,   training  for  Native  American  caregivers  in  the 
diagnosis  and  treatment  of  depressive  disorders  has  been  initiated  through  an 
interagency  agreement  with  the  Indian  Health  Service  and  a  training 
arrangement  with  the  University  of  New  Mexico. 

"The  Suicidal  Adolescent:     Identification,  Risk  Assessment,   and  Intervention," 
an  interactive  videodisc  Program,  has  been  produced  by  NIMH  and  the  National 
Library  of  Medicine,   and  is  now  available  for  purchase.     This  program  was 
designed  for  medical  students  and  can  easily  be  used  by  other  professionals  - 
nurses,   social  workers,   school  teachers  and  guidance  counselors. 
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Clinical  Training  by  Type  of  Award 


FY  1991 
Actual 


FY  1992 


Grants : 

Noncompeting. . . . 

Renewal  

New  •  ■ 

Subtotal  

Faculty  Scholars: 
Noncompeting. . . . 

New  

Subtotal  

State  Human  Resource 
Development : 

Noncompeting. . . . 

New  

Subtotal   

Contract  &  Interagency 
Agreements : 

Renewal  

New  

Subtotal  

Total  Clinical 

Training  


No . 

Amount 

No . 

66 

$5,029,000 

63 

$4,541,000 

2 

425 ,000 

42 

2 , 071 , 000 

29 

1 ,424 ,000 

110 

7,525,000 

92 

5,965,000 

15 

1 , 515 , 000 

11 

1,064,000 

 6 

551 .000 

 6 

574.000 

21 

2,066,000 

17 

1,638,000 

19 

2,219,000 

16 

1,753,000 

9 

1,098,000 

 7 

876,000 

28 

3,317,000 

23 

2,629,000 

1 

250,000 

1 

250,000 

 i 

511.000 

1 

353.000 

2 

761 .000 

2 

603.000 

161  $13,669,000  134 


$10,835,000 


No 


Clinical  Training  by  Program  Distribution 


FY  1991 
Actual 


FY  1992 
Appropriation 


General  Clinical  Training. .. .  $5,133,000  $3,873,000 

Minority  Mental  Health   1,272,000  972,000 

Depression  (D/ART)   1,228,000  1,170,000 

Faculty  Scholars   2,066,000  1,638,000 

State  Human  Resource 

Development   3,317,000  2,629,000 

Service  Payback  Activities .. .  250,000  250,000 

Project  Review  Activities  ...  .  165,000  130,000 

Other  Programs   238.000  173.000 

Total,  Clinical  Training. . .  $13,669,000  $10,835,000 
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Rationale  for  the  Budget  Request 

The  1993  President's  Budget  request  proposes  to  eliminate  funding  for  this 
activity.     The  goal  of  the  NIMH  mental  health  clinical  training  program  has 
been  to  achieve  an  adequate,  balanced,   and  properly  distributed  supply  of 
mental  health  service  providers  and  match  training  activities  with  identified 
national  needs  and  priorities.     The  program  was  originally  begun  to  increase 
the  supply  of  professionals  in  the  four  basic  specialties  of  psychiatry, 
psychology,  psychiatric  nursing,  and  social  work.     The  program  has 
accomplished  its  original  purpose.     National  shortages  of  mental  health 
professionals  have  been  partially  alleviated  and  the  supply  of  replacement 
personnel  has  been  stabilized. 
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E.     Professional/Medical  Education 

Authorizing  Legislation  -  Section  303  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992                          FY  1993  Increase  or 

Actual   Current  Estimate   Estimate   Decrease  

FTE                 BA  FTE                         BA  FTE                     BA  FTE  BA 

—  $3,112,000  $3,016,000  ---  $3,016,000 

1993  Authorization: 

Section  303    Indefinite 


Purpose  and  Method  of  Operations 

This  activity  was  previously  supported  by  funds  appropriated  for  Research 
Management  and  Support  (Direct  Operations)  because  of  the  preponderance  of 
contracts  as  a  funding  mechanism.     As  the  program  has  evolved  it  now  primarily 
consists  of  grants.     Since  the  grant  mechanism  is  outside  the  scope  of 
Research  Management,   the  program  is  being  proposed  as  a  separate  activity. 
This  change  results  in  a  comparable  adjustment  of  $3,112,000  in  1991  and 
$3,016,000  in  1992. 

Funding  and  staffing  levels  for  the  past  five  years  were  as  follows: 


Amount  FTE 

1988   $3,889,000 

1989   5,280,000 

1990   4,421,000 

1991   3,112,000 

1992   3,016,000 


Since  1986,  NIMH  has  supported  this  program  to  develop  model  curricula  and 
provide  education  and  training  for  health  care  providers  in  the 
neuropsychiatric  and  psychosocial  aspects  of  HIV  spectrum  infection.     In  1991, 
the  NIMH  Health  Care  Worker  Program  funded  7  grants  and  2  contracts  to 
integrate  mental  health  AIDS  education  into  health  care  AIDS  training  provided 
through  the  HRSA  Education  and  Training  Center  (ETC)  program. 

For  many  health  care  providers,  HIV  infection  is  the  first  experience  with 
deaths  of  otherwise  healthy  young  people.     The  serious  mental  disorders  that 
are  related  to  HIV  infection,   such  as  dementia  and  major  depression,  are 
challenging  our  health  care  provider  education  system  in  new  and  complex  ways. 
The  task  has  been  especially  daunting  since  HIV  has  disproportionately 
affected  minorities  and  stigmatized  populations  such  as  gay  men  and 
intravenous  drug  users. 

Rationale  for  the  Budget  Request 

The  NIMH  AIDS  Health  Care  Provider  Training  Program  has  trained  over  40,000 
health  care  providers  in  the  neuropsychiatric  and  psychosocial  aspects  of  HIV 
infection  and  AIDS.     The  grantees  are  linking  with  HRSA  Education  and  Training 
Centers  to  integrate  AIDS  mental  health  education  into  the  general  health 
training  conducted  by  HRSA  and  placed  special  emphasis  on  reaching  health  care 
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providers  who  serve  minorities,  women,  and  children.     A  series  of  evaluation 
studies  that  assess  educational  strategies  and  their  outcomes  will  be 
published  in  1992 . 

Future  activities  will  emphasize  training  in  pre-  and  post-HIV  antibody  test 
counseling  and  risk  reduction  counseling  to  meet  the  Healthy  People  2000 
objectives  relating  to  the  training  of  health  and  mental  health  care 
providers.     Skilled  pre-  and  post- test  counseling  efforts  may  play  a  key  role 
in  minimizing  negative  psychological  and  psychiatric  outcomes  for  persons  with 
HIV  infection  and  in  facilitating  behavior  change  necessary  to  prevent  the 
further  spread  of  HIV. 

The  President's  Budget  requests  $3,016,000  for  1993,   the  same  as  the  amount 
appropriated  for  1992.     Health  care  worker  training  activities  will  continue 
integration  of  neuropsychiatric  and  psychosocial  aspects  of  HIV  into  primary 
health  care  training  provided  by  HRSA  ETCs .     Efforts  will  also  continue  to 
target  the  health  and  mental  health  needs  of  special  populations,  such  as 
women,   children,  minorities,   and  IV  drug  abusers. 
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F.     Projects  For  Assistance  in  Transition  From  Homelessness  (PATH) 

Authorizing  Legislation  -  Section  535  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992                      FY  1993  Increase  or 

 Actual   Appropriation   Estimate   .  Decrease  

FTE                        BA  FTE                        BA  FTE                        BA  PTE  BA 

$33,056,000  ---       $30,000,000  ---  $30,000,000 

1993  Authorization: 

Section  535    $75,000,000 


Purpose  and  Method  of  Operation 

In  1991,   the  Stewart  B.  McKinney  Homeless  Assistance  Amendments  Act  of  1990 
(P.L.   101-645)  replaced  the  Mental  Health  Services  for  the  Homeless  (MHSH) 
Block  Grant  Program  with  a  new  Federal  formula  grant  program,  Projects  For 
Assistance  in  Transition  From  Homelessness  (PATH).     Prior  to  1991  this  program 
was  located  under  Grants  to  States  in  the  Office  of  Treatment  Improvement 
budget . 

Funding  and  staffing  levels  for  the  past  five  years  were  as  follows: 


Amount  FTE 

1988  $11,489,000 

1989   14,128,000 

1990   27,813,000 

1991   33,056,000 

1992   30,000,000 


PATH  is  designed  to  provide  funds  to  each  State,   the  District  of  Columbia, 
Puerto  Rico  and  the  Territories  for  the  provision  of  services  to  individuals 
who  suffer  from  severe  mental  illness  alone  or  in  association  with  substance 
abuse  disorders,   and  who  are  homeless  or  at  imminent  risk  of  becoming 
homeless.     The  legislation  outlines  an  expanded  set  of  required  services 
including:     outreach,   screening  and  diagnostic  treatment  services, 
habilitation  and  rehabilitation  services,  community  mental  health  services, 
alcohol  or  drug  treatment  services,   staff  training,  case  management  services, 
supportive  and  supervisory  services  in  residential  settings,  referrals,  and  a 
limited  set  of  housing  services. 

Funds  are  allocated  to  each  State  according  to  a  legislative  formula  based  on 
the  proportion  of  a  State's  urban  population  relative  to  the  urban  population 
of  the  United  States,  with  each  State  receiving  a  minimum  allotment  of 
$300,000.     States  must  provide  non-Federal  matching  funds  of  one  dollar  for 
each  three  Federal  dollars.     Each  Territory  receives  a  $50,000  allocation  and 
the  non-Federal  matching  requirement  does  not  apply. 

Each  State  and  Territory  determines  how  PATH  funds  will  be  allocated  within 
the  State  in  a  manner  consistent  with  the  Federal  legislation.  Eligible 
services  to  be  funded  under  PATH  include:   outreach  services;   screening  and 
diagnostic  treatment  services;  habilitation  and  rehabilitation  services; 
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community  mental  health  services;   alcohol  or  drug  treatment  services  (for 
mentally  ill  individuals  with  co-occurring  substance  abuse  disorders);  staff 
training;   case  management  services;   supportive  and  supervisory  services  in 
residential  settings;   and  referrals  for  primary  health  services,  job  training, 
and  education  services.     In  addition,   to  improve  coordination  of  services  and 
housing  for  the  target  population,   a  limited  set  of  housing  services  may  be 
funded.     Those  housing  services  include  minor  renovations,   expansion,  and 
repair;  planning  for  housing;   technical  assistance  in  applying  for  housing 
assistance;   improving  coordination  of  housing  services;   security  deposits;  the 
cost  of. matching  individuals  with  appropriate  housing  situations;   and  one-time 
rental  payments  to  prevent  eviction. 


Projects  for  Assistance  in  Transition 
From  Homelessness  (PATH) 


FY  1991  FY  1992  FY  1993 

State /Territory  Actual  Appropriation  Estimate 

Total  $33.057.000  $30.000,000  $30.000.000 


Alabama  

Alaska  

Arizona  

Arkansas  

California  

Colorado  

Connecticut  

Delaware  

District  of  Columbia. 
Florida  

Georgia  

Hawaii  

Idaho  

Illinois  

Indiana  

Iowa  

Kansas  

Kentucky  

Louisiana  

Maine  

Maryland  

Massachusetts  

Michigan  

Minnesota  

Mississippi  

Missouri  

Montana  

Nebraska  

Nevada  

New  Hampshire  


$342,685 

$300,000 

$300,000 

300,000 

300,000 

300,000 

371,442 

396,000 

396,000 

300,000 

300,000 

300,000 

3,837,887 

3,800,000 

3,800,000 

391,528 

355,000 

355,000 

449,325 

366,000 

366,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

1,441,931 

1,519,000 

1,519,000 

505,311 

487,000 

487,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

1,609,909 

1,265,000 

1,265,000 

504,907 

402,000 

402,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

427,360 

332,000 

332,000 

300,000 

300,000 

300,000 

609,765 

534,000 

534,000 

862,751 

706 ,000 

706,000 

1,122,286 

867,000 

867,000 

398,686 

354,000 

354,000 

300,000 

300,000 

300,000 

508,586 

415,000 

415,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 

300,000 
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Projects  for  Assistance  in  Transition 
from  Homelessness   (PATH)   -  continued 

FY  1991  FY  1992  FY  1993 

State/Territory  Actual  Appropriation  Estimate 

Total  $33,056,569  $30,000.000  $30.000,000 


New  Jersey   $1,221,251  $989,000  $989,000 

New  Mexico   300,000  300,000  300,000 

New  York   2,677,212  2,106,000  2,106,000 

North  Carolina   388,609  375,000  375,000 

North  Dakota   300,000  300,000  300,000 

Ohio   1,269,119  993,000  993,000 

Oklahoma   300,000  300,000  300,000 

Oregon   300,000  300,000  300,000 

Pennsylvania   1,391,415  1,075,000  1,075,000 

Rhode  Island   300,000  300,000  300,000 

South  Carolina   300,000  300,000  300,000 

South  Dakota   300,000  300,000  300,000 

Tennessee   405,005  331,000  331,000 

Texas   1,771,888  1,697,000  1,697,000 

Utah   300,000  300,000  300,000 

Vermont   300,000  300,000  300,000 

Virginia   590,956  571,000  571,000 

Washington   508,846  480,000  480,000 

West  Virginia   300,000  300,000  300,000 

Wisconsin   453,566  368,000  368,000 

Wyoming   300,000  300,000  300,000 

American  Samoa   50,000  50,000  50,000 

Guam   50,000  50,000  50,000 

Northern  Mariana  Islands.  50,000  50,000  50,000 

Puerto  Rico   333,770  317,000  317,000 

Virgin  Islands   50,000  50.000  50,000 

Subtotal    32,395,996  29,400,000  29,400,000 

Technical 

Assistance   661,004  600.000  600,000 

Total  1/   $33,057,000             $30,000,000  $30,000,000 

Rationale  for  the  Budget  Request 

For  many  of  the  States,   PATH  funds  are  the  only  specialized  resources 
designated  to  provide  essential  services  to  the  severely  mentally  ill  and 
dually  diagnosed  homeless  populations.     States  consistently  report  that  the 
number  of  eligible  individuals  exceeds  their  current  capacity.     Some  States 


1/        Amounts  allocated  according  to  legislative  requirements. 
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use  these  funds  either  to  extend  existing  mental  health  and  homeless  programs 
to  serve  the  homeless  mentally  ill  population,   or  to  prompt  the  development  of 
new  services  to  help  fill  gaps  in  the  existing  service  system  with  regard  to 
this  especially  vulnerable  component  of  the  homeless  population.     Through  its 
increased  emphasis  on  the  provision  of  services  to  individuals  who  suffer  from 
co-occurring  mental  and  substance  abuse  disorders,   and  its  provisions 
permitting  housing  assistance,   PATH  aids  States  and  localities  to  more  fully 
meet  the  comprehensive  needs  of  homeless  mentally  ill  persons. 

The  President's  Budget  requests  $30,000,000,   the  same  as  the  amount 
appropriated  in  1992  to  assist  the  States  in  their  efforts  to  meet  the  needs 
of  homeless  mentally  ill  individuals  and  dually  diagnosed  individuals  and  to 
better  integrate  treatment,  housing,   and  support  services  on  their  behalf. 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism  -NIDA 

(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 

Actual   Appropriation     Current  Estimate  a/  Estimate 


No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

Admin.  Supplements  

N©w/CompstiriQ  Combin&d  

535 

(27) 
222 

$122,171 
1,494 
50  601 

525 
(26) 
208 

$125,828 
1,508 
49  783 

525 
(26) 
208 

$125,828 
1,508 
49  783 

502 
(26) 
245 

$126,358 
1,585 
61  751 

Subtotal,  RPGs  

757 

174,266 

733 

177,119 

733 

177,119 

747 

189,694 

Research  Centers  

Other  Research  Related  

21 
130 

18,027 
9,919 

22 
123 

19,895 
10,158 

22 
123 

19,895 
10,158 

22 
126 

19,895 
10,742 

Total,  Research  Grants  

908 

202,212 

878 

207,172 

878 

207,172 

895 

220,331 

Research  Training: 

Individual  Awards  

Institutional  Awards  

FTTP 

73 
203 

1,256 
5,552 

FTTP 
73 
202 

1,256 
5,527 

FTTP 
73 
202 

1,256 
5,527 

FlIP 
73 
202 

1,256 
5,527 

Total,  Research  Training  

276 

6,808 

275 

6,783 

275 

6,783 

275 

6,783 

Res.  and  Dev.  Contracts  

No. 
75 

33,133 

No. 
70 

38,793 

No. 
70 

38,793 

No. 
70 

40,294 

Subtotal,  Extramural  Research.... 

242,153 

252,748 

252,748 

267,408 

Intramural  Research  

Research  Management  &  Support 

FTE 
115 
302 

23,029 
32,006 

FTE 
113 
354 

23,029 
35,052 

FTE 
113 
351 

23,029 
34,868 

FTE 
1 13 
351 

24,01  0 
36,773 

Total,  Research  

417 

297,188 

467 

310,829 

464 

310,645 

464 

328,191 

Drug  Abuse  Demonstrations  

No. 
116 

105,642 

No. 
121 

118,245 

No. 
105 

108,004 

Na 
105 

112,009 

Total,  NIDA(FTE)  

(417) 

$402,830 

(467) 

$429,074 

(464) 

$418,649 

(464) 

$440,200 

(HIV  non-add)  

(82) 

(135,771) 

(85) 

(145,703) 

(82) 

(135,278) 

(82) 

(142,554) 

a'  Reflects  transfer  of  $10,425,000  and  3  FTEs  from  NIDA  to  OTI  for  the  AIDS  Outreach  Demonstration  Program. 
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II .   Drug  Abuse 
Overview 

The  National  Institute  on  Drug  Abuse  (NIDA)   is  the  lead  Federal  agency  and 
predominant  source  of  funding  in  support  of  research  on  drug  abuse  and 
addiction.     NIDA's  efforts  to  increase  our  understanding  of  the  causes  and 
consequences  of  drug  abuse  and  to  develop  improved  prevention  and  treatment 
approaches  are  critically  important  to  solving  our  Nation's  drug  abuse 
problems  - -and  ultimately,   to  eliminating  the  demand  for  illicit  drugs. 
Through  research  we  have  learned  much  about  how  drugs  affect  us- -what  they  do 
to  our  bodies,  our  brains  and  behavior,  and  our  society.     We  are  also  making 
great  strides  in  comprehending  the  biological,   social,  behavioral,  and 
environmental  influences  that  place  individuals  at  risk  for  drug  abuse. 

Drug  abuse  affects  us  all- -as  individuals  we  feel  the  effects  in  our 
community,   in  our  workplace,   and  in  our  relationships.     It  is  pervasive- -more 
than  one  in  three  Americans  has  used  an  illicit  drug  at  some  time  in  his  or 
her  life.     With  the  terrible  toll  in  human  terms  on  individuals  and  their 
families  and  the  staggering  cost  of  drug  abuse  and  the  future  social  and 
economic  liabilities  associated  with  the  spread  of  HIV  infection  within  and  by 
the  drug  abusing  population,  effective  drug  addiction  treatment  is  necessary 
now,  more  than  ever. 

One  of  NIDA's  highest  priorities  is  studying  the  effects  of  drug  use  on  the 
pregnant  woman,  her  fetus,   and  the  child's  later  development.     Illicit  drug 
use  has  been  associated  with  decreased  birth  weight,  which  can  affect  the 
infant's  ability  to  survive  the  first  year  of  life.     Other  developmental 
effects,  such  as  learning  disabilities,  have  been  observed  as  well.  Research 
aims  at  finding  effective  means  of  treating  illicit  maternal  drug  use  during 
pregnancy  and  at  finding  treatments  for  the  adverse  effects.     Research  is 
aimed  too  at  preventing  initiation  of  substance  abuse  among  women  of  child- 
bearing  age,   thus  leading  to  the  prevention  of  mortality  and  disability  among 
both  the  woman  and  her  infant.     Preliminary  studies  have  indicated  that 
paternal  drug  abuse  can  also  negatively  impact  on  offspring,   and  these  effects 
must  be  better  understood  as  well. 

The  links  between  drug  abuse  and  AIDS  contribute  to  the  seriousness  of  our 
country's  drug  problem.     One -third  of  adult  Americans  diagnosed  with  AIDS  have 
been  intravenous  drug  users  (IDUs).     There  is  evidence  that  both  injection  and 
noninjection  drug  use  is  correlated  with  sexual  activities  that  place  persons 
at  risk  for  HIV  infection.     AIDS-related  non- inj ection  drug  use  behaviors  and 
sexual  behaviors  of  drug  abusers  may  prove  to  be  more  difficult  to  modify  than 
injection  drug  use  itself.     Drug  abuse  is  the  primary  risk  factor  for  infants 
and  children  with  HIV  infection.     One-half  of  pediatric  AIDS  cases  linked  to 
maternal  transmission  involve  women  who  used  drugs  intravenously,   and  an 
additional  21  percent  involve  women  with  sexual  partners  who  are  injection 
drug  users.     It  is  crucial  to  educate  as  many  people  as  possible  about  the 
risks  of  drug  use  and  AIDS,   and  NIDA  research  has  enabled  us  to  make 
significant  contributions  toward  this  goal. 

NIDA's  funding  priorities  for  1993  reflect  the  exceptional  opportunities  for 
progress  that  have  resulted  from  the  gradual  development  of  fundamental 
knowledge  during  the  past  10-15  years.     Long-term,   stable,  and  concerted 
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research  and  research  demonstration  efforts  have  shown  that  improved 
prevention  and  treatment  approaches  and  techniques  can  be  developed.  Recent 
research  has  identified  new  tools  and  strategies  for  practitioners  to  use  in 
prevention  and  treatment  of  drug  abuse.     Continuing  and  improving  this  process 
of  discovery  and  the  subsequent  application  of  research  findings  to  practice 
provides  our  best  opportunity  to  eliminate  the  demand  for  illicit  drugs  and  to 
reduce  the  burden  of  AIDS . 

NIDA's  basic  research  program  plays  a  fundamental  role  in  seeking  knowledge 
about  how  drugs  work.     More  than  a  decade  ago,  NIDA- sponsored  neuroscience 
studies  led  to  the  finding  of  a  unique  molecular  site,   or  receptor,  where 
opiates  exert  their  influence  on  the  brain.     This  launched  a  revolution  in  the 
effort  to  understand  how  drugs  act  on  the  brain  to  produce  drug  dependence  and 
how  this  process  might  be  blocked.     More  recently,  NIDA  scientists  developed 
an  animal  model  of  drug  abuse  that  replicates  the  compulsive  drug- seeking 
behavior  seen  in  people  addicted  to  drugs.     Using  this  model,  researchers  have 
found  evidence  of  "reward  centers"  where  sensations  of  pleasure  are  believed 
to  be  generated;   thus  providing  an  outstanding  opportunity  for  the  continued 
development  and  clinical  application  of  new  techniques  for  prevention  and 
treatment . 

Treatment  constitutes  one  of  the  most  effective  tools  for  fighting  the 
Nation's  drug  problem.     Drug  abuse  is  a  chronic,   relapsing  disease.  Not 
unlike  treatments  for  arthritis  or  diabetes,   treatments  for  drug  abuse  may 
only  control,   not  cure  the  disease.     Yet,  by  getting  people  off  drugs, 
treatment  helps  reduce  the  demand  for  drugs;   thereby  delaying  progression  to 
greater  abuse  and  use  of  other  drugs.     Treatment  interrupts  the  spread  of  HIV 
through  contaminated  needles  to  needle  -  sharing  IDUs  and  their  sexual  partners 
and  their  future  born  children.     In  the  long  run  treatment  has  a  positive 
impact  not  only  on  family  life  but  on  health  and  welfare  costs,  law 
enforcement  expenditures  and  workplace  productivity. 

NIDA's  treatment  research  program  encompasses  a  broad  range  of  activities 
including  studies  of  the  relative  effectiveness  of  a  variety  of  treatment 
modalities,   studies  of  techniques  to  improve  access  to  treatment  and 
aftercare,  and  studies  to  develop  new  behavioral  and  pharmacological 
approaches  to  treat  drug  addiction.     Research  aimed  at  the  development  of 
techniques  that  reduce  high  risk  behaviors  among  drug  users  and  their  sexual 
partners,   through  treatment,  counseling  and  education,  contribute  to  the 
combat  of  AIDS.     The  development  of  new  medications  for  the  enhancement  of 
treatment  effectiveness  continues  to  be  one  of  NIDA's  top  priorities. 

NIDA  supports  fundamental  studies  on  a  variety  of  social  factors  that 
influence  drug  abuse  including  the  role  of  education,   peer  group  interactions, 
family,   the  environment,   and  economics.     Based  on  this  basic  research,  large- 
scale  efforts  are  designed  and  tested  in  order  to  identify  the  most  effective 
prevention  strategies  so  that  these  can  be  implemented  community  and  nation- 
wide.    NIDA  also  has  an  active  applied  research  program  that  develops  and 
assesses  procedures  in  the  workplace  that  are  effective  in  meeting  the 
President's  goal  of  a  drug-free  workplace. 

The  research  needs  and  opportunities  described  on  the  following  pages  have 
been  identified  through  an  ongoing  planning  process.     NIDA  is  currently 
completing  its  strategic  plan.     During  the  past  year,  NIDA  staff  has  met  with 
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representatives  from  the  extramural  science  community,   other  Federal  agencies, 
and  private  industry  to  establish  drug  abuse  research  priorities  in  seven  key 
areas:     Medications  Development,  Non- Pharmacological  Treatment,  Epidemiology 
and  Prevention,  Neuroscience ,  Maternal/Fetal  Effects  of  Drug  Abuse,  AIDS/HIV 
Infection,   and  Research  Training.     Taken  together,   these  plans  represent 
NIDA's  overall  research  priorities,   objectives,   and  plans  for  the  next  five 
years . 
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A.  Research 


Authorizing  Legislation  -  Sections  301,  501,  487,  and  517  of  the  Public  Health 
Service  Act. 


FY  1991 
Actual 


FTE  BA 
417  $297,188,000 


FY  1992 
Current  Estimate 
FTE  BA 
464  $310,645,000 


FY  1993 
Estimate 


FTE  BA 
477  $328,191,000 


Increase  or 

 Decrease  

FTE  ~  BA 
---  +$17,546,000 


1993  Authorization: 

Section  301    Indefinite 

Sections  487,   501,  and  517   Expired 


Purpose  and  Method  of  Operation 

Drug  abuse  research  is  a  diverse  area  of  scientific  inquiry,  with  activities 
ranging  from  basic  studies  of  molecular  mechanisms  to  applied  studies  of  drug 
abuse  in  the  workplace.     Taken  together,   this  research  represents  the  efforts 
of  thousands  of  scientists  working  together  in  several  disciplines: 
epidemiology,   psychology,   sociology,   psychiatry,  pharmacology,  biochemistry, 
clinical  medicine,   and  the  neurosc iences . 

NIDA's  intramural  and  extramural  research  programs  support  basic,  clinical, 
and  applied  research  studies  of  drug  abuse  and  addiction  and  related 
conditions.     NIDA  also  funds  research  demonstration  programs  that  test  large- 
scale  applications  of  promising  new  treatment  approaches.     The  scientific  and 
technical  human  resources  necessary  to  conduct  these  studies  are  provided 
through  NIDA's  individual  and  institutional  training  programs. 

The  research  mission  of  the  Institute  is  supported  through  five  extramural 
program  divisions  whose  scientists  plan,  coordinate,  and  manage  grant  and 
contract  programs  of  researchers  at  universities  and  research  institutions 
across  the  Nation  and  abroad,   and  it  is  conducted  at  the  intramural  Addiction 
Research  Center  (ARC)   in  Baltimore,  Maryland,   the  largest  research  facility  in 
the  U.S.   devoted  to  the  study  of  drug  abuse  and  addiction. 

To  provide  a  continuing  supply  of  scientists  to  conduct  research  in  drug 
abuse,   NIDA  supports  a  broad  range  of  education  and  training  programs.  Funds 
are  provided  through  institutional  grants  to  universities,   individual  research 
fellowships,   the  medical  staff  fellowship  program,  and  the  new  Science 
Education  Partnership  Awards.     A  high  percentage  of  fellows  and  trainees 
supported  by  NIDA  research  training  programs  have  remained  in  the  drug  abuse 
research  field. 

Of  special  importance  for  meaningful  progress  in  building  our  country's 
scientific  infrastructure  is  the  recruitment  and  training  of  minority 
scientists.     NIDA's  participation  in  the  Minority  Access  to  Research  Careers 
(MARC)  program,   as  well  as  other  research  training  programs,  has  helped  to 
enhance  minority  research  and  the  careers  of  minority  researchers. 


/ 
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Funding  and  FTE  levels  for  the  past  five  fiscal  years  were  as  follows: 


1988. 
1989. 
1990. 
1991. 
1992. 


Amount 

FTE 

$146,867,000 

292 

190,404,000 

321 

251,412,000 

365 

297,188,000 

417 

310,645,000 

464 

NOTE:     The  amounts  and  FTEs  have  been  adjusted  to  reflect  the  transfer  of  the 
AIDS/HIV  Outreach  Demonstration  Program  from  NIDA  to  OTI .     The  amounts  are 
$158,000  for  1988;   $164,000  for  1989;   $i70,000  for  1990;   $177,000  for  1991; 
and  $184,000  for  1992- -and  3  FTEs  for  all  years. 

The  following  table  provides  a  program  distribution: 

Research  by  Function 


FY  1991 
Actual 


FY  1992 
Current  Estimate 


FY  1993 
Estimate 


Extramural  Research: 

Basic  Biomedical  ...  .  $64,140,000  $66,400,000  $70,177,000 

Neuro-Behavioral   55,567,000  57,500,000  60,850,000 

Prevention   41,865,000  43,400,000  45,900,000 

Treatment   62,293,000  66,548,000  70,541,000 

Epidemiology   18.288 .000  18.900.000  20.000.000 

Subtotal   242,153,000  252,748,000  267,408,000 

Intramural  Research. . .  23,029,000  23,029,000  24,010,000 

Research  Management 

&  Support   32.006.000  34.868,000  36.773.000 

Total   $297,188,000  $310,645,000  $328,191,000 


Rationale  for  the  Budget  Request 

The  1993  request  for  research  activities  is  $328,191,000,  an  increase  of 
5.6  percent  over  the  comparable  1992  estimate  of  $310,645,000.  AIDS/HIV 
activities  would  be  $79,237,000,  or  nearly  one-quarter  of  the  total  1993 
research  budget. 

In  total,  a  7.1  percent  increase  is  provided  for  research  project  grants;  the 
average  cost  of  awards  would  increase  5.1  percent.     The  1993  request  would 
support  a  total  of  747  research  project  grants,   an  increase  of  14  over  1992. 
Of  the  total  number  supported,  245  would  be  competing  research  project  grants, 
resulting  in  a  "success  rate"  of  29  percent. 

The  1993  request  would  support  22  research  centers  at  $19,895,000, 
approximately  the  same  level  as  in  1992.     Other  Research  Grants  would  be 
supported  at  $10,742,000,  a  5.7  percent  over  1992.     Within  this  total,  the 
number  of  Science  Education  Partnership  Awards  would  doubled  over  the  1992 
level;   thus  research  careers  and  small  grants  would  be  continued  at  the  1992 
level.     In  1992,   the  number  of  research  trainees  would  remain  at  the  1992 
level  of  275  full-time  training  positions   (FTTPs).     Research  and  development 
contracts  would  increase  to  $40,294,000,   a  3.9  percent  increase  over  1992. 
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The  1993  request  would  provide  $24,010,000  for  the  intramural  research 
program,   an  increase  of  $981,000  over  the  comparable  1992  level.     The  increase 
would  provide  for  built-in  increases  such  as  within  grades  and  inflation  for 
non-pay  items . 

Research  Management  and  Support  would  be  provided  $36,773,000,   an  increase  of 
$1,905,000  over  the  comparable  1992  level  to  cover  similar  built-in  increases. 
The  request  reflects  the  transfer  of  the  AIDS/HIV  Outreach  Demonstration 
Program  from  NIDA  to  OTI .     The  rationale  for  the  transfer  is  discussed  in  the 
section  on  Research  Demonstrations. 

EPIDEMIOLOGY  AND  PREVENTION  RESEARCH 

Drug  abuse  is  an  illegal  and  constantly  changing  activity  that  poses  difficult 
challenges  to  data  collection  and  interpretation.     Through  research,  NIDA  has 
developed  innovative  and  pioneering  methods  to  quantify  and  describe  drug 
abuse  in  the  U.S.     These  studies  are  the  foundation  upon  which  the  Nation's 
antidrug  efforts  are  built. 

There  are  multiple  pathways  that  may  lead  to  substance  abuse,   and  individuals 
appear  to  be  differentially  at  risk  for  engaging  in  drug  abuse  and  for 
developing  dependence.     An  understanding  of  the  factors  or  combination  of 
factors  that  predispose  or  protect  an  individual  from  drug  abuse  is  essential 
to  the  successful  prevention  and  treatment  of  drug  abuse.     Investigation  into 
the  etiology  of  drug  abuse  looks  at  the  causal  patterns  and  factors  leading  to 
drug  abuse.     Through  research  on  vulnerability ,   researchers  seek  to  identify 
who  is  most  at  risk  for  using  drugs  or  for  becoming  a  drug  abuser.  NIDA- 
funded  researchers  have  identified  specific  behavioral,   psychosocial,  and 
cultural  factors  that  influence  drug  use  and  are  using  these  study  findings  to 
design  and  test  a  range  of  prevention  strategies  for  adaption  by  practitioners 
nationwide . 

An  important  component  of  NIDA's  epidemiological  research  program  consists  of 
established,   ongoing  population-based  studies  and  research  to  explore 
questions  that  are  generated  by  these  studies.     The  epidemiology  program 
supports  several  major  data  collection  activities,   including:     1)  The  National 
Household  Survey  on  Drug  Abuse;   2)  The  Monitoring  the  Future  Survey  (High 
School  Survey) ;   and  3)  The  Drug  Abuse  Warning  Network  (DAWN) .     Funding  for 
some  of  these  activities  currently  comes  from  the  ADMS  Block  Grant  set-aside 
program . 

National  Household  Survey  on  Drug,  Abuse.     The  Household  Survey,   the  broadest 
of  NIDA's  surveys,    is  designed  to  assess  drug  using  behaviors  in  persons  who 
reside  in  households,   accounting  for  95  percent  of  the  population.     The  survey 
is  now  conducted  annually  instead  of  biennially,   and  the  sample  size  was 
increased  from  approximately  8,000  to  close  to  30,000.     In  the  1991  through 
1993  surveys  there  will  be  an  over - sampl ing  of  six  metropolitan  areas.  This 
modification  will  enhance  the  quality  of  data  collected  and  will  permit  better 
estimates  of  drug  use  in  high  risk  populations. 

Monitoring  the  Future  Survey.  Also  known  as  the  High  School  Senior  Survey, 
this  survey  has  provided  data  annually  since  1975  on  the  prevalence  of  drug 
use  among  the  Nation's  high  school  seniors.  The  investigators  collect  drug 
use  and  related  information  on  a  national  probability  sample  of  seniors  in 
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sampled  high  schools  located  in  the  continental  U.S.   and  follow  a  sample  of 
these  youngsters  over  time.     In  an  effort  to  capture  students  who  drop-out  of 
school,   an  eight  and  tenth  grade  student  sample  was  added  in  1991. 

Most  estimates  of  drug  use  and  abuse  in  the  U.S.   are  derived  from  the  National 
Household  Survey  and  the  Monitoring  the  Future  Survey.     While  these  systems 
capture  those  individuals  who  reside  in  households  or  are  still  in  school, 
they  do  not  include  individuals  who  are  in  jails,  nursing  homes,   or  other 
institutional  settings  or  those  who  have  dropped  out  of  school.  Accordingly 
methodological  improvements  and  coverage  expansion  such  as  the  Washington 
Metropolitan  Area  Study  have  been  ongoing.     This  study  provides  a 
demonstration  of  a  comprehensive  system  for  gathering  data  from  households, 
schools,   drug  treatment  and  medical  centers,   and  law  enforcement  agencies. 
Existing  methodologies  are  being  modified  to  access  hidden  and  elusive 
populations,   such  as  homeless,   transient,   school  dropouts,  institutionalized, 
and  chronically  mentally  ill.     These  changes  are  supplemented  by  other  studies 
of  drug  abuse  among  so-called  non-mainstream  populations  to  derive  the  most 
accurate  national  picture  of  drug  use. 

Drug  Abuse  Warning  Network  (DAWN) .     DAWN  is  the  only  national  mortality 
dataset  that  is  devoted  exclusively  to  identification  of  drug-related  deaths. 
DAWN  provides  information  on  drug  abuse  -  related  medical  emergencies  and  deaths 
from  selected  hospitals  and  medical  examiner  offices  primarily  located  in 
selected  metropolitan  areas.     The  "heart"  of  DAWN  consists  of  reports  from  a 
nationally  representative  sample  of  over  500  hospital -based  emergency  rooms 
across  the  country.     The  medical  examiner  data  are  based  on  a  non- random 
sample,   representing  drug-related  mortality  data  from  135  facilities  in 
27  major  metropolitan  areas.     A  common  protocol  and  report  form  have  been  used 
since  the  early  1970s  for  recording  drug- related  mortality.     DAWN  has  received 
reports  from  the  same  metropolitan  areas  for  a  number  of  years  making  DAWN  an 
excellent  informational  source  of  trends  in  drug-related  mortality. 

Despite  the  growth  of  the  epidemiological  research  program  at  NIDA,  several 
major  gaps  exist  that  are  key  to  the  understanding  of  drug  abuse  in  the  U.S. 
Input  from  the  prevention  and  treatment  fields  has  been  sought  to  provide  a 
more  clinical  and  comprehensive  perspective  to  epidemiological  measures. 
Emphasis  to  date  has  been  placed  either  on  drug  using  behaviors  or  on  extreme 
problematic  use  of  drugs  rather  than  on  the  spectrum  of  behaviors  that 
constitute  drug  abuse.     As  a  result  it  has  been  difficult  to  delineate  factors 
that  differentiate  onset  or  occasional  use  of  drugs  from  progression  to  drug 
abuse  and  dependence  with  associated  health  and  social  problems. 

Prevention  and  Intervention  Research.     Most  prevention  research  has  pursued 
studies  on  the  efficacy  of  interventions  to  target  onset  of  drug  using 
behaviors  and  are  only  beginning  to  address  the  question:     Which  interventions 
work  best  for  different  groups  in  attacking  onset?     It  is  apparent  that 
intervention  models  must  also  be  tested  for  those  who  have  begun  drug  use. 
Once  these  models  become  available,   techniques  must  be  tested  to  allow 
identification  of  those  at  high  risk  at  early  enough  stages  to  prevent 
progression  to  drug  dependency  and  associated  health  and  social  consequences. 
Research  opportunities  exist  in  the  following  areas: 

o  development  of  methodologies  for  the  early  identification  of  those  at 

high  risk  for  drug  abuse; 
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o  determination  of  the  interaction  of  neurobiology,   psychological  factors, 

and  environment  in  the  progression  of  drug  use  to  abuse  and  dependency; 

o  delineation  of  the  natural  history  of  drug  abuse  identifying  points  for 

initiation  of  effective  interventions;  and 

o  specification  of  the  physiological,   psychological,   and  societal 

consequences  of  drug  abuse  with  emphasis  on  accidents  and  violence  and 
stratified  by  special  population  groups. 

Research  indicates  that  focusing  only  on  the  individual  is  insufficient  given 
the  vital  role  played  by  family,   neighbors,  peers,   teachers,   and  others  in  the 
social  environment  who  encourage  and  reinforce  positive  health  behavior 
changes.     A  four-year  followup  from  the  Midwestern  Prevention  Program 
indicates  that  a  comprehensive,  multiple  component  prevention  strategy, 
incorporating  family,  peers,   schools,   communities  and  the  workplace  is 
reducing  the  use  of  cigarettes,   alcohol,  marijuana,   and  cocaine  among 
adolescents.     Reductions  of  at  least  25  percent  were  seen  in  cigarette 
smoking,   20  percent  in  drinking,   and  30  percent  in  marijuana  use.  Non-program 
participants  were  more  than  twice  as  likely  to  have  used  cocaine  in  the  past 
month  as  program  participants. 

Additional  research  is  needed  to  assess  how  social  environments  can  be  better 
structured  and  strengthened  to  promote  positive  self - regulated  health  behavior 
over  the  course  of  each  day  and  through  a  variety  of  social  interactions. 
Research  is  needed  to  test  a  variety  of  strategies  that  utilize  mass  media, 
the  schools,   family  and  social  networks  to  both  shape  and  reinforce  the 
process  of  self - regulated  health  and  behavior  change. 

PRECLINICAL  AND  NEUROSCIENCE  RESEARCH 

The  goal  of  preclinical  research  is  to  elucidate  the  basic  behavioral  and 
biomedical  mechanisms  underlying  drug  abuse,   its  causes,   and  its  consequences. 
Preclinical  research  helps  form  the  foundation  needed  to  make  advances  in  the 
treatment  and  prevention  of  drug  abuse. 

Molecular  approaches  to  the  study  of  drug,  action.     Recent  advances  in 
molecular  biology  offer  unprecedented  opportunities  for  understanding  the 
genetic  and  biochemical  phenomena  associated  with  drug  abuse.  Such 
understanding  is  critical  for  elucidating  the  relative  contributions  of 
pharmacological  and  environmental  factors  to  the  biological  consequences  of 
drug  abuse,   and,  ultimately,   for  designing  and  evaluating  rational  preventive 
and  therapeutic  strategies. 

Recent  work  has  identified  a  multitude  of  genes  that  code  for  proteins 
relevant  to  drug  addiction.     These  include  genes  for  opioid  peptide  precursors 
and  their  process ing  enzymes ;   receptor  proteins  which  suggest  a  spectacular 
array  of  pharmacological  diversity;   ion  channels  which  reveal  new  insights 
into  the  fine-tuning  of  physiological  responses;   and  numerous  transporters, 
including  those  for  dopamine,  GABA ,   and  norepinephrine. 

Further  research  will  explore  the  signal  transduction  pathways  and  factors 
controlling  the  regulation  of  these  genes,   as  well  as  the  processes  associated 
with  modifications  of  their  protein  products.     Studies  will  assess  the 
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anatomical  distribution,   substrate  specificity,  and  pharmacological  profile  of 
gene  products.     Mechanisms  by  which  molecular  structure  affects  the  function 
of  receptors,   transporters,   channels,   and  other  proteins  important  in 
understanding  the  biological  bases  of  drug  abuse  will  also  be  investigated. 

Cocaine  effects  on  the  cardiovascular  system.     Investigation  of  cardiovascular 
function  has  been  rekindled  by  the  advent  of  crack  cocaine  abuse  and  the 
observation  of  life  -  threatening  cardiac  and  vascular  events  in  young 
individuals  without  pre-existing  heart  conditions.     A  novel  metabolite,  which 
is  formed  from  cocaine  in  the  presence  of  alcohol,  been  found  in  autopsies  and 
in  blood  from  patients  receiving  emergency  treatment  for  cocaine  intoxication. 
This  compound  is  as  potent  as  cocaine  at  the  dopamine  transporter  site;  thus, 
it  has  strong  pharmacologic  activity  of  its  own.     These  findings  imply  that 
effects  of  cocaine  are  likely  to  be  potentiated  by  alcohol.     Some  sudden 
deaths  from  cocaine  could  be  due  to  this  interaction.     Research  will  seek  to 
understand  the  mechanisms  of  these  events,   including  cocaine  -  induced  effects 
brought  about  by  differences  in  intracellular  calcium,  changes  in  sodium 
channels  in  monocytes,   and  alterations  in  platelet-endothelial  cell  function. 

Drug,  tolerance  and  dependence.     Formulation  of  a  "brain- reward  hypothesis"  to 
explain  the  pleasure  induced  by  a  variety  of  drug  classes  has  stimulated 
studies  of  drug-seeking  behavior.     Work  will  continue  on  validating  this 
model,  mapping  the  reward  system  to  identify  relevant  neurons,   and  analyzing 
neurotransmitter  utilization  during  drug  self -administration.  Preclinical 
studies  devoted  to  revealing  the  cellular  adaptations  involved  with  the 
phenomena  of  tolerance  and  dependence  in  drug  abuse  will  continue  on  a  variety 
of  fronts.     Research  focused  on  multiple  mechanisms  responsible  for  tolerance 
and  dependence  will  be  encouraged.     The  need  for  pursuing  multiple 
neurotransmitter  systems  in  the  regulation  of  tolerance  and  dependence 
recently  came  to  light  with  discovery  of  an  important  role  for  excitatory 
amino  acids  systems  in  development  of  these  phenomena. 

Pain  and  the  effect  of  drugs  on  neurosensory  system.     In  an  effort  to  uncover 
newer  methods  for  alleviating  pain  that  may  not  be  addictive,  NIDA  supports 
research  on  elucidating  pain  pathways  in  the  central  nervous  system  and 
describing  neurotransmitter  systems  that  modulate  pain.     Investigations  will 
address  how  heat,  mechanical,   and  thermal  stimuli  activate  sensory  neurons  and 
sensitization  mechanisms.     Other  work  will  explore  the  relative  contributions 
of  the  various  neurotransmitter  systems  in  blocking  the  central  flow  of  pain 
information.     Studies  examining  the  effects  of  drug  abuse  on  sensory  systems 
also  will  gain  added  attention.     For  example,  recent  findings  show  that  the 
designer  drug,  MDMA,   destroys  brain  regions  important  in  touch  perception. 

Vulnerability  to  drugs.     A  crucial  component  of  preclinical  studies  seeks  to 
understand  the  biological  bases  for  human  vulnerability  to  drug  abuse, 
especially  the  relative  and  interactive  effects  of  genetic  and  environmental 
factors.     Research  in  the  coming  year  will  lay  the  ground  work  for  longer-term 
efforts  focused  on  using  animal  models  to  study  differing  genetic 
vulnerabilities,   identifying  and  cloning  genes  involved  in  drug-seeking  and 
associated  traits,   and  relating  these  findings  to  human  studies. 
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Non- invasive  techniques  for  the  study  of  drug  action.     Greater  emphasis  will 
be  placed  upon  using  non- invasive  human  imaging  techniques  such  as  PET,  MRI 
and  SPECT,   as  well  as  other  methods,   such  as  evoked  potentials  and  power 
spectra  analysis,   to  study  the  short-  and  long-term  consequences  of  drug 
abuse,  and  to  establish  better  models  for  developing  treatment  approaches. 

TREATMENT  RESEARCH 

The  goals  of  treatment  research  are  to  develop,   test,  and  assess  both  existing 
and  innovative  strategies  for  improving  the  effectiveness  and  cost- 
effectiveness  of  drug  abuse  treatment  modalities.     The  following  are  research 
needs  and  opportunities  that  highlight  important  gaps  in  knowledge  and  build 
upon  the  progress  already  made. 

Recruitment,  retention,  and  compliance.     Outreach  studies  show  that  many  drug 
abusers  have  never  been  in  treatment.     It  is  of  particular  importance  to  learn 
how  to  improve  recruitment  of  targeted  populations,   including  ethnic 
minorities,  women  of  child-bearing  age,  and  individuals  at  high  risk  for  HIV 
infection.     Strategies  to  increase  treatment  retention,  which  has  proven  to  be 
the  most  important  predictor  of  successful  treatment  outcome,  are  urgently 
needed.     With  drug  abuse  as  with  chronic  diseases  generally,   client  compliance 
with  treatment  interacts  with  response  to  medication,  counseling,  and  other 
treatment  interventions.     Research  is  needed  to  understand  compliance  issues 
and  to  improve  client  compliance  with  program  expectations. 

Development  of  psychosocial  treatments.     Controlled  research  on  psychotherapy, 
behavior  therapy,  and  drug  counseling  for  drug  dependence  is  in  its  early 
stages.     A  small  number  of  such  interventions  currently  exist,  and  the 
efficacy  of  an  even  smaller  number  has  been  tested  through  controlled  clinical 
trials.     Development  and  refinement  of  psychotherapeutic  and  behavioral 
interventions  is  time  consuming  and  costly;  but  it  is  a  necessary  process.  It 
includes  the  development  of  sampling  procedures  to  ensure  the  appropriate 
random  assignment  or  matching  of  clients  to  the  control  and  experimental 
treatments;  manuals  to  define  exactly  what  the  therapy  is  and  how  it  is 
administered;   competence  and  adherence  scales,   to  determine  the  extent  to 
which  therapists  and  counselors  are  actually  providing  the  intended  therapy; 
process  measures  of  the  various  aspects  of  the  therapeutic  interaction;  and 
outcome  measures  to  assess  the  comparative  efficacy  of  the  experimental 
therapy . 

Therapy-specific  diagnostic  approaches.     Better  methods  of  categorizing  and 
defining  drug  abuse  syndromes  that  assess  problems  addressed  by  specific 
therapeutic  alternatives  are  needed.     Similarly,  procedures  that  take  into 
account  stages  in  drug  abuse  history  in  matching  individual  client 
characteristics  with  treatment  techniques  must  be  developed  and  validated. 

Clinical  trials.     Rigorously  controlled  clinical  trials  need  to  be  performed 
to  assess  the  efficacy  of  existing,   refined  and  new  interventions,  and  to 
determine  the  patients  in  whom  they  are  most  efficacious.     Trials  examining 
the  efficacy  of  promising  behavioral  therapies,  psychotherapies ,  and 
counseling  strategies  in  the  treatment  of  psychiatrically- impaired  and  other 
drug  abusers  are  particularly  needed.     Studies  aimed  at  determining  the 
efficacy  of  relapse  prevention-oriented  drug  counseling  and  the  twelve-step 
approach  in  the  treatment  of  cocaine  abusers  need  to  be  carried  out.  Efficacy 
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studies  of  the  various  forms  of  family  vs.   individual  therapies  in  the 
treatment  of  substance -abusing  adolescents  also  need  to  be  done. 

Improving  treatment  in  the  criminal  justice  system.     The  criminal  justice 
system  (CJS)  plays  an  important  role  in  the  lives  of  many  drug  abuse  treatment 
clients,  but  relatively  little  research  has  been  carried  out  in  this  area. 
Preliminary  research  on  CJS -involved  drug  abuse  treatment  clients  suggests 
that  treatment  is  effective  in  reducing  drug  use  and  criminal  activity  during 
and  after  treatment.     Additional  study  is  needed  to  investigate  the 
effectiveness  and  cost-effectiveness  of  drug  abuse  treatment  linked  to  CJS 
involvement  and  delivered:     (1)  prior  to  or  in  lieu  of  prosecution  or 
incarceration;  <2)  in  the  prison  setting  during  the  period  of  incarceration; 
or  (3)  after  release  or  during  transition  from  incarceration  to  release. 

Clinical  neurobiology  of  drug  addiction.     A  major  research  need  is  a 
systematic,  comprehensive  research  program  into  the  clinical  neurobiology  of 
drug  addiction.     This  means  studying  the  disorders  in  their  clinical  settings 
from  the  standpoint  of  the  physiological  events  that  occur  in  the  brains  of 
patients  and  which  play  a  major  role  in  the  onset  and  maintenance  of 
addiction.     The  coupling  of  neuroscience  to  clinical  treatment  has  clearly 
occurred  for  other  major  mental  disorders  and  is  commonly  recognized  in  the 
field  as  the  revolution  in  "biological  psychiatry."     Because  of  the  enormous 
advances  in  neuroscience  that  permit  an  unprecedented  ability  to  image  the 
living  brain  and  study  its  neurotransmitters  and  receptors,   it  is  incumbent  on 
us  to  bring  this  new  scientific  capability  into  the  drug  abuse  clinic  to  help 
understand  how  patients  get  addicted  and  tend  to  stay  addicted  and  what  new 
biological  treatments  can  be  devised  to  intervene  therapeutically. 

Behavioral  methods  to  identify  new  medications  for  treating  drug  abuse. 
Identification  of  new  pharmacological  agents  with  potential  for  treating  drug 
abuse  is  a  difficult  and  time-consuming  process.     The  lack  of  laboratory 
models  and  methods  to  study  the  multiple  phases  of  drug  abuse  from  pre- 
addiction  through  relapse  prevention  and  recovery  limits  the  identification 
and  evaluation  of  new  medications  to  treat  drug  abusers.     A  major  research 
effort  is  needed  to  develop  new  and  innovative  methodologies. 

Prescription  drug  use  and  abuse.     Research  on  the  use  and  potential  abuse  of 
prescription  drugs  will  be  expanded  substantially  in  1993.  Specific 
initiatives  will  include  population-based  studies  to  determine  the  impact  of 
prescription  drug  diversion  control  systems  on  medical  practice  and  patient 
care;  clinical  studies  of  patients  with  chronic  and  recurrent  medical  and/or 
psychiatric  illnesses  who  are  taking  legitimately  prescribed  psychoactive 
medications  for  chronic  therapeutic  use  in  order  to  determine  risk  for 
addiction;  clinical  studies  of  drug  abusing  populations  in  and  out  of 
treatment  and  in  various  treatment  settings  to  determine  nature,  extent, 
patterns  of  use,  source  of  prescription  drugs  and  consequences  of  prescription 
drug  use  misuse;  and  studies  to  develop  screening  and  assessment  instruments 
to  better  assess  risk  of  addiction  in  primary  care  populations  being  treated 
for  chronic  medical  and/or  psychiatric  illness. 

Choosing  the  best  methadone  dose.     Many  methadone  programs  still  use  low-dose 
methadone  regimens.     Investigators  are  therefore  exploring  the  relative 
effectiveness  of  50-mg,   20-mg,   and  methadone  -  free  treatment  in  opiate  addicts 
enrolled  in  a  short-term  program.     Treatment  retention  was  found  to  be 
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directly  related  to  the  size  of  the  methadone  dose;   63  percent  remained  for 
the  full  20  weeks  on  the  higher  dose  methadone,  48  percent  on  the  lower  dose 
methadone,  and  only  24  percent  on  the  methadone -free  treatment.     For  the  group 
of  patients  who  stayed  through  the  twentieth  week,  urines  testing  positive  for 
opiates  were  lowest  for  the  50-mg  group,   intermediate  for  the  20-mg  group,  and 
highest  for  the  methadone  -  free  group. 

Methadone  treatment  quality  assurance.     In  order  to  improve  the  quality  of 
methadone  maintenance  treatment  for  heroin  abuse  provided  in  programs  across 
the  country,  NIDA  is  currently  developing  and  field  testing  a  quality 
assurance  methodology.     These  data  will  be  used  to  categorize  programs  along  a 
continuum  of  client  problem  severity,  and  to  assess  the  system's  ability  to 
improve  treatment  effectiveness.     In  1993  this  methodology  will  be  implemented 
on  a  pilot  basis  in  a  cross  section  of  methadone  programs,  permitting 
refinement  of  the  quality  assurance  methodology  in  1994. 

MATERNAL  AND  FETAL  EFFECTS  OF  DRUG  ABUSE 

Many  classes  of  drugs  of  abuse  cross  the  placenta  and  may  influence  the  course 
of  pregnancy.     One  of  NIDA's  highest  priorities  is  the  study  of  the  effects  of 
drug  use  on  pregnant  women  and  the  development  of  the  fetus  and  child,  and 
ultimately  finding  prevention  and  treatment  approaches  for  these  effects.  The 
need  for  more  effective  treatments  aimed  at  reducing  the  potentially  serious 
consequences  of  maternal  drug  abuse  on  offspring  is  being  met  by  NIDA  through 
an  increasing  number  of  research  programs. 

NIDA  conducts  research  to  discover  methods  of  assessing  and  reducing  the 
harmful  effects  of  maternal  drug  use  on  infant  development  and  of  developing 
improved  approaches  for  identifying  pregnant  women  and  neonates  at  risk. 
Current  activities  include  surveying  the  incidence  and  prevalence  of  drug 
abuse  by  pregnant  women;   examining  the  effects  on  the  mother,   the  fetus,  the 
newborn  and  the  developing  child;   exploring  biological  mechanisms  underlying 
drug  abuse  toxicity;   and  designing  prevention  and  treatment  strategies. 

More  information  is  needed  on  the  magnitude,  mechanisms,  and  duration  of  the 
direct  effects  of  drugs  on  the  fetus.     Animal  studies  are  underway  to  examine 
the  effects  of  drug- specif ic  fetal  exposure  on  the  development  of  the 
neuroendocrine,  cardiovascular,   renal,  hepatic,   immune,  and  other 
physiological  systems.     Researchers  are  trying  to  determine  the  extent, 
mechanisms,  and  consequences  of  possible  drug- induced  CNS  toxicity,  especially 
with  respect  to  defining  periods  of  greatest  fetal  vulnerability. 

Epidemiology  and  data  collection.     Understanding  the  incidence  and  prevalence 
of  drug  abuse  among  pregnant  women,   and  the  effects  of  this  behavior  on  both 
the  mother  and  the  infant  will  provide  information  to  devise  better  means  of 
developing  and  targeting  drug  abuse  prevention  and  treatment  services. 
Current  research  is  designed  to  provide  estimates  on  the  prevalence  of  drug 
use  during  pregnancy,   the  number  of  babies  exposed  to  illicit  drugs  during 
pregnancy,   and  to  assess  the  association  of  drug  exposure  with  specified 
outcomes.     Additional  studies  are  planned  to  gather  data  on  the  long-term  and 
delayed  effects  on  the  developing  child  and  to  examine  child- rearing  practices 
among  women  who  abuse  drugs  during  pregnancy. 
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Assessment  of  drug- induced  developmental  problems  in  children.  Recent 
research  suggests  that  developmental  problems  of  prenatally  drug-exposed 
children  may  not  appear  until  after  early  infancy.     These  late  manifestations 
may  reflect  a  delayed  effect  or  simply  the  limitations  of  available  detection 
methods.     The  development  of  sensitive  testing  instruments  for  use  with 
drug-abusing  women  and  their  offspring  is  important  for  these  studies.  A 
greater  emphasis  must  be  placed  on  assessment  tests  that  get  at  subtle 
neurobehavior .     Global  tests  such  as  those  for  general  IQ  are  unlikely  to 
reveal  much  and,   in  fact,  may  mask  existing  effects.     Better  methods  for 
assessing  complex,  non-unitary  phenomena  such  as  cognitive  factors  (e.g., 
language  development,  reading  skills)  and  behavioral  factors  (e.g.,  attention 
disorders)  must  be  developed.     The  underlying  neural  substrates  are  many,  and 
it  is  important  to  identify  the  locus  of  effect  (if  any)  that  prenatal 
exposure  may  have.     Assessment  tools  that  are  needed  include: 

o  a  battery  appropriate  for  discriminating  among  the  pre -school  and  early 

school  age  children; 

o  outcome  measures  that  emphasize  measures  of  behavior,  temperament, 

higher  level  cognitive  and  academic  performance  supplemented  by 
objective  measures  of  brain  (e.g.,  MRI ,  quantified  EEG,  SPECT,  PET); 

o  standard  outcome  measures  that  get  at  Attention  Deficit  Hyperactivity 

Disorder  and  frontal  and  temporal  lobe  function;  and 

o  measures  of  environment  from  birth  to  5  years  that  reflect  real, 

contemporary  life  styles. 

Longitudinal  studies  need  to  be  conducted  in  order  to  detect  physiological  or 
behavioral  abnormalities  as  they  occur  with  time.     With  the  testing  of  older 
children,  we  have  the  opportunity  to  look  carefully  into  the  issue  of 
predictive  validity.     Are  there  tests  that  at  an  early  age  (not  necessarily  in 
infancy)  are  predictors  of  particular  neurobehavioral  deficits  later  on? 
Recent  work  on  habituation  and  adaptation  appear  to  be  promising  areas. 

Effect  of  maternal  drug  use  on  infant  development.     More  refined  studies  are 
needed  to  determine  which  adverse  effects  associated  with  drug  use  are  due  to 
the  direct  effects  of  the  illicit  drug  or  to  a  combination  of  other  factors 
such  as  maternal  health,  nutrition,   lack  of  health  care,  and  the  use  of  licit 
drugs.     Studies  are  needed  that  look  at  the  range  of  environmental  factors 
that  may  effect  the  fetus,   infant  and  child.     These  factors  (e.g.,   absence  of 
prenatal  care,  poverty,  crime/violence)  as  well  as  alcohol  and  tobacco  are 
more  than  "background"  factors,  and  they  must  be  taken  into  account  when 
assessing  the  effect  of  in  utero  drug  exposure.     To  emphasize  or  contrast 
environmental  factors  study  population  must  be  evenly  divided  between  the 
urban  poor  and  middle  class  groups. 

Emerging  data  have  suggested  that  prenatal  exposure  to  cocaine  may  result  in 
developmental  delays  or  abnormalities;  but  potentially  confounding  variables 
in  the  human  studies  makes  interpretation  of  causes  problematic.     Even  if  the 
observed  adverse  effects  are  due  to  in  utero  exposure,  are  they  caused  by 
cocaine,  alcohol  or  tobacco,  deficiencies  in  nutritional,  medical,  and  general 
health  care- -or  to  some  combination  of  factors?     Further  attention  is  needed 
to  factor  out  possibly  confounding  variables  (the  child  rearing  environment, 
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including  child-care  practices,   for  example)  and  to  formulate  and  use 
developmental  measures  that  are  potentially  more  sensitive  to  outcomes 
associated  with  drug  abuse. 

Use  of  cocaine  and  other  drugs  such  as  heroin  and  marijuana  during  pregnancy 
can  produce  disturbances  in  brain  neurochemistry  and  endocrine  function. 
Recently,   researchers  have  begun  to  explore  the  linkages  between  drug- induced 
changes  in  behavior,  physiology  and  biochemistry,   and  changes  in  hormone 
status  altered  by  drugs.     Also,  recent  animal  studies  have  demonstrated  that 
endogenous  opiates  in  fetal  brain  regulate  endocrine  development  via 
neurotransmitter  systems.     Future  studies  will  seek  to  better  understand  the 
fetal  impact  of  drug- induced,  maternal  neuroendocrine  changes.     These  studies 
will  include  focus  on  the  mother,   the  effect  on  the  fetus,   and  the  baby's 
development  after  birth.     The  realization  of  the  importance  of  the  effects  of 
drugs  of  abuse  on  interactions  between  the  brain  and  immune  systems  continues 
to  mount  with  discoveries  of  similarities  in  receptors  and  cytokines  within 
these  systems. 

Treatment  of  the  pregnant  addict.     A  priority  among  treatment  professionals  is 
research  on  treatment  targeted  at  or  related  to  addicted  pregnant  women.  The 
goal  of  any  treatment  for  addicted  women  and  their  offspring  is  to  prevent 
drug  abuse  at  or  before  conception,   and/or  to  intervene  with  effective 
therapeutic  programs  in  order  to  prevent  further  illicit  drug  use  and  reduce 
the  number  and  extent  of  developmental  difficulties  experienced  by  their 
children . 

Even  with  more  comprehensive  programs  becoming  available  throughout  the 
country,  barriers  to  treatment  remain.     Although  anecdotal  literature  has 
noted  many  factors  expected  to  act  as  barriers  to  treatment,   research  studies 
are  needed  to  systematically  investigate  the  systemic,   social  and 
psychological  factors  that  may  actually  facilitate  or  deter  women  from 
entering  and  completing  treatment. 

Gender  differences  in  response  to  drug,  abuse.     Preliminary  data  suggest  that 
women  may  more  rapidly  proceed  to  addiction  after  casual  abuse  than  do  men. 
If  these  findings  are  verified,   further  studies  should  determine  whether 
greater  vulnerability  in  females  is  a  function  of  hormonal  cycling  and  if  it 
is  reflected  in  gender  differences  in  psychological  and  biochemical  responses 
to  abused  drugs.     This  line  of  research  has  particular  importance  because  of 
the  high  drug  usage  of  women  of  child-bearing  age  and  thus  the  potential  for 
prenatal  drug  exposure  to  their  offspring. 

Paternal  drug  abuse  and  its  effects  on  offspring.     Researchers  are  exploring 
evidence  from  animal  studies  indicating  that  paternal  drug  use  may  affect  the 
ability  of  offspring  to  reproduce.     Researchers  found  that  exposure  to  opiates 
prior  to  puberty  delayed  sexual  maturation  in  male  rats  and  their  male 
offspring.     Other  studies  showed  that  adult  male  offspring  of  morphine  -  treated 
males  had  lower  serum  testosterone  and  luteinizing  hormone  levels  while 
^-endorphin  levels  were  modestly  elevated.     In  contrast,  no  reproductive 
alterations  were  observed  in  adult  female  offspring.     Further  study  of  the 
effect  of  illicit  drugs  on  human  reproduction  is  needed. 
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MEDICATIONS  DEVELOPMENT 

NIDA  has  the  opportunity  to  bring  the  critical  mass  of  the  Nation's  knowledge 
concerning  chemistry,  molecular  biology,   the  brain  and  behavior  to  bear  on  an 
urgent  public  health  problem.     The  successful  development  of  a  variety  of 
medications  for  the  treatment  of  addiction  will  allow  physicians  to  prescribe 
medications  aimed  at  a  specific  patient  at  a  specific  point  in  his  or  her 
rehabilitative  process.     Such  medications  can  be  an  important  component  of  a 
comprehensive  treatment  regimen,   involving  both  pharmacological  and 
nonpharmacological  approaches.     In  certain  cases,  such  medications  can  help  to 
stabilize  the  individual  and  improve  receptivity  to  counseling  and  other 
behavioral  treatments. 

The  medications  development  program  provides  a  link  between  basic  research  and 
the  unmet  pharmaco- therapeutic  needs  of  drug  abuse  treatment.     The  program 
serves  to  ensure  that  the  Nation's  knowledge  and  resources  are  effectively  and 
efficiently  transformed  into  new  treatment  medications.     NIDA's  efforts  have 
been,   and  will  be,   devoted  to  establishing  a  comprehensive  program  to 
identify,  evaluate  and  develop  new  potential  medications  for  the  treatment  of 
cocaine  and  heroin  abuse.     The  1993  request  will  continue  development  of  the 
program  and  lead  to  acceleration  in  the  identification,   evaluation  and 
development  of  pharmaco- therapeutic  treatments  for  addiction  to  cocaine  and 
opiates . 

Evaluation  of  Potential  New  Pharmacotherapeutics .     The  process  to  develop  new 
medications  for  the  treatment  of  human  diseases  requires  that  compounds  be 
first  evaluated  for  activity  and  tested  for  safety  in  animals  before  they  can 
be  investigated  in  humans.     Without  such  testing,  human  subjects  participating 
in  research  would  be  placed  at  undue  and  unacceptable  risk.     NIDA  will  expand 
its  efforts  in  this  area  to  increase  both  the  capacity  and  types  of  toxicity 
testing  to  be  performed  and  to  develop  additional  animal  models  to  screen  for 
novel  treatment  compounds.     Contracts  will  be  expanded  to  increase  both  the 
capacity  and  the  types  of  toxicity  testing  to  be  performed.     This  will  permit 
an  increase  in  the  number  of  Investigational  New  Drug  (IND)  applications  filed 
with  the  FDA  to  investigate  new  compounds  in  humans,  which  will  accelerate  the 
discovery  of  additional,  effective  treatments  for  drug  addiction.     In  order  to 
perform  clinically  adequate  numbers  of  properly  sized  clinical  trials  to 
develop  any  promising  new  medication,  support  for  additional  clinical  testing, 
clinical  data  management,   and  report  preparation  are  required.     In  1993,  NIDA 
will  expand  its  contract  base  for  new  sites  capable  of  delivering  high  quality 
clinical  data  from  Phase  I,   II,  and  III  trials  with  various  population  groups. 

Pharmacotherapies  for  cocaine.     The  Cocaine  Treatment  Discovery  Program  (CTDP) 
has  as  its  mission  the  identification  of  new  pharmacological  entities  that  may 
be  of  use  in  the  treatment  of  cocaine  abuse.     NIDA  scientists  have  been 
conducting  studies  of  pharmaco -therapeutic  agents  for  treating  cocaine 
addiction  and  have  found  several  medications  that  may  be  useful.     For  example, 
the  anti -depressant  desipramine  effectively  reduced  cocaine  abuse  in  two 
studies,  while  amantadine  reduced  cocaine  abuse  in  methadone  maintained 
cocaine  abusers.     These  medications  and  others  developed  by  NIDA  researchers 
are  making  it  possible  to  treat  addictions  to  a  variety  of  drugs  and  will 
provide  valuable  treatment  options  for  those  seeking  relief  from  drug 
addiction. 
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A  medication  that  blocks  the  euphoria  produced  by  cocaine  might  be  useful  for 
the  primary  prevention  of  those  at  high  risk  of  cocaine  abuse,  or  it  could  be 
used  to  assist  those  successfully  treated  for  cocaine  addiction  from 
relapsing.     Alternatively,   a  medication  could  be  developed  that  reduces  the 
effects  of  chronic  cocaine  abuse.     Such  an  approach  might  involve  the 
replacement  of  a  depleted  neurotransmitter,   an  increase  in  neuroreceptor 
activity,   or  the  increased  availability  of  endogenous  neurotransmitters.  The 
ability  to  lessen  the  after-effects  of  chronic  abuse  of  drugs  would  encourage 
more  people  to  seek  treatment,  and  enable  them  to  more  easily  comply  with  a 
treatment  regimen. 

With  the  growth  of  CTDP,   there  will  be  a  need  to  increase  testing  capability. 
This  is  due,   in  part,   to  the  large  number  of  compounds  that  must  be  tested  in 
order  to  identify  a  genuine  candidate  for  clinical  trials.     The  initial 
testing  involves  in  vitro  receptor  binding  as  well  as  associated  functional 
assays.     In  order  to  develop  one  potential  candidate  for  clinical  trials,  it 
is  estimated  that  a  thousand  compounds  need  to  be  screened  through  our  in 
vitro  assays.     At  present,   one  in  vitro  testing  site  has  been  funded  with  a 
capability  of  testing  approximately  100  compounds  per  year.     Negotiations  are 
currently  underway  with  representatives  of  the  pharmaceutical  industry  in  an 
attempt  to  solicit  their  involvement  in  conducting  these  in  vitro  assays. 

An  additional  area  in  which  CTDP  needs  to  direct  funding  is  the  development  of 
novel  methods  for  testing  compounds  as  potential  pharmacotherapies  for  cocaine 
abuse.     While  there  are  currently  models  in  use  for  the  discovery  of  treatment 
therapies,   each  has  its  own  strengths  and  limitations.     None  has  been 
validated  to  the  extent  that  it  can  be  confidently  relied  on  to  predict 
treatment  outcome.     In  addition,   some  of  the  currently  used  models  are 
expensive  and  labor  intensive.     Therefore,   a  significant  area  for  further 
research  is  the  development  of  models  that  have  improved  predictive  utility 
and  are  less  expensive  to  conduct. 

Opiate  Treatment  Compounds.     Naltrexone  is  an  opiate  antagonist  that 
successfully  blocks  the  effects  of  opiates  such  as  heroin.     However,  patient 
compliance  (which  involves  multiple  daily  oral  doses)  is  low.     Therefore,  NIDA 
has  developed  a  time  -  released  depot  dosage  form  to  increase  patient 
compliance.     A  single  injection  of  naltrexone  utilizing  this  dosage  form  has 
blocked  the  effects  of  opiate  challenges  for  up  to  7  weeks  in  rhesus  monkeys. 
It  is  hoped  that  this  formulation  may  provide  opiate  blockade  for  periods  of 
at  least  30  days  in  humans.     NIDA  has  recently  initiated  a  Phase  I  clinical 
trial  in  normal  volunteers  to  determine  tolerance  levels  to  various  amounts  of 
this  new  dosage  form.     Additional  efforts  will  be  needed  to  bring  this  dosage 
form  to  the  stage  necessary  to  attract  a  commercial  sponsor. 

NIDA  has  prepared  a  comprehensive  development  plan  for  additional  clinical 
trials  and  related  research  necessary  to  obtain  FDA  approval  of  buprenorphine 
for  treatment  of  heroin  addiction.     Buprenorphine  should  be  superior  to 
methadone  in  several  ways.     It  produces  significantly  less  physical 
dependence,   it  is  much  easier  to  medically  withdraw  someone  from  the 
medication,  and  it  should  have  less  abuse  liability  and  overdose  potential. 
This  year,  NIDA  will  begin  a  12  site,   500-700  subject  clinical  trial  of 
buprenorphine.     If  this  trial  produces  confirmatory  results,  NIDA  will  also 
pursue  the  development  of  buprenorphine  combined  with  a  suitable  antagonist. 
Such  a  combination  product  would  precipitate  withdrawal  in  addicts  who  have 
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not  been  carefully  acclimated  to  buprenorphine  potentially  making  this  form  of 
treatment  available  through  a  wider  range  of  providers  than  is  currently 
possible  under  the  current  law  regarding  narcotic  agonist  medications  such  as 
methadone.     A  full  development  program  with  an  antagonist  combination  will 
require  2-3  years  of  intensive  effort  and  commitment. 

Advances  in  the  neuropharmacology  of  the  effects  of  opiates  will  also  be 
explored  for  therapeutic  potential.     The  discovery  of  opiate  receptor  subtypes 
has  led  to  complex  hypotheses  regarding  interactions  of  the  various  opiate 
receptor  subtypes  in  the  development  of  tolerance,  dependence,   and  dysphoric 
states.     Development  of  receptor  subtype  antagonists  would  allow  the  testing 
of  the  complex  hypotheses  and  the  possible  development  of  such  opiate  receptor 
subtype  antagonists. 

Maternal/Fetal  Treatment  Compounds.     The  goal  of  research  in  this  area  is 
twofold:     1)   to  design  therapeutic  agents  with  properties  that  improve  the 
clinical  treatment  of  pregnant  women  and,   at  the  same  time,   do  not  adversely 
affect  the  fetus;   and  2)   to  develop  treatments  for  neonates  born  to  addicted 
women.     Studies  on  opiates  have  shown  that  the  fetal  response  to  these  drugs 
is  different  from  that  of  adults.     Part  of  the  difference  may  be  due  to 
incomplete  maturation  of  the  delta  opiate  receptors  in  the  fetus.     This  may 
allow  for  treatment  of  the  mother  with  a  delta  agonist  with  analgesic 
properties  that  would  not  affect  the  fetus.     Moreover,   delta  opioid  peptides 
crossing  into  the  brain  would  have  scant  probability  of  crossing  placental 
membranes.     This  differential  penetration  and  receptor  asymmetry  between  the 
mother  and  fetus  affords  a  development  opportunity  for  a  delta  opiate  for  the 
treatment  of  narcotic  addiction. 

Recent  advances  in  pharmaceutical  technology  makes  possible  the  development  of 
new  drug  delivery  systems  to  improve  the  effectiveness  of  a  therapeutic  drug. 
Research  and  development  in  this  area  will  provide  dosage  forms  that  are  not 
only  easy  to  administer  but  that  also  provide  therapeutic  drug  levels  for  a 
desired  period.     One  example  of  promise  is  the  transdermal  patch  to  deliver 
opiates.     Administration  of  paregoric  is  the  standard  treatment  for  infants 
born  to  narcotic  addicted  mothers,  and  the  transdermal  patch  would  improve 
treatment  by  reducing  the  frequency  of  administration.     Endogenous  opiates 
appear  to  play  a  role  in  the  regulation  of  fetal  breathing  patterns.  Thus, 
research  in  this  area  may  also  provide  essential  information  for  the  treatment 
of  infant  apnea  and  Sudden  Infant  Death  Syndrome. 

COMMUNITY  RESEARCH  AND  TECHNOLOGY  TRANSFER 

Research  on  drug  abuse  presents  the  unique  challenge  of  translating  findings 
from  pure  research  into  practical  applications.     This  challenge  is  made 
greater  by  the  complexities  of  the  treatment  delivery  system;  legal, 
scientific  and  other  barriers  to  detecting  drug  use  in  its  early  phases;  and 
the  difficulties  of  reaching  (and  retaining  in  treatment)  habitual  and  heavy 
users.     NIDA  seeks  to  enhance  the  impact  of  its  research  findings  through: 

o  study  of  the  factors  that  impact  on  the  effectiveness  of  treatment 

delivery  as  a  basis  for  improving  its  functioning  and  results; 
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o  applications  development  to  create  methods,  models  and  materials 

to  apply  research  findings  in  practice  in  communities,  businesses 
and  the  criminal  justice  system. 

Community  Research.     Burgeoning  caseloads  of  foster  care  and  of  neglect 
charges  tied  to  parent  drug  use  indicate  the  need  to  conduct  efficacy  studies 
of  strategies  to  combine  drug  abuse  treatment  with  parent  skills  training 
initiatives  and  to  assess  the  effectiveness  of  innovative  models  of  foster 
care  service  delivery.     Without  effective  strategies  for  intervening  with 
parents  and  children  at  risk,   recent  follow-up  studies  suggest  continuing  high 
rates  of  behavior  disorder  and  associated  drug  use  among  those  children  as 
they  become  adolescents  and  adults. 

Research  Technology  Transfer.     Drug  abuse  research  findings  must  be  adapted  at 
the  community  level  to  make  a  difference  in  the  response  to  drug  abuse.  The 
first  step  is  to  ensure  that  practitioners  in  the  field  have  available  the 
most  recent  and  reliable  information.     NIDA  has  made  available  more  than  30 
curricula  designed  to  help  practitioners  reach  high  risk  groups  and  problem 
adolescents.     The  future  focus  of  the  program  is  to  assist  primary  care  and 
other  professionals  working  in  general  medical  settings  and  STD  clinics  to 
address  the  drug  abuse  problems  of  their  patients.     This  "cross  training"  is  a 
collaborative  effort  among  HRSA,  CDC,  OTI ,  and  NIDA.     In  1993,  NIDA  will 
continue  to  use  the  established  nationwide  network  of  community  education 
specialists  to  conduct  drug  abuse  and  drug  abuse/AIDS  education  projects,  to 
work  with  national  organizations  to  promote  awareness  and  understanding  of 
NIDA's  activities,   and  to  build  and  strengthen  the  alliance  between 
researchers  and  practitioners  to  improve  communication  and  cooperation  among 
these  two  important  groups. 

Science  Education.     Poor  science  education,  with  the  resulting  lack  of 
interest  in  science,  has  meant  a  decline  in  the  number  of  young  people 
choosing  to  pursue  careers  in  scientific  disciplines.     This  trend,   if  not 
reversed,  will  lead  to  a  serious  shortage  of  scientists  and  may,   in  turn, 
jeopardize  progress  on  important  research  endeavors.     As  the  only  agency 
devoted  entirely  to  the  study  of  drug  abuse,  NIDA  is  in  an  exceptional 
position  to  have  a  substantial  impact  on  the  status  of  science  education  and 
literacy  in  the  U.S.     Children  are  curious  about  drugs,  and  as  a  result, 
NIDA's  science  education  programs  can  capitalize  on  their  curiosities  to  teach 
them  about  science. 

Since  its  beginning  a  year  ago,  NIDA's  Science  Education  Program  has  been 
involved  in  several  successful  science  education  projects.     For  example,  NIDA 
funded  the  student  production  of  a  video  on  how  drugs  affect  the  brain.  NIDA 
is  also  currently  in  the  process  of  developing  exhibits  in  both  school  and 
public  libraries  on  how  the  brain  works.     In  addition,  NIDA  is  involved  in  the 
production  of  a  Children's  Television  Network  3-2-1  Contact  Extra  along  with 
accompanying  materials  on  addiction. 

Workplace  Policy  Research.     Employee  assistance  programs   (EAPs)  are  an 
important  component  of  a  comprehensive  approach  to  dealing  with  drugs  at  the 
workplace.     The  goals  of  EAPs  research  are  to  identify  the  most  effective 
types  of  workplace-based  activities  or  programs,   to  isolate  critical 
components,  and  (similar  to  matching  clients  to  type  of  treatment)  to 
determine  the  best  match  between  type  of  program  and  worksite  and  workforce 
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characteristics.     NIDA  is  further  interested  in  identifying  the  most 
appropriate  means  to  stimulate  employers  to  address  actual  or  potential  drug 
use  in  the  workplace.     The  areas  of  investigation  that  will  be  emphasized 
include : 

o  Studies  that  assess  the  workplace  as  a  locus  for  follow-up  to  treatment, 

especially  long-term  follow-up.     Such  studies  would  examine  how  often 
there  is  successful  reintegration  of  individuals  into  the  workplace  and 
what  policies  and  circumstances  improve  the  likelihood  of  success. 

o  Studies  that  examine  the  relationships  among  employee  demographics,  type 

of  referral   (e.g.,   self,  peer,   supervisor),   type  of  EAP  service 
provided,   treatment  completion  rates,   relapse  rates,  post  -  treatment 
reintegration,   and  work  performance. 

o  Studies  that  examine  how  EAPs  are  developed  and  function  within 

organizations,   and  studies  designed  to  assess  the  impact  of  EAPs  on 
employee  behaviors  as  well  as  on  the  economic  costs  and  benefits  to  the 
organization.     Outcome  variables  should  focus  on  the  degree  of  change  in 
employee  behavior   (e.g.,   drug  use  patterns,   job  performance,  conduct). 

o  cost  containment  and  cost  -  impact/of f set  studies  designed  to  assess  the 

extent  to  which  EAP  services  affect  health  expenditures  or  control 
rising  costs   (e.g.,   the  extent  to  which  EAPs  provide  cost  savings 
associated  with  the  improvement  of  work  performance  of  employees) . 

Workplace  Performance  Research.     Increased  emphasis  will  be  placed  pn  the 
advancement  of  research  for  the  development  of  workplace  drug  impairment 
protocols,   technology,   and  instrumentation.       Emphasis  will  be  placed  on 
correlations  between  levels  of  impairment  and  concentrations  of  illicit  drugs 
in  body  fluid  matrices  and  the  development  of  better  methodology  for  the 
determination  of  drug  levels  in  body  fluid  matrices.     Impairment  measures  may 
include  measures  of  perception  abilities,   information  processing,  psychomotor 
performance,   tracking  performance,   divided  attention  tasks,   or  combination  of 
these  and  other  performance  measurements . 

Attention  will  also  be  focused  on  the  development  of  improved  or  new 
methodologies  for  the  detection  and  measurement  of  illicit  drugs  in  a  variety 
of  biological  matrices  including  saliva,   urine,  blood,   and  hair.     With  an 
increasing  need  for  rapid  turn  around  time  for  the  detection  of  drugs  of 
abuse,  and  the  need  for  the  ability  to  access  a  larger  window  of  time  for  drug 
use,  both  improvements  in  methods  and  use  of  different  biological  matrices  are 
becoming  increasingly  important.     A  particular  interest  is  developing  rapid, 
reliable  and  valid  methods  that  give  "on  the  site"  feedback  about  individuals 
who  may  need  to  be  further  tested  using  confirmatory  methods.     Also  of  great 
interest  is  the  use  of  biological  matrix  such  as  hair  that  will  show  exposure 
to  drugs  at  some  time  other  than  the  very  recent  past.     Such  methodologies 
will  need  to  rule  out  the  possibility  of  accidental  or  environmental  exposure 
and  need  to  be  tested  in  terms  of  current  drug  use  and  drug  history. 
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ACQUIRED  IMMUNE  DEFICIENCY  SYNDROME 

Through  July  1991,    32  percent  of  adult  cases  in  the  U.S.  have  been  linked  to 
drug  abuse.     Drug  abuse  is  the  second  leading  risk  factor  for  acquiring  HIV  in 
adults,   and  injection  drug  users   (IDUs)   represent  the  fastest  growing  group  of 
persons  with  HIV  infection.     Drug  abuse  is  the  primary  risk  factor  for  infants 
-and  children  with  HIV  infection.     Through  July  1991,   59  percent  of  pediatric 
cases  were  linked  to  drug  users. 

Reflecting  the  enormity  of  this  problem,  NIDA  continues  to  fund  a  wide  range 
of  AIDS  research,   spanning  such  areas  as  epidemiology  and  natural  history, 
basic  and  clinical  research,   treatment  improvement,  education,  and 
prevention/intervention.     Efforts  to  reach  out-of -treatment  populations  and 
their  sexual  partners,   to  prevent  initial  drug  use,   to  develop  improved 
treatments  for  those  at  risk,   to  understand  the  etiology  and  natural  history 
of  HIV  infection  and  AIDS,   and  to  understand  the  effects  of  drugs  of  abuse  on 
the  immune  system  are  major  elements  of  NIDA's  AIDS  program.     NIDA  research 
and  research  demonstration  activities  relating  to  AIDS  are  discussed  in 
greater  detail  in  the  AIDS  section  near  the  end  of  this  document. 

RESEARCH  TRAINING 

The  availability  of  an  adequate  supply  of  well-trained  biomedical  and 
behavioral  researchers  is  critical  to  the  long-term  success  of  addiction 
research.     Unfortunately,   several  factors  are  working  together  that  may 
jeopardize  the  availability  of  addiction  researchers,   including:     1)  a  steady 
increase  in  the  age  of  the  biomedical  research  community;   and  2)  a  decline  in 
the  number  of  students  pursuing  baccalaureate  degrees  in  the  biological  and 
behavioral  sciences.     To  reverse  these  trends,  NIDA  supports  a  strong 
predoctoral  and  postdoctoral  research  training  program  in  areas  relevant  to 
drug  abuse  and  addiction  research. 

In  its  1990  report,   the  Committee  on  Policies  for  Allocating  Health  Sciences 
Research  Funds  stated:     ".    .    .maintaining  a  cadre  of  highly  talented  health 
scientists  is  the  most  critical  element  in  sustaining  the  vitality  of  the  U.S. 
system  of  health  sciences  research.     Evidence  from  across  the  educational 
spectrum  indicates  that  the  U.S.   is  facing  a  future  shortage  of  qualified 
researchers  that  will  threaten  the  Nation's  ability  to  prepare  for  scientific 
challenges  of  the  twenty- first  century.     In  the  next  15  years  many  of  the 
individuals  who  conceived  the  ideas  that  have  revolutionized  health  sciences 
research  will  be  retiring" . 

Assuring  an  adequate  supply  of  well-trained  biomedical  and  behavioral 
scientists  is  critical  to  NIDA's  research  efforts.     NIDA  currently  supports 
the  training  of  research  scientists  through  a  number  of  programs  that  provide 
funds  for  the  support  of  predoctoral  and  postdoctoral  students.  NIDA's 
commitment  to  research  training  has  increased  over  the  past  three  years. 
Several  areas  where  special  emphasis  is  needed  include: 

o  Preparation  of  clinicians  for  research  careers  in  the  area  of  drug 

abuse.  The  training  of  physicians,  clinical  psychologists,  and  other 
clinical  populations  is  vital  to  the  growth  of  research  activities  in 
the  areas  of  treatment  effectiveness  and  medications  development. 
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o  Preparation  of  individuals  for  careers  in  epidemiological  and  prevention 

research.     A  shortage  of  well  trained  epidemiologists  threatens  NIDA's 
ability  to  track  the  incidence  of,   and  factors  leading  to,    the  onset  of 
disease.     Similarly,   a  lack  of  prevention  researchers  hinders  NIDA's 
ability  to  develop  effective  new  strategies  to  prevent  addiction. 

o  Development  of  short-term  training  opportunities  for  the  purpose  of 

recruiting  individuals  into  addiction  research  careers. 

o  Expansion  and  development  of  research  training  programs  targeted  toward 

women  and  minority  populations  which  are  underrepresented  in  the 
Nation's  research  manpower  pool. 

INTRAMURAL  RESEARCH 

Intramural  research  is  conducted  at  the  Addiction  Research  Center  (ARC)  in 
Baltimore,  Maryland,   the  largest  freestanding  research  facility  in  the  U.S. 
devoted  to  the  study  of  drug  abuse  and  addiction.     The  Center  provides  a 
unique  environment  where  scientists  from  different  disciplines  can  collaborate 
within  one  facility  on  a  variety  of  research  projects,   freed  from  many 
administrative  duties  and  the  burden  of  applying  for  research  support.  Having 
a  team  of  scientists  readily  available,   allows  the  Institute  to  respond 
quickly  to  changing  patterns  of  drug  use  and  to  redirect  resources  to  new 
research  areas  accordingly. 

The  ARC  conducts  a  comprehensive  research  program  on  the  causes,  diagnosis, 
treatment,   and  prevention  of  drug  abuse,   as  well  as  the  biological  and 
psychosocial  factors  that  determine  human  behavior  and  development.  Research 
ranges  from  basic  molecular  studies  through  laboratory  work  with  animals  to 
clinical  studies  with  human  volunteers.     Over  100  research  projects  in  the 
basic  neurosc iences ,   clinical  pharmacology,   and  behavioral  sciences  are 
conducted  yearly.     Research  conducted  at  the  ARC  complements  the  many  studies 
supported  by  grants  and  contracts  in  the  extramural  program. 

Recently  scientists  have  isolated  and  cloned  the  receptor  for  the  dopamine 
transporter.     These  transporters  also  bind  cocaine,   particularly  in  areas  of 
the  brain  where  cocaine  is  known  to  act.   The  availability  of  this  information 
will  provide  a  unique  opportunity  for  developing  new  medications  for  treating 
cocaine  addiction.     In  particular,   it  will  be  possible  to  develop  antagonists 
to  cocaine's  euphoric  effects.     The  development  and  use  of  such  medications 
should  greatly  improve  the  outcome  of  cocaine  addicts  seeking  treatment. 

Technological  advances  spanning  the  last  two  decades  have  yielded  new 
techniques  which  provide  unprecedented  opportunities  to  gain  insight  to  how 
drugs  of  abuse  affect  the  human  central  nervous  system  and  how  these  changes 
impact  on  human  behavior.     NIDA  is  in  an  unique  position  to  carry  out  studies 
using  imaging  techniques.     The  intramural  facility  has  under  one  roof  the 
largest  collection  of  drug  abuse  researchers  in  the  world.     Their  diversity  of 
expertise  would  provide  an  exceptional  environment  in  which  to  conduct  studies 
using  imaging  techniques  to  determine  biological  and  behavioral  correlates  of 
drug  abuse . 

Recently  researchers  have  found  that  concordance  rates  for  drug  abuse  among 
alcoholic  twins  is  significantly  higher  for  monozygotic  compared  to  dizygotic 
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twins.     This  finding  suggests  that  genetic  factors  are  involved  in  drug  abuse 
and  replication  of  the  study  in  non-alcoholic  twins  is  planned.  The 
investigators  also  found  that  heritability  rates  for  drug  abuse  were  similar 
to  those  for  alcohol  abuse.     Beyond  replication  of  this  study  the  ARC  is  in  a 
unique  position  to  initiate  longitudinal  family  study  of  drug  abuse,  including 
establishment  of  a  register  to  permit  extended  followup  of  study  participants. 
Such  a  study  will  enable  the  scientists  to  determine  the  natural  history  in 
non- treatment  versus  treatment  samples  of  drug  abusers;   determine  the 
prevalence  of  other  disorders  in  drug  abusers;   determine  rates  of  drug  abuse 
and  other  disorders  in  first  degree  relatives  of  drug  abusers;  and  identify 
factors  that  are  correlated  with  onset  and  absence  of  drug  abuse  in  first- 
degree  relatives  of  drug  abusers. 

The  Addiction  Research  Center  also  serves  as  a  training  ground  for  researchers 
in  the  drug  abuse  field.     NIDA  encourages  talented  young  investigators  and 
experienced  scientists  from  around  the  world  to  apply  for  research  training 
positions  in  its  laboratories.     Approximately  25  percent  of  ARC  personnel  are 
trainees.     Several  science  education  activities  and  programs  are  use  the 
facilities  at  the  Center.     These  programs  include: 

o  Greater  opportunities  for  K-12  science  teachers  to  increase  their 

knowledge  of  drug  abuse  and  addiction  through  expansion  of  the  summer 
teacher  program,   the  development  of  in-service  programs  for  teachers  and 
six  month  "in  the  lab"  sabbaticals  for  K-12  science  teachers. 

o  Additional  resources  for  educating  the  community  including  the 

development  of  a  speakers  bureau  and  community  education  forums. 

The  Intramural  Research  Program  is  proposed  for  support  at  the  1992  current 
services  level  in  1993. 

Summary  of  Changes 

The  1993  budget  request  includes  $24,010,000  for  the  NIDA  Intramural  Research 
Program.     This  represents  an  increase  of  $981,000  or  4.3  percent  over  the  1992 
level.     This  amount  covers  built-in  increases,   as  displayed  in  the  following 
table : 


Built-in  Increases : 

Annualization  of  January  1992  pay  increase   +$167,000 

January  1993  pay  increase   +203,000 

Within  grade  increases   +56,000 

Increased  cost  of  non-pay  items  including 

laboratory  materials  and  other  supplies   +583  ,  000 

Subtotal,   Built-in  Increases  +1,009,000 

Built-in  Decreases : 

One  less  day  of  pay   -28  ,000 

Net  change   $+981,000 
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RESEARCH  MANAGEMENT  AND  SUPPORT 

The  Office  of  the  Director  plans,  directs,   coordinates,  and  evaluates  the 
entire  range  of  NIDA  activities  and  coordinates  programs  in  special  population 
research,   including  women  and  minorities.     Three  staff  offices  assist  in  this 
management  function.     The  Office  of  Planning  and  Resource  Management  provides 
financial  management  and  program  planning  expertise,   personnel  management, 
management  analysis,   information  resource  management  and  grants  and  contract 
administration.     The  Office  of  Extramural  Project  Review  coordinates  the 
initial  scientific  review  of  grant  and  contract  applications.     The  Office  of 
Science  Policy,  Education,  and  Legislation  (OSPEL)  directs  the  Institute's 
strategic  science  planning  process  and  acts  as  the  principal  liaison  with  drug 
abuse  professionals,  State  and  local  governments,  the  press  and  the  general 
public.     Five  program  divisions  manage  the  research  activities  of  the 
Institute.     The  Divisions  of  Preclinical  Research,   Clinical  Research,  Applied 
Research,   Epidemiology  and  Prevention  Research,   and  Medications  Development 
manage  the  extramural  grant,   contract,   and  training  programs. 

In  addition  to  the  support  of  extramural  research,   the  Division  of 
Epidemiology  and  Prevention  Research  works  with  State,   Federal,  and 
international  governmental  agencies  and  private  organizations  to  encourage  the 
sharing  of  drug  abuse  information  and  prevention  models.     This  is  accomplished 
by  developing  community-and  state-based  epidemiologic  surveillance  networks 
and  by  providing  technical  assistance  to  implement  international  surveillance 
programs.     The  Division  also  provides  technical  assistance  and  other 
consultation  to  researchers  interested  in  developing  studies  or  surveys  and 
carries  out  a  number  of  priority  survey  activities  with  inhouse  staff. 

The  Division  of  Applied  Research,   in  addition  to  its  research  activities,  also 
manages  the  Federal  Drug  Free  Workplace  Initiatives  programs  on  behalf  of  the 
Department.     The  Division  offers  technical  assistance  to  Federal  agencies  in 
eliminating  drug  use  among  their  workers,   and  it  has  extended  technical 
assistance  to  privately  owned  companies  to  prevent  and  address  employee  drug 
use.     To  assure  the  highest  standards  for  drug  testing  in  the  Federal 
agencies,   the  Division  administers  the  National  Laboratory  Certification 
Program,   a  multimillion  dollar  effort  to  set  stringent  scientific  and 
technical  standards  for  laboratories  performing  drug  tests  for  the  Federal 
Government . 

Summary  of  Changes 

Built-in  increases  are  requested  for  Research  Management  and  Support.  The 
1993  request  of  $36,773,000  reflects  an  increase  of  $1,905,000  or  5.5  percent 
over  the  1992  level.     The  increase  covers  built-in  requirements  as  displayed 
in  the  following  table: 
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Built-in  Increases: 

Annualization  of  January  1992  pay  increase   +$518,000 

January  1993  pay  increase   +595,000 

Within  grade  increases   +165,000 

Increased  PHS  Service  and  Supply  Fund   +273,000 

Increased  FTS  Costs   +9,000 

Working  Capital  Fund  Transfer   +11,000 

Increased  Rental  Payments  to  GSA   +66,000 

Increased  cost  of  non-pay  items  including 

equipment  and  other  supplies   +348  . 000 

Subtotal,  Built-in  increases   +1,985,000 

Built-in  Decreases: 

One  less  day  of  pay   -80,000 

Net  change   +$1,905,000 
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B.     Research  Demonstrations 

Authorizing  Legislation  -  Sections  301  and  517  of  the  Public  Health  Service 
Act. 


FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Current  Estimate  Estimate  Decrease 

FTE                       BA  FTE                     BA  FTE                     BA  FTE  BA 

---     $105,642,000  ---  $108,004,000  ---  $112,009,000  ---  +$4,005,000 

1993  Authorization: 

Section  301    Indefinite 

Section  517   Expired 


Purpose  and  Method  of  Operation 

The  National  Institute  on  Drug  Abuse  (NIDA)  sponsors  research  demonstrations 
that  test  large-scale  applications  of  promising  new  prevention  and  treatment 


approaches.     These  efforts  are  supported  through  grants  and  contracts. 
Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Amount  FTE 

1988   $  10,422,000 

1989   53,272,000 

1990   97,209,000  -r- 

1991   105,642,000 

1992   108,004,000 

NOTE:     The  amounts  have  been  adjusted  to  reflect  the  transfer  of  the  AIDS/HIV 


Outreach  Demonstration  Program  from  NIDA  to  OTI .     The  amounts  are  $41,082,000 
for  1988;  $44,613,000  for  1989;  $30,943,000  for  1990;  $13,014,000  for  1991; 
and  $10,241,000  for  1992. 

Rationale  for  the  Budget  Request 

The  1993  request  for  research  demonstrations  of  $112,009,000  is  an  increase  of 
3.7  percent  over  1992,  to  provide  inflationary  costs.     Of  the  total, 
$63,317,000  or  56  percent  is  related  to  AIDS.     The  1993  budget  reflects  the 
transfer  in  1992  of  $10,241,000  for  the  AIDS/HIV  Outreach  Demonstration 
Program  from  NIDA  to  the  Office  for  Treatment  Improvement. 

AIDS/HIV  Outreach  Demonstration  Program.     In  this  program,  drug  users  and 
their  partners  are  approached  in  the  community  to  provide  them  with  AIDS 
education  and  referrals  to  drug  treatment  and  other  needed  services.  Attempts 
are  also  made  to  involve  individuals  in  more  extensive  counseling  than  can  be 
provided  on  the  streets.     This  program,  which  began  in  1987,  has  demonstrated 
that  various  strategies  for  reaching  and  intervening  with  out-of- treatment 
populations  at  risk  for  HIV  can  be  effective.     Those  enrolled  in  the  program 
showed  a  significant  change  in  risk  taking  behaviors;   they  diminished  their 
frequency  of  injection,  decreased  the  number  of  individuals  with  whom  they 
share  needles,   and  increased  their  frequency  of  cleaning  needles.  The 
research  and  development  phase  of  the  program  has  been  completed,   and  in  1992 
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funds  will  be  transferred  to  OTI  for  use  in  implementing  the  successful 
elements  of  these  outreach  procedures  in  the  context  of  OTI's  continuing 
efforts  at  treatment  improvement. 

Primary  Care/Linkage.     Together  with  the  Health  Resources  and  Services 
Administration,  NIDA  implements  and  assesses  models  for  linking  drug  abuse 
treatment  and  primary  health  care  with  the  aim  of  providing  drug  abuse 
treatment  within  a  wide  variety  of  primary  care  settings;  providing  medical 
services  within  drug  abuse  treatment  programs;  and  conducting  risk  assessments 
to  identify  intravenous  drug  abusers  within  the  population  served  by  primary 
care  providers,  counseling  and  referral  to  drug  abuse  treatment  programs  for 
specialty  care,  and  followup  in  the  primary  care  setting.     This  research  is 
conducted  through  community-based  health  care  organizations. 

Washington  D.C.   Initiative.     NIDA  has  worked  jointly  with  OTI  and  the  District 
of  Columbia  Government  to  establish  a  research  demonstration  program  designed 
to  expand  drug  abuse  treatment  availability  for  D.C.  residents,  develop  model 
outpatient  and  residential  treatment  programs,  and  assess  treatment 
effectiveness.     Awards  have  been  made  to  support  a  diagnostic  referral  and 
evaluation  unit,   two  outpatient  treatment  units.,  and  a  residential  treatment 
program.     Research  studies  explore  issues  in  retention,  continuity  of  care, 
dual  diagnosis,  and  the  efficacy  of  treatment  programs  and  their  component 
parts  for  achieving  successful  therapeutic  outcomes  for  different  types  of 
clients  and  drug  abuse  problems. 

Psychotherapy  and  Drug  Abuse  Counseling  Strategies  in  the  Treatment  of  Cocaine 
Abusers .     While  NIDA  has  placed  a  high  priority  on  the  development  of 
pharmacologic  agents  for  the  treatment  of  drug  abuse,  special  attention  is 
also  being  placed  on  nonpharmacologic  approaches.     Research  on  the  efficacy  of 
psychodynamically-oriented  therapy,  cognitive /behaviorally-oriented  therapy, 
and  drug  abuse  counseling  in  the  treatment  of  adult  cocaine  abusers  in 
outpatient  drug- free  settings  was  begun  in  1990.     A  basic  protocol  for  a 
multisite  comparative  psychotherapy  study  has  been  approved  and  funded.  The 
study  compares  the  efficacy  of  Luborsky's  Supportive  Expressive  psychodynamic 
therapy,  Beck's  Cognitive  Behavioral  therapy,  and  a  Drug  Counseling  treatment 
in  which  elements  of  the  "twelve-step"  philosophy  are  utilized.     Following  a 
drug- free  stabilization  period,  adult  cocaine  abusers  are  randomly  assigned  to 
one  of  the  three  treatment  conditions  and  are  treated  by  trained  counselors 
and  therapists.     An  equal  number  of  subjects  with  and  without  the  diagnosis  of 
antisocial  personality  disorder  are  included  in  each  treatment  condition. 
Treatment  of  Women  of  Child-Bearing  Age  and  Their  Children.     Numerous  adverse 
consequences  accompany  maternal  drug  abuse.     These  may  compromise  the  delivery 
as  well  as  the  mental  and  physical  development  of  the  child.  Competent 
medical  care  and  the  elimination  of  illicit  drug  use  has  been  shown  to  reduce 
these  harmful  consequences;  yet  pregnant  women  have  encountered  many  barriers 
to  treatment:     lack  of  child  care  facilities,   threats  of  criminal  prosecution 
for  child  abuse,   and  treatment  facilities  unequipped  to  provide  adequate 
pre-natal  care. 

The  Research  Demonstration  Program  for  Drug  Treatment  of  Pregnant  and 
Post-Partum  Women  and  Their  Infants  was  initiated  in  1989  to  study  the  direct 
and  interactive  effects  and  the  short  and  long-term  effectiveness  of 
comprehensive  drug  abuse  treatment  programs  that  provide  a  continuum  of  care 
from  pre-  to  post-natal,  as  well  as  a  number  of  social  support  services. 
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Comprehensive  programs  are  compared  with  more  traditional  settings  in  which 
the  mother  is  treated  for  drug  abuse  only,  without  regard  to  her  pregnancy. 
Neighborhood-based  comprehensive  day  programs,  a  variety  of  residential 
programs,   communication  skills  building,   and  other  variables  are  being 
assessed.     An  important  element  of  these  research  demonstrations  is  to  develop 
effective  outreach  and  retention  for  pregnant  women  who  have  traditionally 
avoided  standard  facilities.     NIDA  is  also  planning  to  support  research  to 
develop  habilitative  and  educational  strategies  to  prevent  or  counter  the 
effects  of  maternal  drug  abuse  on  infants.     Nine  research  demonstration  sites 
were  funded  under  this  program  in  1989,  and  an  additional  10  sites  were 
started  in  1990. 

New  Medications  for  Treatment  of  Drug  Abuse.     Medications  development  is  an 
important  component  in  a  comprehensive  treatment  approach.     The  development  of 
new  treatments  for  cocaine  and  heroin  addiction  and  for  marijuana  abuse  will 
increase  the  effectiveness  and  lower  the  costs  of  treatment.  Most 
importantly,   the  development,  acceptance,   and  expansion  of  biomedically  based 
technologies  for  the  treatment  of  drug  addiction,  will  lead  to  a  major 
expansion  in  the  availability  of  treatment  as  individual  physicians  will  be 
able  to  provide  care  to  those  with  addictive  diseases.     Clinical  capacity  for 
medications  development  is  enhanced  through  collaborative  studies  with  the 
Department  of  Veterans  Affairs.     In  FY  1993,   approximately  one -half  of  the 
medications  development  program  of  the  Institute  will  be  funded  through 
research  demonstrations. 

Financing  and  Services  Research.     By  understanding  how  policy,  financing, 
reimbursement,   and  organizational  issues  affect  the  delivery  and  use  of  care, 
NIDA  hopes  to  help  improve  the  overall  effectiveness  of  the  Nation's  drug 
abuse  treatment  system.     Research  in  this  area  aims  to  understand  all  aspects 
of  the  treatment  delivery  system,   including  how  both  public  and  private  -  sector 
programs  are  organized,   financed,   and  used.     Application  of  services  research 
techniques  to  the  drug  abuse  treatment  field  will  develop  new  knowledge 
concerning  the  relative  costs,   quality,   effectiveness,   efficiency,  and 
appropriateness  of  a  variety  of  approaches  to  drug  abuse  treatment  and  assess 
the  impact  on  treatment  efficacy  and  efficiency  of  alternative  approaches  to 
reimbursement  and  financing  in  the  public  and  private  sectors. 

Needed  activities  in  this  area  include:     Expanding  the  application  of  services 
research  techniques  to  the  drug  abuse  treatment  field  in  order  to: 
(1)  develop  knowledge  concerning  the  relative  costs,  quality,  effectiveness, 
efficiency,   and  appropriateness  of  a  variety  of  approaches  to  drug  abuse 
treatment;  and  (2)  assess  the  impact  on  treatment  efficacy  and  efficiency  of 
alternative  approaches  to  reimbursement  and  financing  in  the  public  and 
private  sectors. 


938 


ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism -NIAAA 

(Dollars  in  thousands) 


FY  1991 
Actual 

FY  1992 
Appropriation 

FY  1993 
Estimate 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

Admin.  Supplements  

New/Competing  Combined  

329 
(19) 
97 

$64,816 
642 
20,464 

305 
(19) 
154 

$66,788 
667 
29,745 

343 
(19) 
120 

$78,150 
701 
24.091 

Subtotal,  RPGs  

426 

85,922 

459 

97,200 

463 

102,942 

Research  Centers  

Other  Research  Related  

14 
89 

17,422 
10,813 

14 

89 

17,092 
11,296 

14 
81 

17,092 
1 1 ,654 

Total,  Research  Grants  

529 

114,157 

562 

125,588 

558 

131,688 

Research  Training; 

Individual  Awards  

Institutional  Awards  

FTTP 
23 
137 

451 

3,097 

FTTP 
27 
126 

551 
2,991 

FTTP 
28 
125 

551 
2,991 

Total,  Research  Training  

160 

3,548 

153 

3,542 

153 

3,542 

Res.  and  Dev.  Contracts  

No. 
28 

6,400 

No. 
24 

6,476 

No. 
23 

6,476 

Subtotal,  Extramural  Research.... 

124,105 

135,606 

141,706 

Intramural  Research  

Research  Management  &  Support 

FTE 
97 
135 

18,932 
11,719 

FTE 
110 
134 

20,149 
12,566 

FTE 
117 
134 

22.040 
13,305 

Total,  Research  

232 

154,756 

244 

168,321 

251 

177,051 

Alcohol  Demonstrations  

No. 
15 

16,435 

No. 
15 

15,983 

No, 
15 

15,983 

Total,  NIAAA  (FTE)  

(232) 

$171,191 

(244) 

$184,304 

(251)  $193,034 

(HIV  non-add)  

(14) 

(7,996) 

(13) 

(9,369) 

(15) 

(10,359) 
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Overview 

The  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA)  serves  as  the 
focus  for  the  Federal  Government's  efforts  to  reduce  the  enormous  health, 
social  and  economic  consequences  of  alcohol  abuse  and  alcoholism.     Alcohol  is 
the  number  one  drug  of  abuse  in  the  U.S.,  with  approximately  15,400,000  adults 
and  4,600,000  adolescents  experiencing  serious  alcohol-related  problems. 
Alcohol -related  problems  occur  in  every  walk  of  life,  from  the  unborn  fetus 
through  adolescence  and  into  adulthood.     Alcohol  is  inextricably  linked  to 
disease,   injuries,   disabilities  and  death  and  is  implicated  significantly  in 
drownings,  falls,   fires  and  burns,  motor  vehicle  crashes,  and  in  criminal 
behavior,   including  robbery,   rape,   assault,   suicide  and  homicide.     The  social 
and  economic  toll  of  alcohol  abuse  and  alcoholism  in  the  United  States  is 
enormous  and  far  exceeds  the  toll  of  any  other  contemporary  medical  or  social 
problem.     For  example: 

o  The  costs  to  society  from  alcoholism  and  alcohol  abuse  were  estimated  to 

range  from  $90.0  billion  to  $116.0  billion  in  1990. 

o  An  estimated  20  to  40  percent  of  all  persons  admitted  to  general 

hospitals  have  coexisting  alcohol  problems  and  are  often  undiagnosed 
alcoholics  being  treated  for  the  consequences  of  their  drinking. 

o  Almost  95,000  deaths  occurred  in  1985  due  to  alcoholism.     These  95,000 

deaths  represent  2,700,000  person  years  lost  and  a  loss  of  $24.0  billion 
to  the  economy . 

o         Alcohol  is  one  of  the  most  common  causes  of  mental  retardation  and  the 
most  common  preventible  cause. 

Since  its  establishment  in  1971,  NIAAA  has  been  committed  to  the  development 
of  a  knowledge  base  that  can  be  used  to  improve  the  treatment  and  prevention 
of  alcohol  abuse  and  alcoholism;  progress  in  these  areas  has  enormous 
potential  for  reducing  illness  and  death  and  for  improving  quality  of  life 
for  millions  of  Americans.     NIAAA 's  research  program  encompasses  a  wide  range 
of  research  in  the  biomedical  and  behavioral  sciences.     In  pursuit  of  its 
goals,  NIAAA  supports  intramural  research  facilities,  promotes  a  variety  of 
extramural  research  efforts  through  grants,   training  grants,  fellowships, 
contracts,   and  cooperative  agreements,   and  fosters  the  development  of 
effective  treatment  and  prevention  approaches  through  the  dissemination  of 
research  findings  to  the  health  care  community.     In  addition,   the  Institute 
has  expanded  research  on  public  policy  issues  such  as  taxation,  consumption, 
warning  labels,   and  drinking  and  driving  laws;   as  well  as  on  their 
interaction,   in  order  to  provide  a  scientific  basis  for  the  development  and 
assessment  of  public  policy. 

Neuroscience  continues  to  be  a  high  priority  within  the  Institute.  The 
emergence  of  new  non- invasive  imaging  technology,   such  as  Magnetic  Resonance 
Spectroscopy  (MRI)  and  Single  Photon  Emission  Computed  Tomography  (SPECT) , 
provides  for  the  first  time  a  means  to  directly  assess  the  biochemistry  and 
physiology  of  the  living  brain  in  persons  who  are  alcoholic  or  at  a  high 
vulnerability  for  alcoholism.     The  evolution  of  this  technology  will  greatly 
enhance  our  knowledge  of  the  brain's  responses  to  alcohol  and  will  contribute 
to  crucial  treatment  needs  including  new  medications  development. 
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The  NIAAA  has  now  entered  the  fourth  year  of  its  Genetics  Cooperative 
Agreement,  a  major  effort  to  identify  the  gene  or  genes  that  influence 
susceptibility  to  alcoholism,  and  to  search  for  markers  that  will  aid  in  the 
identification  of  individuals  at  risk  for  alcoholism.     This  is  a  large,  multi- 
disciplinary,  multi-site  collaborative  study,   involving  six  extramural 
research  study  centers  and  the  screening  of  approximately  six  hundred 
families.     This  collaborative  approach  allows  environmental,  psychological, 
and  genetic  factors  to  be  studied  simultaneously.     Impetus  for  the  project  has 
come  from  dramatic  advances  in  the  mapping  of  the  human  genome,  which  permit 
scientists  to  investigate  the  genetic  basis  for  complex  diseases  that  result 
from  the  additive  effects  of  genetic  and  environmental  factors.     In  this 
study,   genetic  markers  are  being  segregated  in  alcoholic  pedigrees  collected 
from  populations  varying  in  genetic  diversity,  with  the  goal  of  localizing 
specific  genes  responsible  for  individual  variations  in  vulnerability  to 
alcoholism.     The  family  histories  of  participating  alcoholics  will  be 
reviewed,  DNA  in  white  blood  cells  will  be  obtained  for  analysis,  and  the 
association  of  potential  genetic  and  phenotypic  markers  with  the  expression  of 
the  alcoholism  within  the  families  will  be  examined. 

Knowledge  of  vulnerability  genes  will  provide  the  means  of  early 
identification  of  individuals  at  high  risk  for  developing  alcoholism,  so  they 
can  be  targeted  for  appropriate  preventative  techniques.     Knowledge  of 
vulnerability  genes  also  will  lead  to  further  elucidation  of  the  physiological 
mechanisms  of  alcoholism,  which  will  in  turn  facilitate  the  design  of  new 
treatment  strategies. 

One  of  the  Institute's  major  initiatives  is  Project  MATCH,  a  cooperative  grant 
program,   focused  on  treatment  matching  studies  at  multiple  sites  using  large 
study  populations.     This  cooperative  agreement,  which  is  in  its  fourth  year  of 
funding  and  includes  nine  clinical  sites  and  a  coordinating  center,  supports 
the  most  complex,   randomized  clinical  trial  ever  undertaken  in  alcoholism 
treatment.     This  project  studies  whether  treatment  effectiveness  is  enhanced 
on  the  basis  of  salient  patient  characteristics.     Patients  are  being  assessed 
by  sophisticated  methodology,   randomly  assigned  to  three  distinct  treatments, 
followed,   and  assessed  for  response  to  treatment.     Integration  of  state-of- 
the-art  statistical  methods  to  measure  multiple  outcomes  of  interactions  at 
multiple  points  in  time  are  being  developed  as  part  of  this  project.  This 
approach  permits  simultaneous  testing  of  various  treatment  strategies, 
exploration  of  interactions  between  strategies,   and  standardization  of 
techniques  among  the  participating  centers.     Project  MATCH  is  yielding  an 
extremely  rich  data  base.     Beyond  testing  a  priori  hypotheses,   this  data  base 
allows  exploratory  analyses  on  other  effective  ways  to  assign  patients  to 
alcoholism  treatments.     This  study  will  provide  invaluable  information  about 
the  efficacy  of  patient- treatment  matching,  and  holds  great  promise  for  the 
future  treatment  of  alcohol - dependent  individuals. 

The  Institute  and  the  Office  for  Substance  Abuse  Prevention  are  collaborating 
on  science-based  community  intervention  trials  for  the  prevention  of  alcohol- 
related  problems.     Research  in  other  fields  of  health  and  illness  has 
indicated  that  comprehensive  prevention  programs  can  achieve  significant 
results  when  they  are  implemented  with  total  community  involvement.  Several 
important  conclusions  drawn  from  other  community  studies  form  the  basis  for 
these  prevention  trials.     Through  long  term,   controlled  experimentation  to 
test  community-based,  multifaceted ,   integrated  programs  for  the  prevention  of 
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alcohol-related  problems,   the  Institute  hopes  to  determine  the  most 
efficacious  ways  to  change  the  behaviors  that  contribute  to  the  existence  of 
alcohol -  related  problems  and  change  the  incidence  or  prevalence  of  the 
alcohol-related  problems  in  the  community. 

The  field  of  alcohol  research  includes  the  new  frontiers  in  biomedicine  today 
neurobiology  and  elucidating  the  impact  of  alcohol  on  the  living  brain; 
molecular  medicine  and  biotechnology  where  mapping  the  human  genome  underlies 
the  search  for  the  gene  or  genes  that  predispose  an  individual  to  alcoholism: 
and  the  development  of  new  medications  so  that  health  professionals  can 
alleviate  craving,   safely  detoxify  individuals  and  help  keep  patients  from 
alcoholic  relapse.     The  future  support  of  NIAAA  research  in  these  and  other 
areas  will  continue  to  make  a  crucial  difference  in  the  nation's  ability  to 
understand  the  debilitating  effects  of  alcohol  abuse  and  alcoholism  on  the 
body  and  the  brain,   and  to  reduce  the  enormous  toll  of  this  major  public 
health  problem. 
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A.  Research 

Authorizing  Legislation  -  Sections  301,  487,   501,   and  513(a)  of  the  Public 
Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Appropriation   Estimate    Decrease 

FTE                       BA  FTE                       BA  FTE  BA  PTE  BA 

232     $154,756,000  244    $168,321,000  251      $177,051,000  +7  +$8,730,000 

1993  Authorization: 

Section  301    Indefinite 

Sections  487,   501,  and  513(a)  Expired 


Purpose  and  Method  of  Operation 

The  National  Institute  on  Alcohol  Abuse  and  Alcoholism  (NIAAA)   is  the 
preeminent  Federal  agency  for  research  focused  on  improving  the  treatment  and 
prevention  of  alcoholism  and  alcohol-related  problems,  and  reducing  the 
enormous  health,   social,   and  economic  consequences  within  the  United  States. 
Its  mission  is  to  provide  leadership  in  the  national  effort  to  combat  these 
problems,  by  developing  new  scientific  knowledge  that  will  reduce  the 
incidence  and  prevalence  of  alcohol  abuse  and  alcoholism,   and  the  associated 
morbidity  and  mortality. 

To  do  this,   the  Institute,   in  both  its  intramural  and  extramural  activities: 
conducts  and  supports  research  aimed  at  determining  the  causes  of  alcoholism, 
discovering  how  alcohol  damages  the  organs  of  the  body,   and  developing 
prevention  and  treatment  strategies  for  application  in  the  Nation's  health 
care  system;  serves  as  a  national  resource  for  the  collection,  analysis,  and 
dissemination  of  scientific  findings  and  improved  methods  of  prevention  of 
alcohol-related  problems  and  treatment  services;   supports  training  and 
development  of  scientists  for  participation  in  alcohol  research  programs  and 
activities;  conducts  policy  studies  that  have  broad  implications  for  alcohol 
prevention,   treatment,  and  rehabilitation  activities;  and  conducts 
epidemiological  studies  as  well  as  national  and  community  surveys  to  assess 
the  risks  for  and  problems  among  various  population  groups. 

Funding  and  FTE  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988    $90,907,000  210 

1989   119,509,000  213 

1990   145,892,000  227 

1991   154,753,000  232 

1992   168,321,000  244 
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The  following  table  provides  a  program  distribution: 


Research  by  Program  Distribution 


FY  1991 

FY  1992 

FY  1993 

Actual 

Appropriation 

Estimate 

Extramural  Research: 

$14,496,000 

$15,850,000 

$16,563,000 

Biochemistry  and  Metabolism. . 

12,914,000 

14,120,000 

14,755,000 

21  243  000 

23  227  000 

979  OOfi 

11 \ 851 \ 000 

12 ! 958^000 

13,541,000 

Intentional  and  Unintentional 

3,353,000 

3,666,000 

3,831,000 

Alcohol  and  Pregnancy   

7,687,000 

8,316,000 

8,690,000 

Alcohol -Related  Medical 

Disorders   

12,957,000 

14,167,000 

14,804,000 

10,217,000 

11,171,000 

11,674,000 

Treatment  

11,422,000 

12,489,000 

13,051,000 

17,965.000 

19,642,000 

20.525.000 

Subtotal  

$124,105,000 

$135,606,000 

$141,706,000 

18,932,000 

20,149,000 

22,040,000 

Research  Management  &  Support. 

11,719.000 

12.566.000 

13.305.000 

Total  

$154,756,000 

$168,321,000 

$177,051,000 

Rationale  for  the  Budget  Request 

The  1993  request  is  $177,051,000,   an  increase  of  5 . 2  percent  over  1992. 
Within  the  request,  HIV/AIDS  funding  would  be  at  a  level  of  $10,359,000,  an 
increase  of  $990,000  over  the  1992  level  of  $9,369,000. 

The  1993  request  would  provide  a  5.9  percent  increase  for  total  research 
project  grants.     The  average  costs  of  research  project  grants  would  increase 
by  approximately  the  Biomedical  Research  and  Development  Price  Index  (BRDPI) 
of  5.1  percent.     The  request  would  support  463  total  research  project  grants, 
an  increase  of  4  grants  over  the  1992  level.     Of  the  total  number  supported, 
120  would  be  competing  research  project  grants,   34  less  than  1992  level  of  154 
competing  awards.     The  success  rate  in  the  1993  request  would  be  25.7  percent 
as  compared  to  a  success  rate  of  34.5  percent  in  1992.     Included  in  the 
research  project  grant  request  is  $4,442,000  for  medications  development 
activities,   an  increase  of  $1,148,000  over  the  1992  level. 

The  1993  request  would  support  14  research  centers  at  $17,092,000,   the  same 
level  as  in  1992.     The  other  research  grants  and  research  and  development 
contracts  would  increase  by  2  percent  over  the  1992  level.   Included  in  the 
request  for  other  research  grants  is  $813,000  and  6  grants  for  the  Science 
Education  initiative,  an  increase  of  $399,000  and  3  awards  over  the  1992 
level . 


The  1993  request  would  support  148  full-time  equivalent  research  trainees,  at 
the  1992  level  of  $3,542,000,   a  decrease  of  5  trainees  from  the  1992  number. 
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The  1993  request  would  provide  $22,040,000  for  the  intramural  research 
program,   an  increase  of  $1,891,000  or  9.6  percent  over  the  comparable  1992 
level.     The  increase  would  provide  for  built-in  increases  such  as  within 
grades  and  inflation  for  non-pay  items,   and  for  an  additional  7  FTEs  in 
genetics,  molecular  biology,   and  pharmacology. 

Research  management  and  support  would  be  provided  $13,305,000  in  the  1993 
request,   an  increase  of  $739,000  over  the  comparable  1992  level  for  built-in 
increases . 


I .     Extramural  Research 


Genetics 


Over  the  past  20  years,   the  tendency  of  alcohol  dependence  to     run  in  families 
has  stimulated  a  wealth  of  sophisticated  research  aimed  at  identifying  the 
causes  and  mechanisms  of  transmission  of  alcoholism  among  family  members. 
Familial  traits  may  be  passed  from  generation  to  generation  by  either  genetic 
factors  or  environmental  factors  that  are  psychological  or  social  in  nature. 
Numerous  lines  of  research  have  produced  overwhelming  evidence  that  both 
genetic  and  environmental  factors  contribute  to  the  development  of  alcoholism 
and  alcohol  abuse.     The  complex  of  interactions  of  these  factors  and  their 
relative  contributions  has  emerged  as  one  of  the  most  promising  and  fruitful 
lines  of  investigation  in  the  field  of  alcohol  research  today. 

Because  of  such  interactions,   studies  attempting  to  assess  the  role  of 
genetics  in  alcoholism  seek  to  minimize  or  control  environmental  variables. 
One  such  approach  has  been  to  study  the  genetic  transmission  of  alcoholism  in 
twins  and  adoptees.     Twin  studies  assume  that  if  alcoholism  has  a  genetic 
basis,   then  identical  twins,  who  are  genetically  identical,  will  develop  more 
similar  drinking  patterns  and  problems  than  will  fraternal  twins,  who  are 
genetically  no  more  alike  than  ordinary  siblings.     On  the  other  hand,  adoption 
studies  assume  that  children  born  to  alcoholics  but  adopted  at  an  early  age 
will  become  alcohol  dependent  if  they  have  inherited  genes  that  make  them 
vulnerable,   regardless  of  the  environment  in  which  they  are  raised. 


Indeed,   twin  and  adoptee  studies  carried  out  over  the  past  decade  have  borne 
out  these  theories.     Heredity  has  been  found  to  account  for  almost  half  of  the 
similarity  in  drinking  patterns  observed  among  identical  twins.  Further, 
individuals  born  in  families  with  an  alcoholic  parent  but  adopted  during 
infancy  and  raised  by  foster  parents  in  a  nonalcoholic  environment  tend  to 
develop  drinking  behaviors  similar  to  their  biological  parent  and  are  more 
likely  to  become  alcoholic  themselves. 

Aside  from  population  studies  that  have  detected  hereditary  patterns  among 
specific  families  and  high-risk  groups,   there  are  laboratory  studies  that 
search  for  specific  behavioral,  physiological,   and  biochemical  traits  or 
markers  associated  with  a  genetic  susceptibility  to  alcoholism;   these  comprise 
another  important  aspect  of  genetics  research.     Genes  for  certain  familial 
traits  related  to  alcoholism  can  be  mapped  by  tracing  genetic  markers  in  the 
families  in  which  these  traits  occur.     Especially  significant  has  been  the 
discovery  that  persons  from  families  with  multiple  cases  of  alcoholism,  who 
are  thus  at  high  risk  of  becoming  alcoholic,   show  different  brain  wave 
electrical  patterns  than  do  those  with  lower  risk  profiles. 


! 
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Scientists  have  defined  the  relationship  to  alcoholism  of  hereditary 
differences  in  electroencephalograms   (EEGs)   and  the  genetic  transmission  of 
these  differences.     In  one  such  trait,   the  low-voltage  alpha  trait,   alpha  EEG 
activity  is  absent  or  greatly  diminished.     Because  individuals  with  this  trait 
are  statistically  more  likely  to  suffer  from  alcoholism,   genetic  linkage 
analyses  of  affected  family  groups  are  now  underway. 

One  major  project  currently  under  way  is  a  multidisciplinary ,  multisite 
collaborative  study  to  search  for  and  identify  genes  associated  with  a 
predisposition  to  alcoholism  as  well  as  for  markers  that  will  help  to  identify 
individuals  at  risk  for  alcoholism.     Genetic  markers  are  being  segregated  in 
alcoholic  pedigrees  collected  from  populations  varying  in  genetic  diversity, 
with  the  goal  of  localizing  specific  genes  responsible  for  individual 
variations  in  vulnerability  to  alcoholism.     Impetus  for  the  project  arose  from 
evidence  cumulated  from  the  twin  and  adoption  studies,   spurred  by  more  recent, 
dramatic  advances  in  the  mapping  of  the  human  genome,  which  permit  scientists 
to  investigate  in  a  systematic  fashion  the  genetic  basis  for  complex  diseases, 
such  as  alcoholism,   that  result  from  the  additive  effects  of  genetic  and 
environmental  factors.     Knowledge  of  vulnerability  genes  will  provide  the 
means  of  early  identification  of  individuals  at  high  risk  for  developing 
alcoholism,   so  they  can  be  targeted  for  appropriate  preventative  techniques. 
Knowledge  of  vulnerability  genes  also  will  lead  to  further  elucidation  of  the 
physiological  mechanisms  of  alcoholism,  which  will  in  turn  facilitate  the 
design  of  new  treatment  strategies. 

Other  recent  developments  include  the  identification  of  distinctly  different 
gene  forms  in  the  brain  tissue  of  alcoholics  versus  nonalcohol ics .  These 
findings,   in  combination  with  advances  in  computer  science  and  powerful  new 
techniques  of  mathematical  analysis,  will  improve  greatly  the  prospects  of 
identifying  the  gene  or  genes  responsible  for  susceptibility  to  alcoholism. 

On  another  front,   recent  advances  in  genome  mapping  have  enabled  the  mapping 
of  Quantitative  Trait  Loci,   or  genes  which  enhance  or  diminish  a  particular 
phenotype  rather  than  cause  all-or-nothing  change.     Because  many  of  the  genes 
responsible  for  differences  in  alcohol  -  related  behavior  are  expected  to  fall 
into  this  category,   research  is  shifting  to  the  mapping  and  isolation  of  these 
genes.     Isolation  of  the  genes  responsible  for  differences  in  animal  behaviors 
could  facilitate  the  identification  of  human  genes  that  confer  vulnerability 
to  alcoholism,  with  the  attendant  implications  described  above  for  prevention 
and  treatment. 

Because  human  studies  are  difficult,   time-consuming,   and  expensive  and  involve 
a  variety  of  ethical  questions,   investigators  have  developed  genetic  animal 
models  that,  by  differing  in  a  variety  of  alcohol  -  related  traits,  demonstrate 
genetic  transmission  of  such  behaviors  to  offspring.     Such  genetic  lines,  that 
have  been  developed  through  generations  of  selective  breeding,  include 
alcohol -preferring  and  non-preferring  rats  and  mice  that  differ  in 
susceptibility  to  alcohol  withdrawal  seizures  and  in  sensitivity  to  some  of 
the  effects  induced  by  alcohol,   such  as  hypnosis,  hypothermia,   and  locomotor 
activation.     Although  none  of  these  behaviors  alone  perfectly  models  human 
alcoholism  in  all  its  complexity,   this  research  is  based  on  the  belief  that 
individual  differences  in  the  human  counterparts  of  such  behaviors  may 
interact  with  one  another  and  with  the  environment  to  produce  alcoholism 
selectively  in  some  people  but  not  in  others. 
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In  spite  of  these  recent  advances  in  human  genetics  and  molecular  biology  that 
have  resulted  in  a  systematic  approach  to  the  characterization  of  alcoholism, 
much  more  remains  to  be  uncovered  about  how  and  why  the  pathological  appetite 
for  alcohol  and  the  predisposition  to  alcoholism  is  transmitted  genetically 
and  the  way  in  which  genetic  factors  interact  with  environmental  factors. 
Future  research  will  continue  the  current  foci,    in  combination  with 
longitudinal  studies  to  validate  potential  biological  markers  and  psychosocial 
predictors,   and  the  interactions  of  these  factors  in  the  future  risk  of 
alcoholism . 

In  addition,   prospective  studies  of  the  causes  and  progress  of  alcoholism  will 
emphasize  childhood  factors,   personality  characteristics,  neuropsychological 
variables,   and  cultural  influences.     Studying  the  interaction  of  genes  with 
environmental  factors  that  increase  or  diminish  the  risk  of  alcoholism  will 
lead  ultimately  to  greatly  improved  strategies  for  effective  prevention, 
intervention,   and  treatment  of  this  major  personal  and  public  health  problem. 

Another  distinct,   promising  line  of  research  is  investigating  the  genetic 
basis  and  underlying  molecular  mechanisms  of  alcohol - related  organ  damage. 
Alcohol  dehydrogenase   (ADH)  and  aldehyde  dehydrogenase  (ALDH) ,   the  principal 
enzymes  responsible  for  alcohol  metabolism,   are  characterized  by  multiple 
complex  molecular  forms  and  tissue  specificities,  with  allelic  variants 
occurring  among  different  racial  populations.     Since  elevated  acetaldehyde 
levels  have  been  associated  with  damage  to  liver,   kidney,   heart,   and  lung  and 
to  the  fetus,   it  is  possible  that  individuals  with  low-activity  ALDH  allelic 
variants  may  be  more  vulnerable  to  organ  damage  as  a  consequence  of  excessive 
alcohol  consumption.     Ethnic  populations  such  as  American  Indians,  Alaskan 
Natives,  African  Americans,   and  Asians  are  being  screened  for  frequencies  of 
allelic  variants  for  both  ADH  and  ALDH  to  correlate  drinking  behavior  with 
susceptibility  to  liver  diseases.     Findings  from  this  research  are  expected  to 
increase  prospects  for  prevention  and  successful  treatment. 

Biochemistry  and  Metabolism 

Continuing  Institute  studies  demonstrate  that,   contrary  to  common  assumptions, 
alcohol  metabolism  at  the  rate  commonly  found  in  alcoholics  can  produce 
acetate  concentrations  in  the  blood  that  are  as  much  as  10  times  higher  than 
normal.     Researchers  have  discovered  that,   at  those  levels,   acetate  has 
effects  that  are  potentially  quite  damaging  to  cells.   Evidence  exists  that 
acetate  itself  may  be  involved  in  the  scarring  process.     Scientists  have 
discovered,   furthermore,   that  the  most  prominent  effect  of  high  blood  acetate 
levels  is  a  large  and  very  rapid  flow  of  calcium  ions  from  the  blood  into  the 
cells  of  the  liver,   specifically  into  subcellular  structures  called 
mitochondria,  where  it  is  deposited  as  a  highly  insoluble  phosphate  salt. 
This  constitutes  a  potentially  significant  breakthrough  that  could  facilitate 
explanation  of  how  alcohol  abuse  can  cause  organ  damage.     These  calcium 
movements  from  the  blood  to  the  liver  and  from  the  bones  to  the  blood  could  be 
involved  also  in  osteoporosis   (a  weakening  of  bone  caused  by  loss  of  calcium 
and  other  minerals)   that  frequently  is  seen  in  alcoholics,   for  example. 
Furthermore,   it  has  long  been  observed  that  intracellular  accumulation  of 
calcium  is  commonly  associated  with  many  kinds  of  cellular  injuries.  Calcium 
deposits  in  blood  vessel  walls  are  found  in  certain  vascular  diseases,  for 
instance.     Likewise,   calcium  deposits  are  commonly  found  in  breast  carcinoma 
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and  in  disorders  such  as  cirrhosis  in  which  normal  tissue  is  replaced  by  scar 
tissue . 

Alcohol  dehydrogenase  (ADH)  and  aldehyde  dehydrogenase   (ALDH)  are  the 
principal  enzymes  responsible  for  alcohol  metabolism.     Both  enzymes  exhibit 
complex  multiple  molecular  forms  and  tissue  specificities,   and  allelic 
variants  occur  among  different  racial  populations.     Since  elevated 
acetaldehyde  levels  have  been  associated  with  damage  to  tissues  such  as  liver, 
kidney,  heart,   lung,   as  well  as  the  fetus,   individuals  with  low-activity  ALDH 
allelic  variants  may  be  more  vulnerable  to  organ  damage  as  a  consequence  of 
excessive  alcohol  consumption.     Tolerance  and  dependence  are  two  key 
physiological  factors  in  alcoholism;   our  understanding  of  them  will  be 
enhanced  by  the  ongoing  study  of  alcohol  metabolism.     Additionally,  this 
research  will  reveal   the  metabolic  contributions  to  alcohol  -  related  pathways 
in  the  multiple  organ  systems  affected  by  alcohol,   including  the  brain,  liver, 
pancreas,   and  the  cardiovascular  system. 

Alcohol  -  induced  organic  brain  syndromes  are  the  second  most  common  cause  of 
dementia,   after  Alzheimer's  disease,   in  Western  industrialized  countries. 
These  syndromes  begin,   on  the  average,   at  an  earlier  age  than  Alzheimer's 
disease,   and  the  afflicted  usually  require  hospitalization.     Researchers  have 
discovered  a  profound  derangement  in  Cortisol  secretion  by  the  adrenal  glands 
during  alcohol  withdrawal;   it  is  thought  that  alcohol  -  related  memory  disorders 
may  be  linked  with  this  effect.   Development  of  new  medicines  which  block 
receptors  for  Cortisol  in  the  hippocampus  may  prove  to  be  useful  in  preventing 
alcohol  -  induced  memory  problems. 

The  Institute  is  particularly  interested  in  the  study  of  the  effects  of  aging 
on  alcohol  metabolism,   tolerance,  motor  and  sensory  impairment,   driving,  and 
sleep.     Studies  will  continue  to  identify  similarities  and  differences  between 
brain  functioning  in  the  elderly  and  in  the  detoxified  alcoholic,  with 
particular  emphasis  on  differentiating  Alzheimer's  dementia  from  alcoholism- 
associated  organic  brain  syndromes.     It  has  been  demonstrated  that  elderly 
individuals  are  more  likely  to  be  involved  in  motor  vehicle  accidents  and  are 
at  increased  risk  of  suffering  a  non-motor  vehicle  accident;   in  addition,  the 
development  of  the  medical  sequelae  associated  with  excessive  alcohol 
consumption     occurs  at  much  lower  doses  suggesting  increased  sensitivity  in 
the  elderly.     Alcohol  ism- related  organic  brain  syndromes  are  the  second  most 
common  cause  of  dementia,   occurring  in  approximately  10  percent  of  all 
alcoholics.     The  ability  to  differentiate  these  disorders  from  Alzheimer's 
will  be  of  great  use  in  designing  different  pharmacotherapeutic  strategies. 

Although  it  has  been  suggested  that  excessive  alcohol  consumption  in  the 
elderly  alters  metabolic  pathways,   development  of  tolerance,   and  accelerates 
the  age-related  decline  in  motor  and  sensory  capabilities  exemplified  in 
decreased  driving- related  abilities,   this  matter  has  not  received  sufficient 
attention.     An  electrophysiologic  response  of  the  brain  to  a  novel  visual  or 
auditory  stimulus   (0  wave)  may  allow  differentiation  of  alcoholic  patients 
with  Korsakoff's  psychosis  or  dementia  from  age-matched  normals  and  from 
Alzheimer's  dementia  patients.     This  preliminary  finding  needs  to  be 
documented,   and  if  valid,   used  to  assist  in  differential  diagnosis  and  in 
designing  more  appropriate  treatments. 
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The  mechanisms  involved  are  not  fully  understood,  but  it  is  well  documented 
that  alcohol  abuse  can  lead  to  elevated  blood  pressure  and  can  aggravate 
hypertension.     Current  research  in  experimental  animals  and  in  humans  suggests 
that  alcohol  inhibits  a  cardiovascular  reflex  to  maintain  blood  pressure  and 
heart  rate  within  normal  levels.   Investigators  have  recently  found  that 
alcohol  inhibits  this  reflex  by  increasing  the  activity  of  a  specific 
neurotransmitter  substance,   gamma - aminobutyric  acid  (GABA) .  Moreover,  the 
interaction  of  alcohol  with  GABA  was  localized  to  a  very  small  area  of  the 
brain  which  has  a  critical  role  in  the  reflex  regulation  of  blood  pressure  and 
heart  rate.  These  discoveries  raise  the  possibility  that  drugs  that 
specifically  interact  with  GABA  in  the  brain  might  counteract  the  actions  of 
alcohol  on  the  cardiovascular  system. 

Neuroscience 

The  key  to  the  discovery  of  how  alcohol  addiction  develops  depends  on  the 
understanding  of  the  molecular  actions  of  alcohol  on  the  brain.     Research  in 
this  area  will  investigate  the  molecular  basis  of  actions  of  alcohol  on 
neurotransmitter  receptors,    ion  channels,   and  signal  transduction  systems  as 
they  relate  to  addiction,   tolerance,   physical  dependence,  craving,  and 
impaired  control  of  intake.     The  studies  will  focus  on  the  protein  subunits 
and  amino  acid  sequences  of  these  molecules  and  possible  alterations  in  their 
function  and  expression  responsible  for  the  acute  and  chronic  actions  of 
alcohol.     Elucidation  of  these  molecular  mechanisms  will  lead  to  the 
development  of  better  strategies  for  the  treatment  and  prevention  of 
alcoholism . 

Three  fundamental  biochemical  and  physiological  functions  of  the  brain  are: 
the  maintenance  of  cerebral  blood  flow  to  supply  the  brain  with  nutrients  such 
as  glucose  and  oxygen;   the  maintenance  of  cerebral  metabolism,   i.e.,  glucose 
and  oxygen  consumption  to  supply  the  energy  necessary  for  brain  function;  and 
the  maintenance  of  cerebral  sodium  gradients  to  allow  the  proper  electrical 
functioning  of  the  brain.     Intramural  scientists  have  developed  new  magnetic 
resonance  spectroscopy  (MRS)  approaches  to  measure  cerebral  blood  flow  and 
monitor  cerebral  sodium  gradients  in  animals.     Another  MRS  approach  will 
investigate  the  measurement  of  cerebral  oxygen  consumption  in  animals,  and 
evaluate  each  of  these  techniques  for  use  in  clinical  situations.  These 
innovative  MRS  approaches  have  major  advantages  over  existing  clinical 
techniques.     They  are  non- invasive ,   and  require  no  surgical  intervention;  they 
do  not  require  the  use  of  radioactive  chemicals,   and  can  be  repeated  a  number 
of  times  on  the  same  patient;   and  they  can  provide  quantitation  and  spatial 
localization  of  well-defined  biochemical  and  physiological  functions  in  the 
brain.     One  critical  clinical  application  of  these  MRS  techniques  will  be  the 
study  of  effects  of  alcohol  on  brain  function.     While  it  is  known  that 
long-term  alcohol  abuse  impairs  cerebral  function,   the  details  of  these 
effects  are  not  thoroughly  comprehended.     Other  applications  will  include 
study  of  hyperactive  regions  of  the  brain  in  patients  undergoing  seizures. 
These  non- invasive  clinical  techniques  for  studying  brain  function  will 
provide  fresh  insight  into  the  biochemical  and  physiological  nature  of 
alcoholic  brain  disease,   and  will  facilitate  diagnosis  and  treatment. 

From  autopsy  studies,   psychological  testing,   and  radiographic  imaging 
techniques  such  as  computerized  axial  tomography  (CAT)  scanning,  have  now 
established  that  chronic  alcohol  abuse  can  cause  both  reversible  and 
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irreversible  brain  damage.      These  techniques  can  demonstrate  brain  damage  in 
alcoholics;  however,  their  relative  insensitivity  limits  their  usefulness  to 
advanced  stages  of  such  damage.     They  cannot  detect  subtle  early-stage 
metabolic  abnormalities  in  the  brain  that  must  precede  the  development  of 
measurable  psychological  and  morphological  changes.     A  sensitive  method  for 
assessing  metabolic  changes  in  the  brain  is  badly  needed  not  only  for 
researchers  to  understand  the  underlying  mechanisms  of  brain  damage  from 
alcohol,  but  also  for  clinical  monitoring  of  recovering  brain  functions  in 
alcoholics  undergoing  withdrawal. 

Comprehending  the  actions  of  alcohol  on  the  brain  is  essential  to 
understanding  the  physiology  underlying  alcoholism.     Progress  in  this  realm  is 
equipping  us  to  respond  to  central  questions  in  alcohol  abuse  and  alcoholism 
such  as  why  alcohol  consumption  is  rewarding  or  reinforcing,  and  why  some 
individuals  continue  to  consume  alcohol  despite  knowledge  of  its  detrimental 
consequences  on  their  families,  health,   and  lives. 

Neuroscientists  involved  in  alcohol  research  increasingly  are  focusing  on 
brain  mechanisms  involved  in  alcohol  intoxication,  reinforcement,  tolerance, 
and  dependence.     These  studies  have  led  to  recent  refinement  and  elaboration 
of  a  longstanding  theory  that  alcohol  affects  brain  functioning  by  disrupting 
the  lipids  of  nerve  cell  membranes,  and  that  consequent  generalized 
"fluidizing"  of  the  membranes  alters  the  activity  of  enzymes  and  other 
functional  proteins  embedded  in  them.     According  to  the  classic  model, 
tolerance  develops  as  the  membranes  adapt  to  the  chronic  presence  of  alcohol 
by  altering  their  lipid  composition  to  become  less  sensitive  to  its  fluidizing 
effect.     In  fact,  animal  studies  do  indicate  that  membrane  lipid  composition 
does  change  after  chronic  exposure  to  high  doses  of  alcohol,   in  a  fashion  that 
produces  a  more  rigid  cell  membrane  that  is  more  resistant  to  alcohol. 

Recent  research  demonstrates  that  genetic  variations  in  membrane  structure 
also  may  account  for  individual  differences  in  sensitivity  to  alcohol.  For 
instance,  an  electron  paramagnetic  resonance  spectrometry  study  of  nerve  cell 
membranes  from  two  lines  of  mice  that  differ  in  sensitivity  to  the  sedative 
effects  of  alcohol  found  that  membranes  from  the  more  alcohol - sensitive  mice 
were  more  sensitive  to  the  fluidizing  effects  of  alcohol. 

These  findings  carry  important  potential  implications.  Alcohol  abuse  can 
injure  many  body  systems,  although  its  effects  on  mental  abilities  are 
certainly  among  the  most  serious  repercussions,  whether  they  occur  in  children 
exposed  to  alcohol  in  utero  or  in  adults  after  decades  of  alcohol  abuse. 
Prevention  and  amelioration  of  these  consequences  depends  on  continued 
research  to  understand  the  underlying  neurochemical  mechanisms  of  alcohol's 
effects  on  the  brain  at  all  stages  of  the  life  cycle. 

There  is  evidence  that  certain  neurotransmitters,  receptors,  and  ions  may  be 
involved  in  mediating  tolerance  to  alcohol  and  that  certain  neurohormones  such 
as  vasopressin  may  play  a  critical  role  in  maintaining  it.     Another,  recently 
discovered,   effect  of  vasopressin  binding  is  its  stimulating  effect  on  protein 
synthesis  mechanisms  in  the  brain,  possibly  by  activation  of  a  specific  gene. 
It  seems  that  products  of  this  gene  may  be  involved  in  functions  associated 
with  learning,  memory,   and  conditioning,  which  are  also  known  to  be  involved 
in  alcohol  tolerance.     Collectively,   these  findings  hint  that  vasopressin 
performs  an  influential  role  in  the  development  of  alcohol  tolerance  by 
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influencing  brain  biochemical  systems  involved  in  neurotransmission  and, 
ultimately,   learning  and  memory.     Additional  studies  on  the  mechanisms  of 
tolerance  development  and  the  role  of  vasopressin  in  those  mechanisms  is 
critical  for  comprehending  the  development  of  alcoholism. 

Intentional  and  Unintentional  Injuries 

Injuries,  both  unintentional  and  intentional,  rank  as  the  fourth  leading  cause 
of  death  for  the  total  population  and  as  the  leading  cause  of  death  for 
persons  aged  1-44  years.     An  estimated  35-50  percent  of  trauma  patients  are 
either  intoxicated  or  have  a  pre -injury  history  of  chronic  alcohol  abuse,  and 
alcoholic  trauma  patients  have  poorer  clinical  outcomes  and  higher  rates  of 
multiple  infections  during  recovery  than  nonalcoholic  patients.     NIAAA  is 
seeking  to  clarify  the  nature  and  extent  of  alcohol's  effects  on  the  ability 
to  perform  important  tasks,   to  find  new  methods  for  measuring  impairment  under 
various  conditions,  and  to  improve  the  treatment  of  alcohol -related  trauma. 

NIAAA  is  working  to  determine  the  various  ways  in  which  alcohol  contributes  to 
accidental  injury  and  death  and,  with  that  knowledge,   to  find  ways  to  prevent 
these  tragedies.     One  of  the  effects  of  alcohol  on  performance  is  related  to 
the  drinker's  level  of  alertness  or  sleepiness.     The  sedating  effects  of 
alcohol  persist  after  alcohol  is  no  longer  detectable  in  the  breath  or  blood, 
and  this  residual  sedation  can  pose  a  significant  but  unrecognized  risk  for 
accident  and  injury.     Numerous  epidemiological  studies  have  shown  that 
alcohol  -  induced  disruptions  of  attention,   to  which  many  automobile  crashes 
have  been  attributed  are  similar  to  those  induced  by  sleep 

deprivation- -excessive  daytime  sleepiness  leads  to  inefficient  performance. 

The  Institute  is  also  evaluating  the  nature  and  extent  of  risk  associated  with 
residual  sedation,   the  relationship  between  alcohol  dosage  and  duration  of 
residual  sedation,   and  the  physiological  mechanisms  of  this  sedation.  One 
study  is  attempting  to  quantify  the  relationship  between  alertness/sleepiness 
prior  to  ingesting  alcohol  and  subsequent  performance.     It  appears  that 
increasing  alertness  may  reduce  the  effects  of  alcohol,  whereas  increasing 
sleepiness  may  exacerbate  the  effects.     The  restorative  effects  of  sleep  after 
alcohol  consumption  are  also  being  examined.     Another  study  is  examining  the 
effects  of  ethanol  on  human  cells  to  better  understand  how  alcohol  affects 
central  nervous  system  function,   including  mood  changes,  judgment,  lethargy, 
and  coma. 

Residual  sedation  may  be  involved  in  the  two- thirds  of  all  fires  and  burn 
injuries  in  which  alcohol  is  implicated.     NIAAA  researchers  are  also  examining 
how  alcohol  affects  the  body's  ability  to  regulate  temperature,  since  half  of 
hypothermia  and  frostbite  cases  involve  alcohol  consumption. 

More  than  one -third  of  all  individuals  over  the  age  of  60  fall  each  year,  and 
almost  half  of  those  who  die  have  alcohol  in  their  blood.     The  effects  of 
alcohol  on  both  the  young  and  the  old  are  being  examined  to  determine  the 
biomechanical  and  visual  effects  of  acute  alcohol  consumption  on  25-  to 
35-year-olds  and  the  effects  on  gait  and  posture  among  65-   to  75 -year- olds . 
This  study  will  provide  a  basis  for  understanding  falls  in  a  variety  of 
degraded  conditions  and  may  shed  light  on  how  these  falls  can  be  prevented. 
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Drowning  is  the  second  leading  cause  of  accidental  death  for  adults  aged  20- 
44,  and  an  estimated  38  percent  of  all  drowning  deaths  are  alcohol  related. 
Men  between  15  and  24  are  at  highest  risk,  but  little  is  known  about 
contributing  factors.     NIAAA  is  establishing  a  computerized,  statewide 
surveillance  system  for  alcohol - related  injuries  in  the  Office  of  the  Chief 
Medical  Examiner  of  Maryland.     The  circumstances  surrounding  all  non-boating 
drownings  of  persons  over  10  years  of  age  during  a  3-year  period  will  be 
investigated  to  determine  the  availability  of  alcohol,  where  it  was  purchased, 
and  where  it  was  consumed.     A  case-control  study  will  determine  risk  factors, 
the  first  step  in  developing  a  model  for  studying  alcohol  and  injuries.  This 
work  will  aid  in  designing  drowning  prevention  programs,  particularly  efforts 
to  reduce  alcohol  consumption  near  water.     The  model  will  then  be  applied  to 
studying  occupational  and  other  injuries. 

Alcohol -related  traffic  crashes  remain  the  number  one  cause  of  death  for 
youth,  although  fatalities  from  this  cause  decreased  by  27.5  percent  from  1977 
to  1988.     Risk-taking  behavior  of  adolescents,   in  and  out  of  automobiles,  and 
the  effect  of  alcohol  on  the  decision  to  take  a  risk  are  being  studied.  NIAAA 
is  examining  the  propensity  of  adolescents  to  engage  in  various  forms  of  risky 
behavior  when  alcohol  is  involved  compared  with  situations  that  do  not  involve 
alcohol.  One  expected  outcome  is  a  means  of  predicting  which  adolescents  are 
most  inclined  to  take  risks.  Another  study  is  beginning  on  the  role  of  alcohol 
in  the  incidence  and  prevalence  of  adolescent  injuries  and  violence. 

Alcohol  is  implicated  in  approximately  49  percent  of  murders  and  attempted 
murders,  68  percent  of  manslaughters,  52  percent  of  rapes  and  sexual  assaults, 
62  percent  of  assaults,   20  percent  of  completed  suicides,  and  49  percent  of 
all  other  violent  crimes.     NIAAA  will  examine  1  percent  of  all  injury  deaths 
among  young  adults  (15-34  years)   in  the  United  States  during  1992-96  to 
determine  more  exactly  the  relationship  between  violent  death  and  alcohol  or 
other  drug  use  and  mental  health. 

In  many  cases  of  violence,   intoxication  on  the  part  of  the  perpetrator  is 
considered  a  valid  excuse  for  the  behavior.     NIAAA  research  is  examining 
societal  responses  to  otherwise  unacceptable  actions  and  how  these  responses 
contribute  to  excessive  drinking.     For  example,  alcohol  appears  to  have  a  role 
in  forced  sexual  activity  between  acquaintances.     It  may  be  that  alcohol 
serves  as  a  cue  to  engage  in  sexual  behavior  that  would  otherwise  be 
considered  unacceptable  or  deviant. 

One  current  study  on  the  link  between  alcohol  use  and  criminality  addresses 
two  related  questions:  How  are  symptoms  of  alcohol  use  related  to  breaches  of 
the  peace  or  other  criminal  activities  that  involve  the  police?     Does  the  use 
of  alcohol  by  the  suspect,  victim,  complainant,  or  witness  affect  the  police 
officer's  decision  to  make  an  arrest? 

The  death  rate  from  suicide  among  those  aged  15-24  rose  from  4.5  deaths  per 
100,000  population  in  1950  to  12.9  in  1987.     The  rate  also  has  increased  for 
12-  to  14-year-olds.     A  national  survey  of  8th  and  10th  graders  showed  that 
alcohol  use  was  consistently  highest  for  those  reporting  the  greatest 
difficulty  in  dealing  with  stress  and  those  feeling  depressed  most  often.  A 
progression  of  increasing  alcohol  use  accompanied  increasing  severity  of 
suicidal  ideation  and  behavior.     To  further  explore  the  role  of  alcohol  in 
youth  suicide,  NIAAA  is  conducting  a  case-control  study  of  serious  suicide 
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attempts  among  adolescents  and  young  adults.     The  study  is  looking  at  the 
impact  of  exposure  to  (1)   the  completed  or  attempted  suicide  of  another 
person,   (2)  a  recent  move,  and  (3)  various  patterns  of  alcohol  ingestion, 
including  dependence,  abuse,  and  intoxication  without  abuse  or  dependence. 

Comorbidity,   in  particular,  will  be  closely  examined  because  co-occurring 
substance  abuse  and  depression  are  associated  with  increased  suicide  risk. 
Also,  alcoholics  with  primary  depression  have  an  earlier  age  of  onset  of 
symptoms  and  progress  more  rapidly  in  problem  drinking  than  those  without 
depression.     Knowledge  of  these  interactions  can  help  in  identifying  potential 
suicide  attempters  and  planning  effective  interventions. 

Acute  alcohol  intoxication  has  been  implicated  in  50-70  percent  of  incidents 
of  marital  abuse.     NIAAA  is  conducting  a  5-year  epidemiological  investigation 
of  the  effects  of  drinking  style,  cognitive,  personality,  and  marital -family 
variables  on  the  relationship  between  frequent  heavy  drinking  and  marital 
violence.     The  results  should  enhance  future  prevention  and  intervention 
efforts . 

In  addition,   the  effect  of  family  violence  on  women's  alcohol  problems  is 
being  assessed  in  subjects  drawn  from  five  settings:  a  shelter  for  battered 
women,  an  -alcoholism  outpatient  treatment  program,  an  education  group  for 
intoxicated  drivers,  an  outpatient  depression  treatment  program,  and  random 
households.     The  study  will  attempt  to  determine  the  relative  contribution  of 
violence  experienced  in  childhood,   the  relative  contribution  of  a  violent 
husband,  and  whether  the  women's  alcohol  problems  Dreceded  or  triggered  the 
violence  in  their  husbands. 

Alcohol  consumption  and  aggressive  behavior  are  clearly  associated,  but 
determining  the  precise  relationship  is  complicated  by  environmental  factors 
as  well  as  by  the  amount  of  alcohol  consumed.     NIAAA  is  conducting  a 
laboratory  study  of  aggressive  responses  under  varying  environmental 
conditions,  with  different  doses  of  alcohol  and  different  intervals  between 
drinking  and  exposure  to  the  stimulus.     Such  an  understanding  is  critical  for 
the  development  of  strategies  to  modify  and  control  aggressive  behavior. 

A  series  of  animal  studies  is  underway  to  examine  whether  alcohol-based 
changes  in  anxiety  levels  provide  a  mechanism  for  the  release  of  aggressive 
impulses  and  other  negative  behavior.     The  role  of  anxiety  reduction  in 
alcohol  consumption  is  also  being  evaluated.     This  research  should  provide  new 
and  detailed  understanding  of  the  dynamics  of  the  extended  interaction  of 
stress,  alcohol  consumption,  and  aggressive  and  emotional  behaviors. 

The  cognitive  and  emotional  mechanisms  underlying  the  alcohol -aggression 
relationship  are  being  studied  in  an  effort  to  devise  a  positive, 
psychologically  based  intervention  strategy  for  individuals  whose  drinking 
results  in  unwarranted  aggression  toward  themselves  and  others.  Specifically, 
the  researchers  are  assessing  whether  individuals  who  experience  stress  and 
loss  of  control  over  their  immediate  environment  and  attempt  to  cope  by 
drinking  a  moderate  amount  of  alcohol  become  overly  attentive  to  negative  cues 
and  are  emotionally  aroused  to  become  aggressive. 

Recent  studies  have  focused  on  the  possible  contribution  of  alterations  in 
serotonin  levels  to  aggressive  behavior.     Low  levels  of  a  metabolite  of 
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serotonin,   5-HIAA,  have  been  associated  with  aggressive  and  suicidal 
behaviors,   suggesting  that  a  subgroup  of  alcoholics  may  have  a  defect  in  the 
central  serotonin  system.     These  individuals  may  start  to  abuse  alcohol  at  an 
early  age  and  may  manifest  an  antisocial  personality  disorder  and  impulsive, 
violent  behavior  toward  themselves  and  others. 

Animal  studies  show  a  possible  link  between  testosterone  (the  principal  male 
hormone)  level  and  the  ability  of  alcohol  to  increase  aggression.     This  may 
clarify  the  different  patterns  of  alcohol- induced  aggression  seen  in  males  and 
females.     An  ongoing  project  is  testing  this  hypothesis  and  the  role  of  the 
benzodiazepine  receptor  complex  in  violence.     Both  physiological  mechanisms 
may  be  profoundly  affected  by  social  or  seasonal  settings,  consistent  with  the 
variability  seen  in  alcohol- induced  aggression.     These  studies  hold  promise  to 
further  our  understanding  of  the  way  some  hormones  and  brain  systems  may 
modulate  alcohol's  effects  and  may  lead  to  a  drug  that  would  block  the  more 
dangerous  effects. 

Between  20  and  27  percent  of  all  emergency  room  trauma  cases  involve  alcohol 
use,  and  alcohol  significantly  decreases  the  body's  ability  to  cope  with  the 
trauma.     The  actual  extent  of  the  problem  is  being  examined  in  a  study  on  the 
relationship  between  BAC  and  injury  severity  and  recovery  in  a  sample  of 
hospitalized  motor  vehicle  trauma  victims.     Variables  include  time  between 
injury  and  emergency  treatment,  mechanism  of  injury,  previous  injury,  dose 
level  of  pre-collision  alcohol  consumption,  and  history  of  chronic  alcohol 
use . 

Trauma  itself  suppresses  the  immune  system,  perhaps  by  changing  the.  response 
of  specific  white  blood  cells  known  as  monocytes.     These  cells  act  as  natural 
eliminators  of  bacteria  and  particulate  matter  and  help  to  fight  infection. 
Researchers  hypothesize  that  alcohol  depresses  the  immune  response  by  a 
similar  mechanism.     They  are  investigating  the  monocyte  functions  that  change 
in  response  to  alcohol  and  further  suppress  the  immune  system  following  injury 
or  trauma.     The  effects  of  alcohol  on  the  body's  production  of  monocytes  are 
also  being  assessed.     The  researchers  have  already  found  that  ingestion  of  a 
single  dose  of  alcohol  before  a  traumatic  episode  increases  the  resulting 
immunosuppression. 

In  a  prospective,   case-control  study,  NIAAA  is  examining  all  patients  older 
than  12  years  hospitalized  for  acute  injury  or  multiple  injuries  and  all 
trauma  fatalities  over  an  18-month  period.     Cases  will  be  categorized  as 
intoxicated  or  not  and  chronic  abuser  or  not.     The  four  groups  will  be 
compared  on  need  for  diagnostic  studies,   incidence  of  post-trauma 
complications,   survival,   and  physical  and  neurological  impairment.  This 
research  should  provide  a  greater  understanding  of  how  alcohol  affects  the 
management  and  outcome  of  trauma  and  may  lead  to  strategies  to  improve  care. 

Uncontrolled  and  often  aggressive  behavior  by  intoxicated  patients  admitted  to 
hospital  emergency  rooms,  as  well  as  numerous  deaths  from  acute  alcohol 
intoxication,  underscore  the  need  for  a  safe  alcohol  antagonist.  Intramural 
researchers  have  discovered  that  drugs  that  reduce  epinephrine  synthesis, 
block  alpha-2  receptors,  and  inhibit  the  function  of  associated  intracellular 
G  proteins  represent  effective  interventions  to  reverse  alcohol- induced 
intoxication.     Even  in  extraordinarily  large  doses,   the  alpha-2  blockers  have 


954 


few  side  effects.  Further  research  should  produce  a  safe  and  more  efficacious 
means  for  physicians  to  cope  with  intoxicated  patients. 

Further  complications  caused  by  alcohol  in  injury  cases  arise  from  its 
confounding  effects  on  diagnosis.     For  example,  emergency  room  physicians  can 
mistake  signs  of  intoxication  such  as  slurred  speech  or  memory  lapse  for  signs 
of  brain  injury.     Conversely,  obvious  intoxication  creates  a  risk  of 
attributing  signs  and  symptoms  to  the  intoxication  and  thus  overlooking 
life- threatening  injuries.     Alcohol  can  also  complicate  the  management  and 
treatment  of  trauma  patients. 

The  Institute  is  pursuing  research  in  detecting  alcoholism  in  the  emergency 
treatment  setting,  early  management  of  patients  with  alcohol-related  trauma, 
and  techniques  for  exploiting  the  trauma  event  as  an  opportunity  for 
initiating  treatment  for  alcohol  abuse  or  dependence.     Greater  understanding 
of  the  role  of  alcohol  in  various  types  of  injuries  will  lead  to  more 
effective  prevention  strategies.     Increasing  physician  awareness  and  improving 
physician  training  about  the  role  of  alcohol  will  provide  a  vital  contribution 
to  the  overall  quality  of  medical  treatment. 

Alcohol  and  Pregnancy 

Alcohol  use  is  capable  of  inducing  congenital  defects,  growth  retardation, 
intellectual  impairment,   learning  disabilities,   and  behavioral  disturbances 
that  present  considerable  challenges.     These  defects  can  range  from  mild  to 
severe  levels.     FAS  is  the  more  severe  disorder  with  physical  and  mental 
deficiencies  that  are  costly  to  treat  and  rehabilitate  and  require  long-term 
care  services   (estimated  $1,400,000  over  the  lifetime  of  one  FAS  child).  For 
1985,   total  costs  of  FAS  were  estimated  to  be  $1,600,000,   excluding  special 
education  costs.     The  number  of  FAS  babies  born  in  1990  was  nearly  8,000,  and 
the  number  of  babies  with  less  severe  fetal  alcohol  effects   (FAE)  was 
estimated  to  be  20,000. 

Fetal  Alcohol  Syndrome  (FAS),  was  first  identified  in  the  1970's  as  a  cluster 
of  permanent  physical  deformities  and  mental  retardation  in  infants  resulting 
from  heavy  maternal  drinking  during  pregnancy.     There  are  between  one  and 
three  FAS  babies  for  every  1,000  live  births;  among  known  alcoholic  mothers 
this  rate  increases  to  a  range  of  23  to  29  FAS  babies  for  every  1,000  live 
births.  The  incidence  of  cases  with  partial  manifestations  of  the  syndrome  is 
estimated  to  be  about  three  times  greater.  A  safe  level  of  drinking  during 
pregnancy  has  not  been  established.     FAS  occurs  almost  exclusively  in  babies 
born  to  heavily  drinking  and  alcoholic  mothers;   lower  levels  of  drinking 
during  pregnancy  may  result  in  subtle  birth  defects  that  affect  learning  and 
behavior.     Prenatal  alcohol  exposure  is  one  of  the  leading  causes  of  mental 
retardation  in  the  Western  world,  and,  alcohol - related  birth  defects  are 
comparable  to  other  major  birth  defects  such  as  cerebral  palsy  and  Down's 
syndrome.     As  with  other  birth  defects,   the  emotional  and  psychological  impact 
of  FAS  and  other  alcohol-related  birth  defects  is  immeasurable,  and  their 
financial  costs  are  staggering.     Treatment  costs  for  FAS  in  the  United  States 
are  estimated  at  nearly  one  third  of  a  billion  dollars  per  year. 

Infant  mortality  in  the  United  States  continues  to  be  unacceptably  high,  and 
one  of  the  leading  causes  of  death  in  the  postnatal  period  is  infection. 
There  is  no  question  that  the  potential  for  maternal  alcohol  abuse  to 
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compromise  the  immune  system  of  offspring  postnatally  is  a  serious  public 
health  concern.     Moreover,   since  intravenous  drug  abusing  women  frequently 
also  abuse  alcohol,  research  on  the  topic  has  implications     for  the  well-being 
of  infants  born  to  HIV-infected  mothers.     The  role  of  alcohol  as  a  cofactor  in 
the  transmission  of  HIV/AIDS  from  the  mother  to  the  fetus  is  an  area  of  urgent 
need  for  research.     Recent  studies  indicate  that  maternal  alcohol  consumption 
has  a  profound  effect  on  the  development  of  the  fetal  immune  system.  Ethanol 
inhibits  transport  of  antibodies  across  the  placenta,  suppresses  proliferation 
and  maturation  of  thymocytes,  and  decreases  the  offsprings'  ability  to  resist 
infections.     The  latter  effect  also  has  been  shown  for  paternal  alcohol 
consumption.  NIAAA  plans  to  maintain  its  priority  for  research  on  the  effects 
of  alcohol  consumption  on  the  fetus. 

Recent  evidence  indicates  that  the  risk  for  giving  birth  to  FAS  infants  may  be 
modified  by  other  factors,   including  genetics  and  maternal  variables. 
Epidemiological  studies,  for  example,  have  demonstrated  an  elevated 
susceptibility  of  African  Americans  to  the  harmful  effects  of  prenatal  alcohol 
exposure.     Although  research  is  continuing  to  clarify  factors  that  may  modify 
the  risk  of  alcohol-related  birth  defects,   it  is  clear  from  many  studies 
around  the  world  that  no  race  or  ethnic  group  is  immune.     Researchers  are 
working  to  develop  better  techniques  for  identifying  for  intervention  pregnant 
women  who  are  at  high  risk  of  continuing  alcohol  abuse.     According  to  recent 
research,   the  best  predictors  of  continued  drinking  throughout  pregnancy  are 
the  length  of  drinking  history,   tolerance  to  alcohol,  and  a  history  of 
alcohol-related  illness. 

The  effects  of  low- level  or  moderate  drinking  on  prenatal  development  are  of 
considerable  concern  because  this  pattern  of  drinking  is  so  prevalent.  In 
light  of  evidence  that  alcohol's  effects  on  development  lie  on  a  dose- 
dependent  continuum,   it  is  important  to  assess  developmental  patterns  in 
children  in  relation  to  a  wide  range  of  prenatal  exposure  levels.  The 
Institute  continues  to  fund  three  longitudinal  studies  of  the  relationship 
between  maternal  alcohol  consumption  during  pregnancy  and  developmental 
outcomes  in  offspring.     To  date,   subtle  neurobehavioral  effects  have  been 
observed  at  ages  4  and  7  in  a  large  group  of  children  who  have  been  followed 
since  birth  and  whose  mothers  drank  moderately  during  pregnancy.     At  various 
times  after  the  initial  diagnosis,   FAS  children  have  been  examined  in  order  to 
learn  more  about  the  persistence  of  alcohol -  induced  birth  defects.  Notable 
improvements  were  found  in  some  of  the  defining  features  such  as  craniofacial 
disfigurement;   cognitive  deficiencies,  however,  were  found  to  be  remarkably 
persistent . 

The  Institute  continues  to  support  basic  studies  of  alcohol's  effects  on 
prenatal  and  postnatal  development.   Current  research  to  determine  why  and  how 
alcohol  adversely  affects  the  fetus  has  uncovered  a  number  of  mechanisms  that 
probably  contribute  to  FAS  in  differing  degrees.  These  include  alcohol -  induced 
placental  dysfunction,  direct  alcohol  and  acetaldehyde  toxicity,  fetal 
hypoxia,   and  the  role  of  potent  naturally  occurring  hormone -like  substances 
called  prostaglandins.     Continued  research  is  required  to  answer  a  number  of 
pressing  questions:     What  is  the  minimal  dose  of  alcohol  which  portends  a  risk 
to  the  fetus;   are  there  therapeutic  interventions  which  can  aid  recovery  from 
injury;  and  what  are  the  most  effective  techniques  to  minimize  alcohol  use 
during  pregnancy,  particularly  early  in  the  first  trimester,  a  critical  period 
of  birth  defects,  when  a  woman  still  may  be  unaware  of  her  pregnancy. 
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Alcohol-Related  Medical  Disorders 

Approximately  20-40  percent  of  short-stay  general  hospital  beds  are  occupied 
by  patients  suffering  from  alcohol  related  consequences.     In  1988,  chronic 
liver  disease  and  cirrhosis  caused  more  than  26,000  deaths  in  this  country, 
making  it  the  ninth  leading  cause  of  death.     For  genetic  and  other  reasons, 
individuals  differ  in  their  susceptibility  to  adverse  medical  consequences 
from  alcohol  abuse.     Virtually  all  organ  systems,  however,  are  affected  by 
alcohol  either  directly  or  indirectly,   the  liver,  brain,  pancreas,  and 
endocrine  glands  are  particularly  vulnerable  to  damage.     Although  a  number  of 
phenotypic  traits  have  been  identified  in  population  and  family  studies  of 
alcoholics,   the  genetic  basis  of  susceptibility  to  the  pathophysiological 
effects  of  alcohol  is  not  as  well  understood.     One  Institute  research  goal, 
therefore,   is  to  determine  the  genetic  basis  and  underlying  molecular 
mechanisms  of  alcohol - related  organ  damage  to  increase  prospects  for 
prevention  and  successful  treatment.     Studies  into  the  genetic  and  molecular 
bases  of  Wernicke-Korsakoff  syndrome,  for  example,  may  lead  to  a  better 
understanding  of  genetic  predisposition,   as  well  as  interaction  of  genetics 
and  nutrition  in  the  development  of  Wernicke -Korsakoff  syndrome. 

The  fact  that  heavy  alcohol  consumption  causes  brain  damage  is  well 
documented;   50  to  70  percent  of  detoxified  alcoholics  show  evidence  of  brain 
dysfunction  in  some  studies.     Both  general  brain  atrophy  and  loss  of  brain 
cells  in  structures  associated  with  memory  loss  can  be  seen  in  post-mortem 
examination  of  alcoholics.     Atrophy  is  shown  in  brain  imaging  studies  of 
living  alcoholics,   and  the  damage  correlates  significantly  with  lifetime 
alcohol  consumption.     Recent  research  evidence  suggests  that  toxins  produced 
as  a  consequence  of  alcoholic  liver  disease  may  be  involved  in  some  of  the 
neurological  impairments  seen  in  alcoholics.     Several  studies  indicate  that 
some  brain  dysfunctions  of  alcoholism  can  be  reversed  by  abstinence;  however, 
memory  and  learning  deficits  are  not  among  them. 

Because  of  recent  findings,   the  relationship  between  alcoholic  brain  damage 
and  behavior  has  received  renewed  attention.     Specifically,  a  recent  autopsy 
study  of  200  alcoholics  found  that  131  had  neuropathology  characteristic  of 
the  Wernicke -Korsakoff  syndrome,   an  irreversible  condition  of  profound  amnesia 
and  loss  of  learning  ability  seen  only  after  prolonged  severe  alcoholism.  Yet 
only  20  percent  of  those  131  alcoholics  had  shown  any  signs  of  the  syndrome 
when  they  were  alive. 

A  clinical  study  of  alcoholics  conducted  by  the  Institute  demonstrates  a  loss 
of  essential  polyunsaturated  fatty  acids  in  the  tissues  and  blood  cells  of 
these  patients.   It  is  believed  that  such  losses  are  related  to  the  tissue 
damage  that  occurs  in  almost  every  organ  system  in  alcoholics,  but 
particularly  in  the  liver  and  brain.     A  variety  of  metabolic  abnormalities  in 
lipid  metabolism  is  caused  by  the  presence  of  alcohol.   Further  research 
efforts  will  include  direct  measurement  of  lipid  metabolizing  systems  and  a 
dietary  therapeutic  approach  with  essential  fatty  acid  supplementation  and 
measurement  of  its  beneficial  effects. 

Fatty  liver,  hepatitis,   and  cirrhosis  have  been  associated  with  alcohol  abuse 
for  a  number  of  years  and  were  thought  to  be  stages  on  a  continuum  of  alcohol- 
induced  liver  injury- -with  fatty  liver  leading  to  alcoholic  hepatitis,  and 
alcoholic  hepatitis  leading  to  cirrhosis,   an  irreversible  disorder  with  high 
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mortality.   Evidence  from  human  and  animal  studies  now  renders  the  continuum 
theory  untenable.     Alcoholic  cirrhosis  can  develop  without  evidence  of 
previous  alcoholic  hepatitis,   and  histological  studies  have  shown  that  all 
three  conditions  can  exist  simultaneously  in  the  same  individual.     The  co- 
occurrence of  alcoholic  hepatitis  and  alcoholic  cirrhosis  is  particularly 
ominous  because  there  is  evidence  that  this  combination  produces  dramatically 
higher  1-year  and  5-year  mortality  than  is  seen  with  cirrhosis  alone. 

Although  autopsy  studies  suggest  that  40  percent  of  cirrhosis  is  not  detected 
during  life,  approximately  10  to  20  percent  of  heavy  drinkers  develop 
diagnosable  cirrhosis.     The  risk  of  developing  cirrhosis  increases  with  both 
the  level  and  duration  of  alcohol  abuse,  but  the  degree  and  duration  of 
excessive  alcohol  consumption  needed  to  produce  cirrhosis  is  uncertain.  Not 
all  alcohol  abusers  and  alcoholics  develop  cirrhosis,  however,  genetic 
factors,  again,  seem  to  affect  susceptibility.     Recently,  recombinant  DNA 
techniques  were  used  for  the  first  time  to  explore  this  possibility.  A 
specific  variant  of  the  type  I  collagen  gene  in  white  blood  cells  was  found  to 
be  associated  with  cirrhosis  in  a  population  of  alcoholics.     Now  this  test 
must  be  applied  in  studies  of  families  to  see  if  possession  of  the  variant 
gene  is  linked  to  the  risk  of  cirrhosis.     That  linkage  would  strongly  support 
a  role  for  genetic  predisposition  in  alcoholic  cirrhosis  and  enhance 
preventive  opportunities. 

Extensive  study  of  the  mechanisms  of  alcohol - induced  liver  damage  remains  an 
Institute  priority.     The  time-honored  theory  that  these  disorders 
fundamentally  were  caused  by  malnutrition  associated  with  alcoholism  was 
refuted  by  the  demonstration  that  alcohol  toxicity  itself  is  responsible  and 
that  liver  damage  can  occur  in  well  nourished  alcohol  abusers.     However,  more 
recent  studies  indicate  that  nutritional  deficiencies  common  in  alcoholics  may 
play  a  significant  contributing  role  by  damaging  the  liver's  capacity  to 
repair  the  effects  of  alcohol,   thereby  making  it  more  vulnerable  to  toxicity 
from  alcohol  and  its  metabolites. 

Chronic  pancreatitis  is  an  extremely  painful  condition  which  is  often  caused 
by  heavy  alcohol  consumption.     Even  in  patients  who  permanently  cease 
drinking,  pain  can  recur.     The  prolonged  inflammatory  damage  to  pancreatic 
tissue  frequently  leads  to  digestive  disorders  and  diabetes.     The  basic 
processes  involved  in  alcohol  -  induced  chronic  pancreatitis  are  not  well 
understood,  primarily  because  a  suitable  animal  model  for  it  does  not  exist. 
Evidence  suggests,  however,   that  the  disorder  may  arise  from  a  combination  of 
alcohol  stimulation  of  pancreatic  secretions,   obstruction  of  the  flow  of  those 
secretions  from  the  pancreas,  and  premature  conversion  of  pancreatic  digestive 
enzyme  precursors  (zymogens)   into  active  enzymes  within  the  pancreas,  with  the 
result  that  they  begin  to  digest  the  pancreatic  tissue  itself. 

Epidemiology 

The  long-range  goals  of  this  activity  include  the  maintenance  and  continued 
development  of  national  data  from  which  precise  estimates  of  the  prevalence 
and  incidence  of  alcohol  use  disorders  and  their  associated  disabilities  can 
be  made.  The  Institute  measures  dimensions  and  monitors  changes  in  diverse 
aspects  of  alcohol  use  and  abuse  and  alcoholism  in  the  United  States.  A 
comprehensive  data  system,  the  Alcohol  Epidemiologic  Data  System  (AEDS) ,  an 
intramural  epidemiology  program,  and  an  epidemiology  extramural  program 
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provide  national  surveillance  of  alcohol  use,   abuse,   and  alcoholism,   as  well 
as  analyses  of  biological,   psychological,   and  environmental  components. 

The  Institute  has  developed  a  comprehensive  epidemiological  surveillance 
system  to  gather  and  analyze  data  related  to  the  medical,  psychological,  and 
environmental  aspects  of  alcohol  use,   abuse,   dependence  and  consequences.  By 
analyzing  the  trends  and  distributions  of  alcohol -related  problems  in  the 
United  States,   this  system  can  provide  insights  into  the  determinants  of 
alcohol  abuse  and  alcoholism  in  the  general  population  and  in  specific 
subpopulations ,   including  women  and  minorities. 

NIAAA  maintains  a  surveillance  system  which  uses  other  agencies'  existing  data 
collection  systems,   instead  of  establishing  an  independent  system  for  data 
collection.     The  National  Center  for  Health  Statistics,   Centers  for  Disease 
Control,  Department  of  Transportation,  Bureau  of  Labor  Statistics,  and  the 
National  Institute  on  Drug  Abuse  are  among  the  cooperating  agencies.  These 
sources  provide  data  which  are  used  to  estimate  the  magnitude  of  alcohol 
problems,  national  drinking  patterns  and  trends,  consequences  of  alcohol  abuse 
including  the  role  of  alcohol  in  other  health  problems,   and  risk  factors 
associated  with  alcohol - related  morbidity  and  mortality. 

Physicians  often  overlook  alcoholism  and  alcohol - related  problems,  although 
alcohol  plays  a  serious  role  in  the  incidence  and  prevalence  of  a  number  of 
other  diseases.     A  recent  comprehensive  screening  of  newly  admitted  hospital 
patients  found  that  the  overall  prevalence  of  alcoholism  was  25  percent. 
Striking  variations  in  detected  prevalence,  by  department  and  by  physician 
specialty,   indicate  a  need  to  improve  physicians'   training  in  the  diagnosis  of 
alcohol  -  related  problems.     The  NIAAA  is  funding  a  program  of  faculty 
development  in  medical  and  other  health  professional  schools  (medical, 
nursing,   and  social  work)   to  respond  to  this  requirement.     This  program 
aspires  to  educate  faculty  in  these  schools  about  substance  abuse  so  that  the 
future  generation  of  physicians,   nurses,   and  social  workers  will  be  trained  to 
diagnose  and  implement  the  initial  steps  for  the  treatment  of  alcohol  and 
other  drug-related  problems. 

In  1981,   U.S.   per  capita  alcohol  consumption  began  a  gradual  but  steady 
decline  which  has  continued.       Per  capita  consumption  is  now  at  the  lowest 
level  since  1970.  Nonetheless,  a  recent  national  household  survey  of  persons 
aged  18  years  and  older  found  that  10  percent  were  adversely  affected  by 
alcohol,  either  as  problem  drinkers  (4  percent)  or  as  alcoholics  (6  percent). 
Moreover,   in  the  United  States  and  in  several  other  countries,   there  has  been 
a  recent  and  notable  decline  in  mortality  from  cirrhosis  of  the  liver,  the 
principal  chronic  health  hazard  associated  with  alcoholism;   still,  cirrhosis 
is  the  9th  leading  cause  of  death  in  this  country. 

Although  alcohol  use  among  high  school  seniors  is  still  alarmingly  high,  a 
gradual  downward  trend  in  drinking  by  this  group  was  exhibited  throughout  the 
1980's.     In  1990,   89.5  percent  of  seniors  had  tried  alcohol,   and  almost  one- 
third  drank  heavily  on  occasion. 

A  fundamental  ingredient  of  the  Institute's  overall  program  is  continued 
surveillance  of  patterns  in  alcohol  use  and  alcohol  -  related  problems.  The 
benefits  of  surveillance  include  assessment  of  the  extent  of  problems  and 
improved  targeting  of  preventive  and  remedial  measures  and  resources. 


959 


Prevention  and  treatment  efforts  designed  to  address  unique  problems  of 
population  subgroups  can  be  generated,   as  well. 

Treatment 

Research  to  improve  patient  -  treatment  matching  is  an  important  Institute 
priority.     Advantages  of  this  approach  include  the  ability  to  assign  clients 
to  facilities,   treatment  methods,   and  treatment  providers  that  match  their 
psychological  and  behavioral  characteristics  and  the  severity  of  their  alcohol 
dependence.     A  recent  treatment  initiative  is  a  collaborative  treatment 
matching  study  at  multiple  sites  involving  large  numbers  of  patients.  This 
approach  permits  simultaneous  testing  of  various  treatment  strategies, 
exploration  of  interactions  between  strategies,   and  standardization  of 
techniques  among  the  participating  centers.     These  features  will,   in  turn, 
permit  more  sophisticated  analyses  than  were  previously  possible  and  will 
enhance  the  generalizability  of  study  results.     Also,   this  initiative  will 
provide  an  opportunity  for  public  and  private  treatment  programs  to  work 
collaboratively  with  experienced  university-affiliated  treatment  outcome 
research  experts  in  investigating  promising  strategies  in  patient  -  treatment 
matching . 

Pharmacological  treatment  for  alcoholics  is  another  promising  and  significant 
area  in  treatment  research.     This  research  focuses  on  the  identification  and 
development  of:     agents  for  managing  alcohol  withdrawal;   experimental  drugs 
that  induce  sobriety  in  intoxicated  individuals;   agents  that  decrease  drinking 
by  treating  any  associated  psychopathology ;   agents  that  relieve  craving;  and 
agents  that  attenuate  problem  drinking  behavior.     The  development  of  agents 
that  decrease  the  desire  to  drink  is  crucial,   and  research  in  this  area  seems 
likely  to  spiral  with  the  swift  evolution  of  knowledge  about  brain 
neurochemistry . 

The  development  of  objective  markers  of  alcohol  consumption  is  one  of  several 
present  priorities  in  alcoholism  treatment  research.   This  will  exert  a 
meaningful  impact  since  objective  markers  will  allow  researchers  more  easily 
and  reliably  to  monitor  alcohol  -  drinking  behavior.     Along  these  lines,   it  is 
notable  that  behavioral  treatment  methods  will  probably  prove  to  be  crucial 
for  improving  compliance  with  promising  new  or  future  pharmacological  agents 
so  that  their  full  benefit  will  be  achieved. 

Studies  are  in  progress  to  characterize  memory  deficits  and  to  develop 
possible  pharmacologic  interventions  for  Korsakoff  patients.     This  research 
has  yielded  the  finding  that  the  drug  fluvoxamine  can  improve  certain  aspects 
of  memory  in  such  patients.     Learning  of  this  drug's  mechanism  of  action 
points  to  a  possible  underlying  mechanism  for  the  memory  loss  associated  with 
Korsakoff's  psychosis,   or  alcohol  amnestic  syndrome,  which  is  characterized  by 
profound  memory  loss,  while  leaving  other  intellectual  functions  relatively 
unimpaired.     Fluvoxamine  is  a  serotonin- reuptake  inhibitor;   that  is,  it 
diminishes  the  reuptake  of  the  neurotransmitter  serotonin  by  brain  cells,  thus 
raising  serotonin  levels  needed  for  communication  between  neurons.  The 
conclusion  that  the  drug  can  improve  memory  functions  in  Korsakoff  patients 
hints  that  serotonin  deficiency  may  perform  a  role  in  the  severe  amnesia  that 
characterizes  this  syndrome;   this  clue  will  be  investigated. 
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The  need  for  development  of  a  safe  alcohol  antagonist  has  been  accentuated  by 
numerous  deaths  from  acute  alcohol  intoxication  in  the  United  States  and 
around  the  world,   as  well  as  uncontrolled  and  often  aggressive  behavior  by 
intoxicated  patients  admitted  for  treatment  in  hospital  emergency  rooms. 
There  are  currently  few.    if  any,   drugs  available  to  the  clinician  which  do  not 
have  major  untoward  side  effects.     Even  substances  being  avidly  investigated 
currently,   such  as  those  acting  at  the  benzodiazepine  (valium)  receptor,  have 
pro-convulsant  properties,  and  require  close  supervision  of  the  patient. 
Intramural  researchers  have,  however,   recently  discovered  that  drugs  which 
reverse  alcohol - induced  intoxication  by  reducing  epinephrine  synthesis, 
blocking  alpha-2  receptors,   and  inhibiting  the  function  of  associated 
intracellular  G  proteins,  represent  effective  interventions.  The  alpha-2 
receptor  blockers,   in  doses  far  in  excess  of  those  required  for  reversing 
alcohol  intoxication,  were  not  pro-convulsant,   and  have  had  few  side  effects. 
Further  research  should  produce  a  more  safe  and  efficacious  means  for 
physicians  to  cope  with  patients  intoxicated  with  alcohol. 

Prevention 

Beginning  in  November  1989,   Public  Law  100-690  required  health  warning  labels 
on  alcoholic  beverage  containers.     Previous  NIAAA  research  had  laid  the 
groundwork  for  assessment  of  the  impact  of  such  labels  on  public  knowledge, 
attitudes,   and  behavior  and  on  the  frequency  of  alcohol  -  related  problems;  the 
legislation  created  an  opportunity.     Consequently,   the  Institute  has  pursued 
the  study  and  measurement  of  the  impact  of  alcohol  warning  labels.  Comparisons 
of  drinking  behaviors  before  and  after  labeling  and  tests  of  the  effectiveness 
of  different  types  of  labels  are  being  made. 

Research  has  demonstrated  that  minimum  drinking  age  laws  also  have  an  impact 
on  traffic  accidents.     Between  1982  and  1986,  data  from  the  National  Highway 
Traffic  Safety  Administration  indicate  that  the  greatest  reduction  in  fatal 
traffic  accidents  involving  drunk  drivers  was  among  drivers  aged  16  to  20  in 
States  that  increased  their  minimum  drinking  age  to  21.     This  group  displayed 
a  30  percent  reduction  in  fatal  crashes  involving  intoxicated  drivers. 

Several  recent  studies  have  documented  the  reduction  in  alcohol  -  impaired 
driving  and  fatal  crashes  since  1980.     These  appear  to  have  resulted  from 
changes  in  the  law  (particularly  increasing  the  minimum  legal  drinking  age  to 
21)  and  to  broader  cultural  changes  in  attitudes  regarding  drinking  and 
driving.     Increasingly  sophisticated  technology  now  available  for  measuring 
the  effects  of  alcohol  on  a  variety  of  skills   (e.g.,   the  Simulated  Evaluation 
of  Drug  Impairment  instrument  for  measuring  performance  on  divided  attention 
tasks  required  in  driving,   flying,   and  operating  heavy  equipment)   and  growing 
concerns  of  employers,   unions,   and  the  hospitality  industry  with  safety  (due, 
in  part,   to  strict  liability  laws)  promise  the  possibility  of  more  accurate 
assessments  of  the  effects  of  alcohol  on  skilled  performance.     These  findings, 
in  turn,  may  provide  a  more  scientific  basis  for  new  laws,   public  policy,  and 
union  and  employer  work  rules  related  to  performance  standards. 

Alcohol  is  involved  in  about  half  the  nearly  50,000  annual  fatal  automobile 
crashes  and  in  the  other  leading  causes  of  accidental  death  in  the  U.S., 
falls,   drownings,   and  fires  and  burns.     Reliable  studies  of  industrial 
injuries  and  accidents  due  to  alcohol - impairment  have  not  been  done,  but  it  is 
likely  that  alcohol  is  a  contributing  factor.     Data  showing  impairment  even  at 
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low  BAC  levels  suggest  the  need  to  more  closely  scrutinize  the  various  ways 
alcohol  affects  a  wide  range  of  skills  necessary  to  function  safely  in  our 
environment .  .  I 

Although  drunken  driving  is  a  significant  social  and  public  health  problem, 
neither  its  actual  incidence  nor  its  prevalence  is  known.     Thus,   the  Institute 
is  conducting  research  to  determine  the  incidence  and  prevalence  of  driving 
after  drinking  and  to  provide  a  statistical  basis  for  estimating  the 
probabilities  of  driving  under  the  influence  of  alcohol   (DUI)  among  various 
categories  of  motorists.     This  research  will  result  in  a  comprehensive 
overview  of  DUI  offenders,   their  characteristics  and  differentiation  from  the 
general  driving  public,    those  at  special  risk  for  repeat  offenses,   and  the 
impact  of  alcohol  rehabilitation  programs.     This   information  will  provide  a 
substantial  and  significant  data  source  for  future  research  and  will  be 
helpful  in  developing  more  effective  prevention,   deterrence,   and  intervention 
programs . 

The  NIAAA  and  the  Office  for  Substance  Abuse  Prevention  are  supporting 
collaborative  program  for  community-based  intervention  trials  for  the 
prevention  of  alcohol  -  related  problems.     In  this  approach,   strong,  science- 
based  activities  will  be  incorporated  into  community-based  prevention 
programs.   This  research  uses  an  established  public  health  model  of  agent, 
host,   and  environment  as  its  theoretical  orientation.     It  draws  extensively  on 
community-based  research  approaches  employed  in  the  prevention  of  heart 
disease,   cancer,   and  drug  abuse,   as  well  as  the  prevention  of  alcohol  -  re lated 
problems.     Research  in  varied  fields  of  health  and  illness  has  indicated  that 
comprehensive  prevention  programs  can  achieve  significant  results  when  they 
are  implemented  so  as  to  involve  total  communities.     Through  long-term, 
controlled  experimentation  to  test  community-based,  multi - faceted ,  integrated 
programs  for  the  prevention  of  alcohol  -  re lated  problems,   the  Institute  will 
pursue  the  goals  of  determining  the  most  efficacious  ways  to  change  the 
behaviors  that  contribute  to  the  existence  of  alcohol - related  problems  and  to 
change  the   incidence  or  prevalence  of  the  alcohol  -  re lated  problems   in  the 
community . 

Research  Training 

In  order  to  improve  our  comprehension,   prevention  and  treatment  of  the  adverse 
personal  and  social  effects  of  alcohol  abuse  and  alcoholism,   it  is  essential 
to  have  a  sufficient  number  of  well-trained  alcohol  researchers.   Thus,  the 
NIAAA  supports  training  in  a  variety  of  relevant  basic  sciences  including 
genetics,   molecular  biology,   neurosc iences ,   and  behavioral  sciences;   as  well 
as  training  in  applied  research  on  the  treatment  and  prevention  of  alcohol 
abuse . 

Currently  the  Institute  promotes  training  at  both  the  predoctoral  and 
postdoctoral  levels,     although  greater  emphasis  is  given  to  postdoctoral 
training  as  the  more  cost-effective  way  to  meet  the  requirements  of  the  field. 
Priority  is  placed  on  advanced  training  for  individuals  who  can  offer  an 
interdisciplinary  perspective  to  alcohol  research  and  for  those  capable  of 
applying  increasingly  sophisticated  instrumentation  and  techniques  to  the 
study  of  alcoholism.     Under  the  National  Research  Fellowship  Award  program, 
training  support  is  provided  through  fellowship  awards  to  individual  scholars 
and  by  training  grants  to  institutions.     ADAMHA's  Minority  Access  to  Research 


962 


Careers  (MARC)  program  is  also  used  by  the  Institute  to  promote  minority 
participation  in  alcohol  research. 

I I .     Intramural  Research 

The  NIAAA  Intramural  Research  program  conducts  a  comprehensive  research 
program  through  a  full  range  of  studies  that  not  only  define  the  parameters  of 
alcohol  abuse  and  alcoholism,  but  explore  the  diverse  fields  of  cause, 
diagnosis,   treatment,   and  prevention  as  well  as  the  biological  and 
psychosocial  factors  that  predispose  people  to  alcohol  abuse.     Its  clinical 
research  studies  are  located  on  the  NIH  campus  while  the  basic  research 
activities  are  located  in  the  Flow  Laboratory  and  Park  Building  in  Rockville. 
The  Intramural  Research  program  has  undertaken  a  reorganization  to  enhance 
research  opportunities  and  provide  a  forum  for  major  new  research  initiatives. 
The  program  has  added  3  new  laboratories  that  will  cover  a  wide  spectrum  of 
research.     Specifically,   the  new  Laboratory  of  Molecular  and  Cellular 
Neurobiology  will  conduct  research  investigations  into  the  molecular, 
physiological,   pharmacological,   developmental,   anatomical,   and  chemical 
properties  of  the  nervous  system,   and  the  acute  and  chronic  effects  of  alcohol 
and  withdrawal  on  these  properties;   the  Laboratory  of  Neurogenetics  will  focus 
on  research  to  identify  determinants  of  alcoholism  risk  and  related 
pathological  and  nonpathological  neurogenetic  variations;   and  the  Laboratory 
of  Membrane  Biochemistry  and  Biophysics  will  conduct  research  concerning  the 
alterations  in  cell  membrane  structure  and  function  caused  by  alcohol  abuse. 

The  Intramural  Research  program  now  supports  approximately  110  investigators 
and  70  ongoing  projects  in  basic  neurosc iences ,   clinical  pharmacology  and 
behavioral  sciences.     Significant  accomplishments  of  the  NIAAA  intramural 
research  program  have  been  incorporated  in  the  research  narrative 
justification . 

Summary  of  Chang.es 

The  1993  request  of  $22,040,000  reflects  a  net  increase  of  $1,891,000  and 
7  FTEs  over  1992  level. 


Built-in  Increases : 

Annualization  of  January  1992  pay  increase    +$155,000 

January  1993  pay  increase    +197,000 

Within  grade  increase    +53,000 

Increased  FTS  Costs   +1,000 

Increased  NIH  Management  fund  costs    +317,000 

Increased  NIH     Service  and  Supply  Fund  costs    +67,000 

Increased  Rental  Payments  to  GSA    +60,000 

Increased  cost  of  non-pay  items  including 

laboratory  materials  and  other  supplies    +186 , 000 

Subtotal,   Built-in  Increases    $1,036,000 

Built-in  Decrease : 

One  less  day  of  pay    -$26.000 

Subtotal,   Built-in  Decrease   -$26,000 
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Program  Increase : 

Expansion  of  program  to  include  establishment 
of  a  new  section  for  studies  on  the  Molecular 
Mechanisms  of  Alcohol  Dependence,  and 
enhancement  of  studies  on  genetic  vulnerability 

to  alcoholism    +881 ,000 

Subtotal,   Program  Increase    +881 ,000 

Total,  Net  change  +$1,891,000 

III .     Research  Management  and  Support 


The  Research  Management  and  Support  activity  supports  overall  management, 
planning,  policy  development,   and  coordination  of  the  scientific  programs  and 
administrative  functions  of  the  Institute.     Staff  provide  scientific 
direction,  develop  program  announcements,   support  and  monitor  funded  research 
projects,  manage  the  review  and  award  of  grant  and  contract  applications, 
organize  conferences  and  related  activities  to  promote  new  initiatives, 
develop  alcohol  -  related  policy  analyses,   and  disseminate  research  results 
through  a  variety  of  publications,   special  reports,  data  systems,   and  other 
scientific  documents. 


This  activity  has  strengthened  the  alcohol  research  base  by  supporting: 

o      The  organization  and  coordination  of  workshops  for  researchers  and 
clinicians  in  the  alcohol  field  to  identify,   define,   and  present  the 
latest  research  on  basic  and  clinical  issues  such  as  fetal  alcohol 
studies,   neurobiology  of  alcohol  addiction,   alcoholism  treatment,  and 
neuroimaging  in  alcohol  research.     These  workshops  are  instrumental  in 
bringing  the  most  current  research  findings  to  practitioners  in  the 
alcohol  field  and  the  latest  research  methodologies  to  alcohol 
researchers . 


o      The  dissemination  of  research  findings  and  information  through  journals, 
bulletins,   the  ETOH  (computer)  database,   the  NIAAA  Alcohol  Thesaurus,  and 
scientific  exhibits  and  conferences.     For  example,   this  past  year,  topics 
reviewed  and  discussed  in  the  peer  reviewed  journal,  Alcohol  Health  and 
Research  World,   and  Alcohol  Alert,   a  bulletin  for  clinicians,  include 
alcohol  and  cardiovascular  disease,   adolescent  drinking,   the  economic 
costs  of  alcoholism,   and  alcohol  and  women. 

o      The  procurement  of  a  large  private  -  sector  database  of  health  insurance 

claims  information.     Detailed  descriptive  statistics  on  these  data  will  be 
made  available  to  interested  researchers  for  the  study  of  the 
organization,   financing,   and  delivery  of  alcohol - related  health  care. 

Salaries  and  other  operating  costs  included  in  the  1993  request  are  for  staff 
who  provide  scientific  direction  and  technical  expertise  in  the  development 
and  implementation  of  the  Institute's  program  as  well  as  administrative 
support  in  areas  of  grant  monitoring  and  review,  management  analysis, 
planning,  budget  and  personnel. 
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Summary  of  Changes 

The  1993  request  of  $13,305,000  reflects  a  net  increase  of  $739,000  over  the 
1992  level.     The  changes  are  identified  as  follows: 


Built-in  Increases: 

Annualization  of  January  1992  pay  increase   +$187,000 

January  1993  pay  increase   +221,000 

Within  grade  increase   +61,000 

Increased  PHS  Service  and  Supply  Fund   +98,000 

Increased  FTS  Costs   +3,000 

Working  Capital  Fund  Transfer   +6,000 

Increased  Rental  Payments  to  GSA   +50,000 

Increased  cost  of  non-pay  items  including 

laboratory  materials  and  other  supplies   +142  ,  000 

Total,   Increases   +768,000 

Built-in  Decrease: 

One  less  day  of  pay   -29  ,000 

Total,   Decrease   -29  ,  000 

Total,   Net  change   +739,000 
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B.  Demonstrations 


Authorizing  Legislation  -  Section  513(b)  of  the  Public  Health  Service  Act 

FY  1991  FY  1992  FY  1993  Increase  or 

Actual   Appropriation   Estimate    Decrease 

FTE                    BA  FTE                        BA  FTE                        BA  FTE 
  $16,435,000  ---      $15,983,000  ---  $15,983,000 


1993  Authorization: 

Section  513(b)    Such  Sum 


In  consultation  with  the  National  Institute  on  Drug  Abuse  (NIDA) ,   the  NIAAA 
currently  administers  two  research  demonstration  grant  programs  that  focus  on 
homeless  persons  with  alcohol  and  other  drug  problems.     These  research 
demonstration  programs  were  authorized  under  Section  513(b)  of  the  Stewart  B. 
McKinney  Homeless  Assistance  Act  (P.L.   101-645)  and  are  titled  Community 
Demonstration  Grant  Projects  for  Alcohol  and  Other  Drug  Abuse  Treatment  of 
Homeless  Individuals,   and  Cooperative  Agreement  Research  Demonstration  Program 
for  Alcohol  and  Other  Drug  Abuse  Treatment  of  Homeless  Persons. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988   

1989    $4,545,000 

1990   16,378,000 

1991  J    16,438,000     '>v;  =  s,l, 

1992   15,983,000 


The  first  of  these  two  NIAAA/NIDA  research  demonstration  programs  - -The 
Community  Demonstration  Grant  Projects  for  Alcohol  and  Other  Drug  Abuse 
Treatment  of  Homeless  Individuals  - -was  funded  initially  in  May  1988.  The 
mission  of  this  nine-site  research  demonstration  program  is  to  implement  and 
evaluate  a  variety  of  approaches  to  community-based  alcohol/drug  treatment  and 
rehabilitation  services  for  individuals  with  alcohol  or  other  drug  problems 
who  are  homeless  or  at  risk  of  becoming  homeless.     Grant  awards  were  made  on  a 
competitive  basis  to  nine  programs  in  eight  major  cities:     Anchorage,  Boston, 
Los  Angeles,   Louisville,  Minneapolis,   New  York  City,  Oakland,   and  Philadelphia 
(two  proj  ects) . 

A  multiplicity  of  treatment  approaches  is  represented  in  the  nine  projects, 
including  outreach  and  engagement,   intensive  case  management,  supportive 
housing  arrangements,   and  systems  level  interventions.     These  services  are 
provided  to  a  number  of  subgroups  of  the  homeless  population:  traditional 
skid  row  alcoholics,  women  with  children,  American  Indians  and  Alaskan 
Natives,   and  persons  experiencing  both  a  serious  mental  illness  and  alcohol  or 
other  drug  problems. 

The  second  generation  of  research  demonstration  proj ects -- Cooperative 
Agreement  Research  Demonstration  Program  for  Alcohol  and  other  Drug  Abuse 
Treatment  of  Homeless  Persons -- focuses  on  assessing  the  efficacy  of  a  variety 
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of  client-centered  interventions  targeted  to  homeless  persons  with  alcohol  and 
other  drug  problems.     These  research  demonstration  projects  were  built  upon 
the  lessons  learned  in  the  first  generation  of  research  demonstrations.  The 
primary  purpose  of  this  three -year  demonstration  program  is  to  contribute  to 
scientific  knowledge  regarding  effective  interventions  for  homeless  persons 
with  alcohol  and/or  other  drug  problems .     The  second  generation  of  research 
demonstration  projects  emphasizes  standardized  qualitative  methods  to  evaluate 
program  processes  and  impact. 

This  program  consists  of  14  competitively- funded  research  demonstration 
projects.     In  September  1990  cooperative  agreements  were  awarded  in  the 
following  cities:     Los  Angeles,   Seattle,  Albuquerque,   Chicago,  Birmingham, 
Washington,   D.   C,   New  Haven,   Denver,   Philadelphia,  Newark,   St.   Louis,  New 
Orleans,  and  Tucson.     Reduction  of  the  consumption  of  alcohol  and/or  other 
drugs;   increase  in  levels  of  shelter  and  residential  stability;  and 
enhancement  of  the  economic  and/or  employment  status  of  the  target  population 
are  the  primary  objectives  of  these  projects.     The  types  of  services  provided 
include:     outreach,   sobering,   shelter,   detoxification,   recovery  and  treatment, 
case  management,  and  alcohol  and  drug- free  residential  services.     In  addition, 
investigators  are  responsible  for  evaluation  research  activities. 

An  estimated  5,800  homeless  adults  are  receiving  intensive  intervention 
services.     The  projects  offer  specialized  services  to  many  subgroups  within 
the  homeless  population,   including  women  with  children,  persons  with  alcohol 
and  other  drug  problems  concomitant  with  mental  illness,   and  married  couples. 
The  projects  also  serve  an  ethnically  diverse  clientele  that  includes  African- 
Americans,  Native  Americans  and  Hispanics. 

This  program  contains  a  national  evaluation  component  that  is  critically 
important  because  relatively  little  is  known  about  the  efficacy  of  treatment 
interventions  for  homeless  persons  with  alcohol  and  other  drug  problems.  The 
evaluation  design  was  built  upon  the  experience  of  the  1988  Community 
Demonstration  program  by,  utilizing  common  instrumentation  across  sites  for 
outcome  and  process  data,  documenting  program  implementation,  and  assessing 
program  effectiveness  using  experimental  or  quasi  -  experimental  research 
designs . 

In  addition  to  the  research  demonstration  programs,   the  Institute  supported 
three  small  contracts  to  update  a  previous  Institute  -  sponsored  literature 
review  on  the  same  topic;   to  perform  a  follow-up  study  of  a  sample  of  dually 
diagnosed  homeless  individuals  in  the  Boston  metropolitan  area;  and  to 
clinically  screen  300  dually  diagnosed  persons  to  examine  the  consequences  of 
being  homeless  and  dually  diagnosed.     The  third  project  supports  the  clinical 
screening  of  300  dually  diagnosed  persons  to  examine  the  consequences  of  being 
homeless  and  dually  diagnosed.     These  data  will  allow  for  the  development  of 
specialized  treatment  programs  for  this  vulnerable  population. 

In  1992,   NIAAA  plans  a  number  of  research  activities  that  address  the  goal  of 
assessing  the  efficacy  of  service  interventions  for  homeless  persons  with 
alcohol  and  other  drug  problems.     The  Institute  is  exploring  the  idea  of  a 
research  conference  focusing  on  evaluation  issues  in  services  for  homeless 
persons  with  alcohol  and  other  drug  problems.     The  meeting  will  discuss 
methods  for  collecting,  analyzing  and  interpreting  outcome  data  for  this 
population.     Another  project  being  considered  is  a  monograph  that  describes 
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the  currently  available  technologies  for  tracking  and  assessing  homeless 
persons  with  alcohol  and  other  drug  problems.     The  Institute  is  also 
considering  a  one-day  meeting  on  integrating  ethnographic  and  qualitative 
methods  in  studying  homeless  persons  with  alcohol  and  other  drug  problems. 
The  goal  is  to  encourage  more  linkages  between  our  research  demonstration 
programs  and  researchers  interested  in  evaluation  similar  interventions  in 
more  controlled  settings.     For  example,   the  evaluation  components  of  our 
demonstration  programs  would  provide  researchers  with  excellent  prototypes  for 
more  basic  treatment  outcome  research. 

Rationale  for  the  Budget  Request 

The  third  and  final  year  of  support  for  the  14  research  demonstrations  was 
1992.     These  projects  were  designed  to  evaluate  the  effectiveness  of  various 
interventions  for  homeless  persons  with  alcohol  and  other  drug  problems.  The 
results  of  these  studies  and  the  evaluation  of  the  treatment  interventions 
will  be  included  in  a  national  evaluation  report  to  be  issued  in  1994. 

The  1993  request  for  the  Homeless  Research  Demonstration  program  is 
$15,983,000  the  same  level  as  in  1992.     The  request  would  provide  for  15  new 
or  competing  renewal  awards. 
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IV.     Treatment  Outcome  Research 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992                          FY  1993  Increase  or 

Actual   Appropriation   Estimate   Decrease  

PTE                   BA  FTE                     BA  FTE                     BA  FTE  BA 

---     $8,028,000  ---      $8,598,000  ---      $8,894,000  ---  +$296,000 

1993  Authorization: 

Section  301   Indefinite 


Purpose  and  Method  of  Operation 


Treatment  Outcome  Research  (TOR)  grants  have  been  a  part  of  ADAMHA's  research 
portfolio  since  1974.     NIDA  and  NIAAA  use  general  program  announcements  and 
the  normal  review  process  for  all  grants  addressing  this  area  of  research. 
Grants  are  funded  according  to  percentile,  with  the  money  appropriated  for 
Treatment  Outcome  Research  being  used  first,  and  the  remainder  of  the  fundable 
grants  being  paid  out  of  the  regular  research  allocation. 

Funding  and  staffing  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount 

1988  

1989   $2,282,000 

1990   7,803,000 

1991   8,028,000 

1992    8,598,000 


Rationale  for  the  Budget  Request 


The  1992  request  would  provide  an  increase  of  3.4  percent  over  1992.  These 
designated  funds  would  support  27  grants,   the  same  number  as  in  1992. 

NIDA  Treatment  Outcome  Research  funds  will  provide  support  for  treatment 
goals,   including  studies  of  relapse  and  aftercare  and  studies  in  the  criminal 
justice  setting.     The  following  are  examples  of  work  undertaken  in  this  area: 


o  Recent  findings  suggest  that  75  percent  of  long-term  drug  users 

who  never  enter  drug  abuse  treatment  become  involved  in  the 
criminal  justice  system.     This  suggests  the  urgency  of  work  with 
the  criminal  justice  system  to  identify,   treat  and  refer 
individuals  with  histories  of  drug  use. 


969 


o  Studies  of  maternal  drug  abuse  resulting  in  risk  of  fetal  damage 

from  pharmacological  effects  of  drugs,   as  well  as  a  greater 
likelihood  of  maternal  complications  such  as  infection, 
malnutrition,   and  trauma. 


o  Efficacy  studies  are  needed  to  explore  high  rates  of  relapse  in 

drug  using  behavior  to  develop  and  test  innovative  strategies  of 
aftercare . 


Clinical  and  neurobehavioral  assessment  of  the  residual  effects  of 
long-term  illicit  drug  use  may  impair  ability  to  think,  reason, 
and  remember  events  has  implications  for  prevention,  treatment, 
and  relapse  prevention. 

Research  is  needed  to  better  understand  the  relationship  between 
vocational  training  and  treatment  effectiveness,  including 
evaluation  of  vocational  components  of  drug  abuse  treatment. 


NIAAA  Treatment  Outcome  Research  funds  support  grants  in  areas  such  as: 


o  A  large  scale  analysis  of  patients  who  have  been  treated  in 

community  alcohol  treatment  programs.     The  objective  of  this  study 
is  to  obtain  information  on  the  overall  status  of  patients  at 
various  times  up  to  15  months  after  treatment. 

o  A  study  comparing  the  effectiveness  of  inpatient  versus  outpatient 

treatment  among  two  types  of  patients:  those  with  alcohol  problems 
and  those  with  alcohol/cocaine  problems. 

o  Research  to  evaluate  cross  -  addiction  treatment  by  examining 

relationships  between  cigarette  smoking  and  drinking  among 
alcoholics.     The  possible  role  of  nicotine  in  alcohol  use  and 
relapse  is  being  investigated  to  determine  the  advisability  of 
sequential  versus  simultaneous  efforts  to  suppress  smoking  in  the 
context  of  alcohol  treatment. 


Treatment  Outcome  Research 
By  Institute 


FY  1991                       FY  1992  FY  1993 

Actual   Appropriation  Estimate 

No .           Amount  No .           Amount  No .  Amount 

NIDA                              11  $4,014,000  11  $4,299,000  11  $4,447,000 

NIAAA  _JJ    4.014.000  16    4.299,000  16    4,447 ,000 

Total                          28  $8,028,000  27  $8,598,000  27  $8,894,000 
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ALCOHOL,  DRUG  ABUSE  AND  MENTAL  HEALTH  ADMINISTRATION 

Budget  Authority  by  Mechanism -OSAP 

(Dollars  in  thousands) 


1991 
Actual 


1992 


1993 
Estimate 


No. 


Demonstrations: 
High  Risk  Youth: 
Grants: 

Continuations   1 1 1 

Competing   3 

New   35 

Supplements   (28) 

Subtotal,  Grants   149 

Contracts    3_ 

Total,  High  Risk  Youth   152 

Pregnant  Women  &  Infants: 
Prev/lntervention  Demo  Grants: 

Continuations   99 

Competing    

New   31 

Supplements   (24) 

Subtotal,  Grants   130 

Contracts    2_ 

Total,  Pregnant  Women   132 

Women  and  Children:  1/ 
Residential  Demo  Grants: 

Continuations    

New    

Subtotal,  Grants    

Contracts    

Total,  Women  &  Children    

Community  Prevention:  2/ 
Grants: 

Continuations   95 

Competing    

New   159 

Supplements   (31) 

Subtotal,  Grants   254 

Contracts    5_ 

Total,  Community  Prevention   259 

Communications  Program: 
Cooperative  Agreements: 

Continuations   10 

New   5 

Supplements    (51 

Subtotal,  Coop  Agree   1 5 

Contracts    6_ 

Total,  Communications  Prgm   21 


$33,529 
1,052 
9,665 
1,019 
45,265 
5,397 
50,662 


31,289 

10,392 
1,034 

42,715 
2,932 


36,771 

53,020 
1,751 

91,542 
7,574 

99,116 


2,294 
751 
127 
3,172 
7,945 


No. 

Amount 

No. 

Amount 

133 

$40,224 

152 

$48,764 

40 

11,300 

25 

7,500 

(18) 

500 

(10) 

500 

173 

52,024 

177 

56,764 

3 

5,854 

3 

6,540 

176 

57,878 

180 

63,304 

127 

43,505 

134 

47,604 

20 

6,200 

22 

7,000 

01) 

300 

(11) 

500 

147 

50,005 

156 

55,104 

2 

2,616 

2 

2,703 

149 

52,621 

158 

57,807 





10 

10,354 

10 

10,000 

10 

10,000 

10 

10,354 

10 

10,000 

10 

10,354 

249 

89,095 

244 

96,622 

7,000 

249 

89,095 

244 

103,622 

6 

9,826 

6 

10,230 

255 

98,921 

250 

113,852 

14 

2,739 

3 

848 

11 

2,495 

14 

2,739 

14 

3,343 

7 

8,690 

10 

1 1 ,768 

21 

11,429 

24 

15,111 

*    The  new  program  announcement  for  the  Community  Partnership  Program  is  currently  under  development. 
At  this  time  we  are  not  able  to  estimate  the  number  of  new  awards  we  will  make  in  1993. 

1/    Includes  $10,000,000  to  be  transferred  from  the  Office  of  National  Drug  Control  Policy  Special  Forfeiture  Fund 
in  1992. 

2/    Includes  $14,701,000  to  be  transferred  from  the  Office  of  National  Drug  Control  Policy  Forfeiture  Fund  for  1993. 
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Budget  Authority  by  Mechanism -OSAP 

(Dollars  in  thousands) 

1991  1992  1993 

 Actual  Appropriation  Estimate 

No.  Amount       No.  Amount       No.  Amount 


49 

$2,21 7 

42 

$2,095 

42 

$2,094 

Community  Youth  Activity  Program: 
Grants: 

Continuations  

Competing  

New  

30 

14,129 

8 

1,130 

— 

— 

Supplements  

(4) 

80 

(31) 

5,861 

::: 

--- 

Subtotal,  Grants  

30 

14,209 

8 

6,991 

Block  Grants: 

States  

Territories  

52 
7 

4,789 
95 

52 
7 

2,355 
47 

Subtotal,  Block  Grants  

59 

4,884 

59 

2,402 

Projects  of  National  Significance  

7 

1,068 

7 

514 

Total,  Community  Youth  Programs  ., 
Program  Support  Contracts  

96 
5 

20,161 
2,379 

74 
5 

9,907 
5,556 

5 

5,535 

Total,  Demonstrations  

714 

231,299 

732 

248,407 

669 

268,057 

Training: 

Substance  Abuse  

Medical  Education  

5 
32 

20,974 
5,012 

4 

36 

16,662 
3,987 

4 
36 

16,662 
3,987 

Total,  Training  

37 

25,986 

40 

20,649 

40 

20,649 

FTE  FTE  FTE 


C.  Prevention  Management  &  Support   (165)       14,180  (170)       16,026  (190)  16,843 

Total,  OSAP   75T    $271 ,465  772     $285,082  709"  $305,549 


(FTE). 


(165) 


(170) 


(190) 
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Overview 


The  Office  for  Substance  Abuse  Prevention  (OSAP)  was  created  by  the  Anti-Drug  Abuse  Act 
of  1986  to  lead  the  Federal  Government's  efforts  to  prevent  drug  and  alcohol  abuse.  The 
driving  force  behind  the  establishment  of  OSAP  was  the  need  for  an  organization  that 
could  find  ways  to  address  alcohol  and  other  drug  problems  before  they  had  a  devastating 
impact  on  both  individuals  and  families. 

Substance  abuse  continues  to  be  a  major  problem  in  the  United  States.     Its  impact  is 
evident  in  many  aspects  of  our  daily  lives- -from  the  crime  in  our  cities  to  the  greater 
financial  burden  carried  by  our  health  and  social  service  systems.    Although  progress  is 
being  made,  recent  national  surveys  show  a  slight  leveling  off  of  the  trend  in  drug  use. 
It  is  clear  that  addictive  drug  use  remains  high  among  some  segments  of  our  society 
which,  for  various  reasons,  are  more  vulnerable  to  addictive  behaviors.    As  long  as  this 
considerable  degree  of  intransigent  drug  abuse  exists,  there  is  a  high  potential  for 
reversal  of  whatever  gains  have  been  made  to  date.     It  is  at  this  juncture  of  the 
Nation's  continuing  battle  with  drug  abuse  that  prevention  has  a  particularly  vital  role 
to  play. 

Effective  prevention  and  intervention  programs  recognize  that  substance  abuse  develops 
through  a  multitude  of  stages- -from  experimentation  to  addiction- -placing  at  risk  not 
only  individual  health  and  well-being,  but  also  the  entire  social  fabric  of  the  country. 
Because  prevention  efforts  need  to  be  made  at  every  stage  of  this  continuum,  OSAP  has 
developed  a  comprehensive  programmatic  framework  that  provides  coordinated,  multi- 
faceted,  long-term  approaches  to  addressing  substance  abuse  and  the  social  problems  that 
contribute  and  sustain  it.    OSAP's  services  demonstrations  programs  balance  client- 
oriented  with  systems -oriented  approaches.    This  allows  OSAP  to  focus  on  the  needs  of 
individuals  within  at-risk  populations,  as  well  as  to  develop  and  coordinate  systems 
that  enable  communities  to  address  their  own  specific  problems  and  needs. 

Supporting  this  principal  effort  are  training  programs  to  assure  the  availability  of 
personnel  for  prevention,  intervention,  and  treatment  efforts.    OSAP's  training  programs 
include  both  institutional  and  continuing  education  training  of  medical  and  allied 
health  professionals,  drug  abuse  counselors,  community  leaders,  and  workers.  OSAP's 
programs  also  foster  field  development  through  a  prevention  network  that  provides  a 
forum  for  sharing  prevention/treatment  knowledge  and  information  among  service -oriented 
constituency  groups.     In  addition,  OSAP  programs  provide  general  as  well  as  targeted 
prevention  information  and  messages  to  the  public -at- large .    Central  to  these  efforts 
are  the  National  Clearinghouse  for  Alcohol  and  Drug  Information  (NCADI) ,  which  is  the 
Nation's  largest  source  of  drug  abuse  information,  and  several  major  media  campaigns. 

A  final,  key  element  of  OSAP's  comprehensive  program  is  a  three-tiered  evaluation  of 
prevention  programs.     Included  are  process  and  outcome  evaluation  by  each  individual 
grantee,  program  cross-site  evaluations,  and  finally,  a  mandated  national  evaluation  of 
education  and  prevention  efforts  to  reduce  drug  abuse.    Together,  the  OSAP  program 
construct  is  a  continuum  of  care,  addressing  education,  prevention,  early  intervention, 
treatment,  aftercare,  rehabilitation,  and  relapse  prevention. 

1993  Budget  Policies/Priorities 


The  1993  budget  reflects  OSAP's  commitment  to  continue  to  develop  new  ideas  and 
approaches  to  direct  the  substance  abuse  field  in  dealing  with  hard-to-reach 
populations.    New  funds  are  available  for  both  the  High  Risk  Youth  and  Pregnant  and 
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Postpartum  Women  and  Infants  (PPWI)  programs,  allowing  OSAP  to  continue  investing  in  new 
knowledge  development  programs.    Also  during  1993  the  Residential  Women  and  Children 
program,  which  is  new  in  1992,  will  stabilize  and  become  a  viable  mechanism  in  reaching 
and  aiding  women  and  their  children,  for  whom  substance  abuse  has  become  an  intractable 
problem. 

OSAP  will  also  continue,  through  its  training  efforts,  to  enhance  the  level  of  trained 
personnel  needed  to  support  substance  abuse  programs  as  well  as  to  build  the  capacities 
of  states  and  communities  to  support  their  own  prevention  activities.    During  1993, 
training  efforts  will  increasingly  focus  upon  training  delivery  to  a  broad  cross-section 
of  health  professionals,  community  leaders,  state  agency  personnel,  and 
prevention/treatment  providers.    Also  to  be  maintained  at  their  current  level  are  OSAP's 
field  development  and  information  dissemination  efforts,  including  the  activities  of  the 
National  Clearinghouse  for  Alcohol  and  Drug  Information. 

In  1993,  OSAP  plans  to  implement  several  new  initiatives.    Significant  among  these  is 
the  new  Community  Partnership  Study  Program,  an  outgrowth  of  the  ongoing  Community 
Partnership  program.    This  program,  which  includes  both  a  target  as  well  as  comparison 
community,  includes  communities  which  have  higher  than  average  prevalence  of  alcohol  and 
other  drug  use,  gaps  in  existing  prevention  activities,  or  that  have  no  substantial, 
comprehensive  prevention  programs.    The  program  is  designed  to  highlight  and  investigate 
specific  promising  aspects  of  this  innovative  effort  which  will  result  in  new  prevention 
approaches  for  the  community. 

Other  new  initiatives  include  several  communication  efforts  which  are  specifically 
targeted  toward  achieving  the  Healthy  People  2000  Objectives  and/or  in  implementing  the 
PHS  Alcohol  Strategy.    Chief  among  these  is  the  development  of  new  media  campaigns,  one 
focusing  specifically  on  women's  health  issues,  the  other  targeting  infant  mortality 
issues.    Also  to  be  implemented  is  a  new  specialized  RADAR  Center  for  Alcohol  Issues 
that  would  support  the  need  for  improved  knowledge,  technical  assistance,  and  training 
about  alcohol  education  and  policy  development  and  implementation. 
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A.  Demonstrations 

Authorizing  Legislation:     Sections  508(d)  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992                           FY  1993  Increase  or 

 Actual   Appropriation   Estimate   Decrease 

FTE                     BA  FTE                       BAFTE                       BA  PTE  EA 

---    $231,299,000  ---      $248,407,000         ---      $268,057,000  ---  +$19,650,000 

1993  Authorization: 

PHSA,  Section  508(d)    Expired 


Purpose  and  Method  of  Operation 

The  OSAP  demonstration  programs  support  projects  to  serve  as  models  effective  in 
preventing  alcohol  and  drug  abuse  and  treating  and  rehabilitating  persons  with  these 
disorders.    The  demonstration  program  framework  includes:     1)  client-oriented  programs 
that  emphasize  the  needs  of  individuals  within  at-risk  populations;  2)  systems -oriented 
programs  that  assist  communities  in  developing  comprehensive,  coordinated  prevention 
programs  responsive  to  local  needs;  3)  public  education  and  information  programs;  4) 
programs  that  support  a  national  networking  forum;  and  5)  program  evaluation. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988  $  26,890,000 

1989   55,336,000 

1990   155,607,000 

1991   231,299,000 

1992   248,407,000 


Program  aims  are  pursued  through  a  combination  of  mechanisms  including  competitive 
project  grants  and  cooperative  agreements,  block  grants  to  states  and  territories,  and 
program  contracts . 

Rationale  for  Budget  Request 

The  1993  estimate  provides  a  net  increase  of  7 . 9  percent  over  the  1992  amount.  This 
increase  provides  for  the  expansion  of  the  High  Risk  Youth  program  ($5,426,000),  the 
Pregnant  Postpartum  Women  and  Infants  (Prevention/Intervention)  program  ($5,186,000), 
the  Women  and  Children  Residential  program  ($354,000),  the  Community  Prevention  program 
($14,931,000),  and  the  Communications  program  ($3,682,000). 

The  1993  request  provides  a  total  of  $63,304,000  for  the  High  Risk  Youth  program, 
including  $55,804,000  to  support  the  full  continuation  costs  of  ongoing  grant  and 
contract  efforts  and  $7,500,000  to  support  25  new  grants. 
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Funds  are  not  requested  for  the  Community  Youth  Activity  Program.    Aspects  of  this 
program  are  duplicative  of  activities  supported  in  such  programs  as  the  High  Risk  Youth 
program.     In  addition,  the  ADMS  Block  Grant  requires  that  20  percent  of  the  funds 
provided  to  the  states  are  for  prevention  activities.    Activities  formerly  funded  under 
the  CYAP  program  could  be  supported  within  the  ADMS  Block  Grant  state  allocations. 

I.         Client  Focus:     Special  At-Risk  Populations 

Client-oriented  programs  focus  on  special  populations  at  risk  for  substance  abuse,  and 
act  in  tandem  with  OSAP'S  systems -oriented  programs  that  focus  on  the  community-at- 
large . 

High  Risk  Youth  Program 

The  High  Risk  Youth  (HRY)  demonstration  program  provides  funds  to  community-based 
organizations,  educational  institutions,  and  other  nonprofit  organizations  to  develop 
innovative  approaches  aimed  at  preventing  alcohol  and  other  drug  use  among  youth. 
Funded  projects  are  designed  to  identify  and  enhance  resiliency  or  protective  factors 
while  diminishing  the  risk  factors  for  using  alcohol  and  drugs.    To  date  283  HRY  grants 
have  been  awarded  with  over  221,000  youth    entering  these  programs  since  they  began  in 
1987 .     Studies  have  shown  that  disparate  individual  and  environmental  influences  place  a 
child  at  risk  for  drug  use.    Risk  factors,  moreover,  tend  to  be  additive;  that  is, 
multiple  risk  factors  increase  the  likelihood  that  a  particular  young  person  will  abuse 
drugs.  The  most  frequently  cited  risk  factors  for  drug  abuse  experienced  by  youth  served 
by  these  programs  has  been  established:  economic  disadvantage;  being  the  child  of 
substance  abusers;  and  being  a  school  dropout. 

Through  both  its  grant  monitoring  efforts  as  well  as  the  national  cross-site  evaluation 
of  this  program,  OSAP  is  capturing  information  on  numerous  programs.    This  information 
is  disseminated  to  the  field  through  a  variety  of  mechanisms,  such  as  the  Learning 
Community,  new  grantee  workshops  and  publications.     An  example  of  a  recent  publication 
is  The  Signs  of  Effectiveness,  published  in  October  1991.     Based  upon  site  visit  data, 
analysis  of  final  reports,  and  other  evaluation  data  of  the  first  cohort  of  130  HRY 
grants  awarded  in  1987,  the  report  identifies  risk  factors  in  five  groupings: 
individual -based,  family-based,  school-based,  peer-group  based,  and  community-based  and 
provides  case  studies  of  completed  HRY  projects  that  effectively  addressed  the  risk 
factors  in  each  of  these  groupings.    Most  of  the  HRY  projects  do,  in  fact,  address 
several  of  these  risk  factors  because  the  etiology  of  substance  abuse  is  complex  and 
requires  complex  strategies  with  multiple  level  interventions. 

The  first  of  the  identified  risk  factors  --  individual -based  --  is  addressed  in  70%  of 
these  High  Risk  Youth  grants.    Effective  strategies  included  within  these  projects 
include  social  and  life  skills  training,  mentoring  programs  and  alternative  activities. 
One  specific  example  is  the  Early  Intervention  with  Substance  Abusing  Adolescents 
Program  at  the  Philadelphia  Psychiatric  Center.    These  projects  showed  statistically 
significant  changes  through  their  OSAP  life  skills  training  program  in  five  different 
ways:    negative  attitudes  toward  marijuana  increased  as  did  knowledge  about  alcohol  and 
smoking;  a  decrease  in  fighting  and  reduction  in  police  encounters;  fewer  illegal 
offenses  committed;  and,  less  money  spent  on  drugs. 

Promising  strategies  for  family-based  risk  factors  are  addressed  in  50%  of  the  grants 
within  this  cohort.    These  strategies  include  family  therapy;  family  skills  training; 
play  therapy;  parent  training;  and  parent  involvement.    With  regard  to  school-based 
factors,  drug  use  is  often  increased  by  risk  factors  in  the  school  environment  such  as: 
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lack  of  school  bonding;  ambiguous  staff  and  student  attitudes  toward  drug  use;  and 
inappropriate  sanctions.    Approximately  50%  of  the  HRY  in  the  cohort  studied  implemented 
a  variety  of  promising  strategies. 

Approximately  40%  of  the  cohort  studied  addressed  peer  based  risk  factors.    The  Athletes 
Coaching  Teens  Project  in  Richmond  recruited  college  athletes  to  work  with  seventh 
graders  in  a  "Going  for  the  Goal"  program.    Results  showed  an  increase  in  the  seventh 
graders'   (1)  self-esteem,   (2)  self-control,   (3)  completion  of  homework  assignments,  (4) 
resistance  to  offers  of  alcohol  and  other  drugs  and  (5)  expressions  of  disapproval  of 
peers'  use  of  alcohol  and  other  drugs. 

Finally,  community-based  risk  factors  have  been  identified  by  40%  of  the  grants  within 
the  cohort.    These  include:    community  disorganization;  lack  of  community  bonding;  lack 
of  cultural  pride;  lack  of  bicultural  competence;  community  attitudes  favorable  to  drug 
use;  ready  availability  of  alcohol  and  drugs;  and  inadequate  youth  services  and 
opportunities  for  pro-social  involvement. 

Evaluation  efforts  on  the  153  grants  awarded  since  1989  also  continues,  with  some 
preliminary  outcome  findings  on  this  second  cohort  of  grants  anticipated  by  1993. 

Pregnant  Women  and  Their  Infants 

From  early  work  with  pregnant  teenagers  within  the  High  Risk  Youth  program,  OSAP  became 
aware  of  the  increasing  incidence  of  substance  abuse  and,  particularly,  cocaine  use 
among  pregnant  women.     Potential  consequences  of  maternal  substance  abuse  are  well- 
documented,  and  include  retarded  fetal  growth,  premature  and/or  complicated  delivery, 
low  birth  weight,  infant  mortality,  drug- specif ic  neonatal  withdrawal  syndromes,  and 
infant  mental  and  physical  developmental  deficits.    Recent  information  indicates  that 
fetal  alcohol  syndrome  and  fetal  alcohol  effects  cost  nearly  a  third  of  a  billion 
dollars  a  year  and  are  among  the  leading  known  causes  of  mental  retardation  in  the 
Western  World. 

Of  particular  concern  is  the  use  of  crack  cocaine  by  pregnant  women.  Government 
estimates  indicate  that  approximately  100,000  cocaine/crack  exposed  babies  are  born  each 
year.     Cocaine  or  crack  used  during  the  early  months  of  pregnancy  may  cause  miscarriages 
or  birth  defects.     Later,  the  drugs  may  cause  premature  labor  and  delivery.  Sometime 
when  cocaine  causes  the  placenta  to  separate  early,  the  lives  of  both  mother  and  baby 
are  in  danger  due  to  bleeding  and  shock.     Drug  use  by  pregnant  mothers  also  contributes 
to  the  infant  mortality  rate,  which  now  stand  at  9.7  infant  deaths  per  1,000  live  births 
(NCHS  1989  data). 

Drug-affected  infants  are  at  greater  risk  for  other  illnesses  or  complications,  for 
example,  cocaine -exposed  infants  are  at  higher  risk  for  sudden  infant  death  syndrome. 
Such  infants  often  require  extensive  hospital  care  and  may  yet  even  later  draw  upon 
public  financial  resources  by  entering  the  child  protective  services  and  foster  care 
systems.     Research  is  only  now  examining  the  special  education  needs  of  drug-exposed 
children  as  they  enter  the  primary  grades. 

Unfortunately,  access  to  adequate  prevention  and  treatment  services  for  these  particular 
at-risk  populations  is  often  limited  whether  due  to  service  provider's  concern  about 
liability,  a  patient's  lack  of  health  insurance  or  ability  to  pay,  or  other  moral  or 
legal  issues.    As  a  result,  OSAP  has  undertaken  various  activities  devoted  to  the 
substance  abuse  problems  of  pregnant  women  and  their  infants.     Principal  among  these  are 
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two  distinct  demonstration  grant  programs.    The  first,  initiated  by  OSAP  in  1989,  is 
intended  to  coordinate  service  systems  for  linking  health  promotion  and  treatment 
services  with  substance  abusing  pregnant  women  and  their  small  children  thereby 
providing  for  a  full  continuum  of  care,  from  prevention  to  early  intervention  to 
treatment  and  rehabilitation.     The  131  programs  funded  to  date  employ  a  variety  of 
strategies,  including:    biological/physical,  such  as  substance  abuse  treatment, 
detoxification,  and  nutrition;     obstetrical/psychological,  such  as  case  management, 
prenatal  care,  treatment  for  anxiety,  depression,  low  self-esteem,  drug/alcohol 
education,  family  life,  parenting  skills;  and  instrumental  care  such  as  transportation 
to  facilitate  a  woman's  obtaining  services/housing  and  other  basic  life  necessities. 
Services  for  the  child  after  it  is  born  include  routine  pediatric  exams,  developmental 
assessments  for  the  early  detection  of  impairments,  and  if  necessary,  referral  to 
specialized  programs.     Services  provided  under  this  program  are  numerous,  with  many 
viewed  as  cross -cutting  as  treatment  for  a  mother's  drug  addiction  should  be  viewed  as 
prevention  for  her  unborn  child. 

Another  major  activity  of  the  Pregnant  Women  and  Infants  program  is  The  National 
Resource  Center  for  the  Prevention  of  Prenatal  Abuse  of  Alcohol  and  Other  Drugs.  The 
Center,  which  became  operational  in  June  1991,   is  intended  to  be  the  national  focal 
point  for  PPW1  issues,  providing  an  opportunity  for  the  nation's  experts  and  leaders  to 
exchange  ideas,  synthesize  existing  knowledge,  and  provide  leadership  to  the  field.  The 
Center  will  develop  and  disseminate  information  about  promising  prevention,  early 
intervention,  treatment  and  rehabilitation  practices  and  will  catalyze  national  and 
community  action  in  this  critical  area. 

Women  and  Children  Residential  Program 

While  the  previous  program  helps  to  ensure  a  coordinated  service  system  is  available  for 
this  particular  at-risk  population  seeking  help,  it  has  been  recognized  that  for  some 
women  for  whom  substance  use  and  abuse  has  become  an  intractable  problem,  a  more 
intensive  approach  is  necessary.     For  this  reason,  OSAP  has  begun  a  second  substance 
abuse  prevention  and  treatment  demonstration  program  intended  to  provide  care  within  a 
long-term  residential  setting  to  substance  abusing  women  along  with  their  infants  and 
older  children.     It  is  expected  that  only  by  providing  comprehensive  services  in  long- 
term  appropriate  housing  for  women  as  well  as  their  infants  and  children,  that  in-roads 
can  be  made  in  rehabilitating  this  population. 

Community  Youth  Activity  Program 

This  program  focuses  upon  a  particular  sub -population  of  high  risk  youth,  specifically, 
youth  who  are  not  in  school,  are  at  risk  of  dropping  out,  and/or  are  involved  with 
gangs.     Funding  is  available  to  communities  and  national  organizations  to  develop 
community-based  substance  abuse  prevention  services  and  activities  through  youth 
activity,  education,  and  recreation  projects. 

The  program  is  comprised  of  three  distinct  components,  with  funding  for  each  allocated 
on  the  basis  of  a  formula  provided  in  the  legislation: 

o       Projects  of  National  Significance:    projects  specifically  designed  to  stimulate 
incorporation  of  drug  and  alcohol  prevention  components  into  existing 
organizations  serving  youth.     In  1989,  seven  three-year  contracts  were  awarded  to 
national  organizations  or  associations  with  programs  in  over  100  communities 
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throughout  the  U.S.     Programs  were  structured  to  reach  the  many  multi -cultural 
communities  with  high  risk  youth  target  populations  and  focused  on  a  variety  of 
innovative  activities  or  recreational  projects. 

o       Block  Grants:     enable  States  and  territories  to  provide  financial 

assistance  for  community  services  and  partnerships  designed  to  prevent  drug  abuse 
among  youth. 

o       Competitive  Grants:     funded  through  state  agencies,  these  support 
innovative  approaches  to  developing  community  services  and 

partnerships  targeted  to  alcohol  and  other  drug  use  prevention.    A  total  of  31 
grants  were  awarded  in  1990.    To  measure  the  impact  of  this  program,  process  and 
outcome  evaluations  are  conducted  at  the  project  level;  a  national  level 
evaluation  is  also  underway. 

Program  site  visits  by  OSAP  staff  have  found  an  increase  in  community  involvement  in 
neighborhood  prevention  programs,  intensified  tracking  and  counseling  for  children  at 
risk  and  their  families,  and  more  training  of  teens  to  provide  leadership  to  their  peers 
in  leading  a  drug- free  lifestyle.     Communities  developed  creative  projects  that  reach 
out  with  substance  abuse  prevention  messages  to  children  and  families  in  public  housing, 
schools  and  neighborhood  recreation  centers. 
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The  State  table  showing  the  allocations  for  this  activity  follows: 


Community  Youth  Activity  Block  Grant 

FY  1991  FY  1992  FY  1993 

State/Territory  Actual  Appropriation  Estimate 

Total  $4,884,372  $2,401,976  --- 


Alabama   $92,091  $45,288 

Alaska   92,091  45,288 

Arizona   92,091  45,288 

Arkansas   92,091  45,288 

California   92,091  45,288 

Colorado   92,091  45,288 

Connecticut   92,091  45,288 

Delaware   92,091  45,288 

District  of  Columbia   92,091  45,288 

Florida   92,091  45,288 

Georgia   92,091  45,288 

Hawaii   92,091  45,288 

Idaho   92,091  45,288 

Illinois   92,091  45,288 

Indiana   92,091  45,228 

Iowa   92,091  45,288 

Kansas   92,091  45,288 

Kentucky   92,091  45,288 

Louisiana   92,091  45,288 

Maine   92,091  45,288 

Maryland   92,091  45,288 

Massachusetts   92,091  45,288 

Michigan   92,091  45,288 

Minnesota   92,091  45,288 

Mississippi   92,091  45,288 

Missouri   92,091  45,288 

Montana   92,091  45,288 

Nebraska   92,091  45,288 

Nevada   92,091  45,288 

New  Hampshire   92,091  45,288 

New  Jersey   92,091  45,288 

New  Mexico   92,091  45,288 

New  York   92,091  45,288 

North  Carolina   92,091  45,288 

North  Dakota   92,091  45,288 

Ohio   92,091  45,288 

Oklahoma   92,091  45,288 

Oregon   92,091  45,288 

Pennsylvania   92,091  45,288 

Puerto  Rico   92,091  45,288 
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Cormiunitv  Youth  Activity  Block  Grant 
(Continued) 


FY  1991 

FY  1992 

FY  1993 

State  /Territory 

Appropriation 

Total 

$4,884,372 

$2,401,976 

Rhode  Island  

$92,091 

$45,288 

South  Carolina 

92,091 

45,288 

South  Dakota 

92,091 

45,288 

Q9  DQ1 

40  ,  Zoo 

Texas  

92,091 

45,288 

... 

Utah 

92,091 

45,288 

Vermont 

92^091 

45,288 

Virginia  

92,091 

45,288 

Washington  

92,091 

45^288 

West  Virginia 

92,091 

45,288 

Wisconsin 

92^091 

45,288 

Wyoming 

92!o91 

45,288 

Subtotal  States 

4 , 788 , 732 

2  354  976 

American  Samoa  

19,128 

9,400 

19,128 

9,400 

No. Mariana  Islands  

19,128 

9,400 

Trust  Territories: 

Micronesia  

12 , 101 

5,922 

Marshall  Islands  

5,075 

2,538 

Palau  

1,952 

940 

19.128 

9,400 

Subtotal,  Territories 

95.640 

47.000 

Total ,  CYAP  Block  Grant . . 

. .$4,884,372 

$2,401,976 
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II.    Systems  Focus:  Comnunitv-at-Large 

The  second  component  of  the  OSAP  construct  focuses  on  developing  comprehensive, 
collaborative,  substance  abuse  prevention  approaches  that  emphasize  local  community 
involvement,  systems,  and  environmental  changes  that  reflect  a  community's  values  and 
institutions.    This  focus  is  an  outgrowth  of  OSAP's  first  generation  of  demonstration 
programs,  which  demonstrated  that  successful  programs  for  at  risk  populations  and  their 
families  must  address  community-wide  needs.    The  importance  of  developing  linkages  among 
public  agencies,  law  enforcement,  health,  education,  housing,  the  voluntary  sector, 
business  community,  and  relevant  community -based  organizations  is  a  critical  element  of 
these  programs. 

Community  Partnership  Program 

The  Community  Partnership  program  was  established  in  1990  to  demonstrate  the  effectiveness 
of  providing  long-term,  multi-disciplinary  resources  to  assist  communities  in  implementing 
coordinated,  comprehensive,  community-wide,  alcohol  and  drug  abuse  prevention  systems. 
These  grants  promote  systems  change  by  assisting  communities  in  developing  programs  that 
are  both  self-sustaining  and  replicable. 

Fundamental  to  this  effort  is  the  involvement  of  key  segments  of  the  community  impacted  by 
drug  and  alcohol  abuse.  The  program  requires  that  each  grantee  establish  a  planning  and 
coordinating  body  comprised  of  at  least  seven  local  agencies  and  organizations.  All  must 
be  committed  to  the  prevention  of  alcohol  and  other  drug  use.  Each  Partnership  establishes 
a  coalition  of  organizations  designed  to  both  consolidate  resources  already  in  the  community 
and  to  identify  and  address  the  prevention  needs  of  the  community.  The  partners  contribute 
resources  and  expertise  to  the  coalition.  Comprehensive  strategies  are  fashioned  to  address 
the  specific  needs  of  each  community  through  the  utilization  of  the  partners'  diverse 
skills. 

A  total  of  252  new  Community  Partnership  Grants  were  awarded  in  1990  and  1991  to  communities 
in  45  states  and  the  District  of  Columbia,  Puerto  Rico  and  the  US  Virgin  Islands.  The 
pattern  of  awards  adhered  to  the  announced  intention  of  a  balanced  geographical  distribution 
of  grants  among  small/rural  (65  grants),  medium-sized  (114)  and  large,  mainly  urban  (73) 
communities .  The  Community  Partnership  Program  has  achieved  a  high  level  of  minority/ethnic 
involvement;  two  thirds  (67%)  of  all  partnerships  target  either  minority  or  multi-ethnic 
communities . 

One  program  showing  early  signs  of  achieving  the  goals  of  the  Community  Partnership  program 
is  the  District  of  Columbia  Community  Prevention  Partnership  program.  Based  on  the  idea 
that  every  neighborhood  best  understands  their  own  needs,  the  DC  program  has  established 
Ward-Action-Teams  (WAT)  in  each  of  the  eight  wards  in  the  district.  The  partnership 
provides  the  teams  with  the  technical  assistance  to  assess  community  needs  and  to  strengthen 
the  programs  designed  to  meet  the  identified  needs.  The  teams  seek  to  empower  their 
communities  and  encourage  team  unification  through  youth  workshops  and  summits,  community 
forums,  support  of  grassroots  organizations  through  technical  assistance  and  training,  and 
other  prevention  related  activities. 

During  1992,  OSAP  issued  a  grant  announcement  for  a  new  Community  Partnership  Study 
program,  an  outgrowth  of  the  earlier  Community  Partnership  Program.    This  new 
initiative,  which  includes  both  a  target  as  well  as  comparison  community,  is  intended  to 
achieve  and  document  measurable  reductions  in  alcohol  and  other  drug  abuse  incidence, 
prevalence,  and  related  consequences.    Unlike  the  earlier  program,  the  Study  program 
targets  communities  which  have  higher  than  average  (identified  by  DHHS  as  areas  of 
priority  in  the  Nation's  Health)  prevalence  of  alcohol  and  other  drug  use,  gaps  in 
existing  prevention  activities,  or  that  have  no  substantial,  comprehensive  prevention 
programs.    It  also  requires  more  rigorous  conceptualization,  design,  implementation,  and 
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evaluation  of  the  partnerships  and  the  prevention  activities  which  will  enable  OSAP  to 
demonstrate  the  effectiveness  of  different  partnership  and  prevention  program  models. 
Once  identified,  these  promising  models  would  be  replicated  to  other  communities 
throughout  the  nation. 

Because  coalition  building  and  community  linkages  are  relatively  new  approaches  to 
alcohol  and  other  drug  prevention,  OSAP  is  providing  technical  assistance  to  grantees  in 
order  to  transfer  the  latest  knowledge  regarding  community-based  prevention  efforts. 
Community  prevention  training  is  also  available  for  Partnership  grantees  through  OSAP's 
National  Training  System.      To  promote  total  community  involvement,  OSAP  also  support  a 
National  Volunteer  Training  Center,  which  targets  parents,  members  of  the  faith 
community  and  youth  group  volunteers,  and  establishes  networks  and  linkages  with  more 
than  500  AODA  volunteer  organizations  across  the  nation.      Finally,  OSAP  continues  to 
establish  a  data  base  of  information  on  activities  and  accomplishments  of  the 
demonstration  grants  which  can  be  rapidly  communicated  among  OSAP  program  managers  and 
to  the  prevention  field. 

III.      Communications  Focused  on  the  Public -at -Large 

Public  Awareness /Community  Mobilization 

The  foundation  of  a  comprehensive  approach  to  substance  abuse  prevention  is  an  informed 
public  and  community  action.    Through  a  variety  of  communication  channels,  OSAP  informs 
the  public-at-large  about  the  devastating  effects  of  alcohol  and  other  drug  abuse  and 
how  to  prevent  such  problems.    OSAP  disseminates  to  the  prevention  services  field  and 
the  general  public  existing  information  as  well  as  the  knowledge  gained  from  prevention 
researchers,  OSAP  grantees,  and  other  sources.    Communication  initiatives  fall  under  two 
broad  categories:    public  information/education  and  community  action/mobilization  with  a 
special  cooperative  agreement  program  cross -cutting  both.    These  communications 
initiatives,  acting  in  concert  with  OSAP's  client  and  systems  programs,  promote  OSAP's 
success  in  reaching  its  goals  and  mission. 

Public  Information/Education 

The  National  Clearinghouse  for  Alcohol  and  Drug  Information  (NCADI)  is  the  primary 
public  information  channel.    NCADI,  the  comprehensive,  authoritative  Federal  resource 
for  information  on  alcohol  and  other  drugs,  promotes  OSAP's  goals  and  programs  by 
developing  and  distributing  printed  and  audiovisual  materials,  publishing  a  bi-monthly 
newsletter,  "Prevention  Pipeline,"  and  providing  technical  support.    The  Clearinghouse 
also  provides  information  services  support  for  many  of  the  demand  reduction  agencies 
including  the  Office  of  National  Drug  Control  Policy,  and  the  Departments  of  Education 
(DoEd)  and  Labor  (DOL) ,  as  well  as  the  alcohol/drug  components  of  ADAMHA.  Currently, 
NCADI  responds  to  more  than  200,000  telephone  and  mail  requests  annually  with 
approximately  15  million  pieces  of  literature  and  videotapes.    NCADI  operates  at  least  2 
toll-free  800  telephone  numbers  at  all  times,  including  the  main  number  for  the  Federal 
Drug,  Alcohol,  and  Crime  Clearinghouse  Network.    Many  of  the  materials  provided  by  the 
Clearinghouse  are  in  English  and  Spanish.     Individuals,  families,  schools,  and 
communities  are  provided  detailed  information  about  what  individual  and  collective 
action  they  can  take  to  prevent  alcohol  and  other  drug  problems. 

OSAP  has  shaped  a  unique  partnership  through  NCADI  with  every  State  alcohol/drug  agency 
and  with  key  national  organizations  to  form  the  Regional  Alcohol  and  Drug  Awareness 
Resource  (RADAR)  Network.    These  Centers  promote  and  distribute  materials,  conduct  media 
outreach  and  public  education  campaigns,  provide  feedback  for  improving  OSAP's  public 
information/education  programs,  and  communicate  via  an  Electronic  Communications  System 
(ECS) . 
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During  1991,  RADAR  Network  members  handled  an  estimated  205,000  requests  for 
information;  a  200  percent  increase  over  1990  and  expected  to  double  again  in  1992  to 
approximately  400,000  requests.    It  is  expected  that  requests  to  NCADI  should  decrease 
as  more  materials  are  made  available  through  the  RADAR  Network  centers.    Currently  there 
are  493  RADAR  Network  "satellite"  centers:    35  international;  55  State;  34  specialty;  5 
DoEd;  and  363  local. 

NCADI  and  the  RADAR  Network  Centers,  along  with  several  national  voluntary  and 
professional  associations  and  organizations  currently  are  implementing  several  major 
campaign  and  outreach  efforts  including:    the  Urban  Youth  Campaign  aimed  at  9-  to  13- 
year  old  African  American  youth;  "Be  Smart!  Don't  Start!"  efforts  aimed  at 
preadolescents  before  they  are  exposed  to  extensive  peer  pressure;  Alcohol  Awareness 
Month;  Alcohol-  and  Drug-Related  Birth  Defects  Awareness  Week;  etc.    OSAP  and  the  DoEd 
recently  completed  a  joint  project  whereby  cross-cultural  materials  were  developed  to 
help  children  of  alcoholics.    During  1993,  OSAP  will  fund  a  new  specialized  RADAR  Center 
for  Alcohol  Issues  that  would  support  the  need  for  improved  knowledge,  technical 
assistance,  and  training  about  alcohol  education  and  policy  development  and 
implementation . 

Community  Action/Mobilization  Programs 

Because  the  media  are  instrumental  in  raising  public  awareness  and  facilitating  broad- 
based  mobilization,  OSAP's  Communication  Program  seeks  to  find  innovative  ways  to 
involve  the  media  to  diffuse  well  designed  messages  to  help  communities,  particularly 
high-risk  communities,  to  prevent  alcohol  and  other  drug  problems.    These  efforts  play  a 
critical  role  in  helping  to  keep  these  issues  on  the  public  agenda  and  to  sustain 
momentum  toward  viable  solutions.     In  1993,  OSAP  will  fund  two  new  communications 
initiatives,  both  of  which  are  targeted  toward  achieving  the  Healthy  People  2000 
Objectives.    The  first  is  a  media  campaign  on  alcohol  and  other  drugs,  pregnancy,  and 
infant  mortality  which  will  focus  on  prevention,  through  increased  public  and  opinion- 
leader  knowledge,  of  the  effects  of  alcohol  and  drug  use  during  pregnancy.    The  second 
is  a  public  education  campaign  focussed  specifically  on  women's  health  issues. 

Another  means  to  effect  community  mobilization  is  communications  capacity  building. 
OSAP  provides  extensive  training  for  State  and  local  substance  abuse  staff  in  health 
communications,  social  marketing,  and  media  advocacy,  as  well  as  technical  assistance  in 
how  to  work  with  the  media  and  key  opinion  leaders  in  a  community.    OSAP  makes  available 
a  wide  range  of  materials  including  radio  public  service  announcements;  comic  books; 
billboards;  drug- free  community  materials  on  how  to  get  involved  and  take  action;  and 
Prevention  Resource  Guides  giving  the  latest  facts  as  well  as  material  and  program 
resources  throughout  the  country. 

Public  Education  Cooperative  Agreement  Program 

The  grants  being  supported  by  this  program  are  developing  two  types  of  projects:  1) 
mass -media  communication  programs  (campaigns)  that  reach  discrete  populations  with 
Alcohol  and  Other  Drug  Abuse  (AODA)  prevention  messages,  and  2)  communication  and 
information  sharing  tools  such  as  videotapes,  how-to  manuals,  and  on-line  data  bases 
that  respond  to  highly  specific  needs  of  particular  audiences.    Emphasis  is  placed  on 
reaching  youth  and  their  families  who  live  in  high-risk  environments. 

Currently,  OSAP  is  funding  19  grants  that  reach  a  diverse  range  of  audiences  including: 
African  Americans,  Hispanic  Americans,  West  Indians,  Native  Americans,  Asians,  and 
Anglos.    The  audiences  live  in  rural,  urban  (including  housing  projects),  and  suburban 
settings.    Through  the  development  of  campaigns,  tools,  and  products,  the  grantees  are 
attempting  to  increase  knowledge  and  improve  attitudes  and  behavior;  change  norms; 
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mobilize  communities  to  action;  stimulate  public  debate;  dispel  myths  and 
misconceptions;  demonstrate  skills;  and  increase  the  availability  of  services. 
OSAP  is  applying  theories  and  principles  learned  from  other  health- related  public 
information/education  and  mobilization  efforts,  as  recommended  by  the  Institute  of 
Medicine.    OSAP  expects  to  answer  vital  questions  through  this  effort,  such  as  what  are 
the  best  channels  and  approaches  in  reaching  youth  with  effective  messages.    OSAP  will 
use  these  findings,  along  with  others  from  OSAP  grantees  and  others,  to  turn  knowledge 
into  action  at  the  community  level. 

IV.       Field  Development 

Complementing  OSAP's  demonstration  program  initiatives  is  an  effort  to  establish  and 
maintain  a  capacity  for  the  promotion  of  knowledge  development  and  information  sharing 
among  service -oriented  constituency  groups  involved  in  substance  abuse  prevention. 

Substance  Abuse  Prevention  Conference  Grants 

The  Conference  grant  program  provides  the  field  a  mechanism  for  information  sharing, 
strategy  development,  network  building,  or  public  policy  deliberations  on  issues  related 
to  substance  abuse  prevention/treatment.     Since  1989,  these  grants  have  supported  over 
120  conferences  on  a  broad  and  diverse  range  of  topics  including  women's  chemical 
dependency,  teen  age  pregnancy,  maternal  substance  abuse  and  its  impact  on  the  infant, 
teenage  substance  abuse  and  the  development  of  community  coalitions.    Many  have  focused 
on  issues  specific  to  particular  ethnic/minority  groups.    Summaries  of  the  conferences 
are  published  in  OSAP's  bimonthly  publication,  Prevention  Pipeline. 

Learning  Community /Grantee  Workshops/Technical  Assistance 

An  integral  component  of  OSAP's  mission  is  the  sharing  of  knowledge  and  experience  among 
demonstration  grant  programs .    The  sharing  has  been  primarily  accomplished  through  the 
establishment  of  the  Learning  Community.    Members  include  OSAP  demonstration  grantees, 
researchers,  foundations,  policy  makers,  community  programs,  prevention  advocacy  groups, 
and  relevant  Federal,  State,  and  local  government  authorities.    These  individuals  and 
groups  work  together  to  develop  and  share  knowledge  concerning  effective  prevention 
strategies,  as  well  as  hypotheses  and  practical  experiences  which,  although  not 
research -gene rated,  may  be  clinically  or  programmatically  valid.    The  Learning  Community 
is  designed  to  promote  problem  solving,  sharing  of  resources  and  materials,  and  skills 
building  among  its'  members. 

In  order  to  facilitate  information  sharing  and  knowledge  transfer,  working  groups  have 
been  formed  in  eight  areas: 

o  School -based  and  dropout  prevention 

o  Prevention  of  substance  abuse  in  the  inner  city 

o  Youth  involved  with  the  juvenile  justice  system 

o  Early  intervention  with  gateway  drugs 

o  Parent  and  family  involvement  in  prevention 

o  Substance  abuse  prevention  programs  targeted  at  0-  to  5-  year  old 

o  Prevention  of  substance  abuse  in  programs  for  children  of  substance  abusing 
parents 

o  Prevention  of  substance  abuse  in  rural  communities 

Additionally,  OSAP  established  Grantee  Workshops  designed  around  the  three  major  OSAP 
programs:    High  Risk  Youth,  Pregnant  Postpartum  Women  and  their  Infants,  and  Community 
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Partnerships.    The  workshops  are  designed  to  assist  grantees  with  both  specific  program 
implementation  issues  and  the  development  and  implementation  of  effective  community 
coalitions.    All  grantees  are  required  to  participate  in  a  series  of  training  and 
informational  workshops  and  plenary  sessions.    Information  is  presented  by  OSAP  staff, 
current  grantees  and  experts  in  the  fields  of  AODA  prevention  and  evaluation. 

Another  component  of  OSAP's  information  sharing  effort  is  the  provision  of  technical 
assistance  to  potential  grantees.    Staff  provides  guidance  to  potential  grantees  in 
applying  for  OSAP  programs.    The  technical  assistance  provided  to  both  grantees  and  non- 
grantees  has  been  and  will  continue  to  be  a  hallmark  of  OSAP  and  each  of  its  individual 
grant  programs.    Together  the  components  ensure  OSAP's  ability  to  be  fully  responsive  to 
the  field. 

V.  Evaluation 

OSAP  has  implemented  a  three -tired  approach  to  evaluation  of  its  demonstration  grant 
programs.    First,  at  the  individual  grantee  level,  all  are  required  to  use  15  percent  to 
20  percent  of  their  grant  funds  for  process  and  outcome  evaluations.    Secondly,  at  each 
program  level,  there  is  a  national -level  systematic  cross-site  evaluation  of  selected 
grantees.    These  evaluations  are  designed  to  evaluate  the  outcome  of  each  program  while 
collecting  baseline  data  and  producing  an  evaluation  design  to  assess  longer  term 
effects . 

Finally,  OSAP  has  undertaken  a  mandated  evaluation  of  prevention  programs  undertaken 
throughout  the  Nation.    This  national  "structured  evaluation"  is  mandated  under  Section 
3522  of  the  Anti-Drug  Abuse  Act  of  1988.    The  legislation  further  mandated  at  least 
three  reports  to  Congress  on  the  status  of  this  evaluation  to  begin  in  1991  with  the 
last  report  due  in  1994.    Results  will  enable  better  targeting  of  limited  resources. 

To  carry  out  this  legislative  mandate,  OSAP  created  a  three-phase  strategy  aimed  at 
implementing  this  effort  in  a  comprehensive  manner.    Phase  I,  initiated  during  FY  1990, 
included  the  development  of  a  compendium  and  analysis  of  the  drug  reduction  prevention 
and  education  projects  and  is  the  subject  of  the  first  report  to  Congress  submitted  in 
November  1991. 

Information  from  this  compendium  database  provides  the  baseline  for  Phase  II,  the  design 
Phase  of  the  evaluation  which  was  completed  in  September  1991.    Phase  III,  implemented 
in  December  1991,  is  the  actual  implementation  of  the  structured  evaluation  which  is 
expected  to  provide  both  qualitative  and  quantitative  information  on  the  Nation's 
education  and  prevention  approaches  to  reduce  drug  abuse.    This  will  be  the  subject  of 
the  second  and  third  reports  to  Congress  due  in  November  1992  and  January  1994. 
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B.  Training 

Authorizing  Legislation  -  Section  508(d)  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Appropriation   Estimate   Decrease 

FTE                    BA  FTE                      BA  FTE                      BA  FTE  BA 

---      $25,986,000  ---        $20,649,000  ---  $20,649,000 

1993  Authorization: 

Section  508(d)    Expired 


Purpose  and  Method  of  Operation 

The  OSAP  training  initiative  is  designed  to  meet  the  training  needs  of  health 
professionals  and  counselors  while  in  formal  training  as  well  as  their  continuing 
substance  abuse  training  needs  after  formal  training  is  completed. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988  

1989   $  5,000,000 

1990   26,034,000 

1991   25,986,000 

1992   20,649,000 


The  National  Training  System 

OSAP's  National  Training  System  has  created  a  four-pronged  training  initiative  that 
provides  substantial  ongoing  support  to  ensure  the  human  resources  needed  to  support 
substance  abuse  programs.     It  also  helps  to  build  the  capacities  of  states  and 
communities  to  support  their  own  prevention  activities,  and  develop  effective  prevention 
systems.    These  initiatives  include:    The  Training  Planning  and  Development  program 
which  develops  and  delivers  prevention  training  to  health  professionals  and  state 
Alcohol  and  Other  Drug  Abuse  (AODA)  prevention  professionals;  Community  Prevention 
Training  which  trains  community  professionals  and  leaders  in  building  community-wide 
prevention  efforts;  the  Faculty  Development  program,  a  collaborative  effort  with  the 
National  Institute  on  Alcohol  Abuse  and  Alcoholism,  which  ensures  appropriate  clinical 
training  for  health  professionals  in  alcohol  and  other  drug  abuse  as  part  of  their 
undergraduate  and  advanced  degree  training  program;  and  Substance  Abuse  Counselor 
training,  a  collaborative  effort  with  the  Office  for  Treatment  Improvement,  to  provide 
early  level  training  in  substance  abuse  prevention. 

Training,  Planning  and  Development 

The  Training,  Planning  and  Development  (TPD)  program  undertakes  needs  assessments  for 
various  prevention  practitioners  as  well  as  the  development,  pilot  testing,  and  training 
delivery  of  curricula. 

The  TPD  program  includes  three  major  target  audiences  with  critical  access  to 
populations  at  risk:    health  care  professionals,  community  leaders  and  prevention 
trainers.    Health  professionals  include  primary  care  professionals  (e.g.  physicians  and 
nurses);  mental  health  professionals  (e.g.  social  workers  and  school  counselors)  and 
AODA  counselors.    The  training  prepares  these  professionals  who  have  access  to  virtually 
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all  members  of  every  high-risk  group  to  introduce  primary,  secondary  and  tertiary 
prevention  practices  into  their  basic  clinical  work.    For  example,  pediatricians  were 
trained  to  ask  questions  about  high  risk  behavior  of  young  adolescents  during  routine 
examinations;    family  physicians  were  trained  to  include  a  detailed  drug  history  in 
their  routine  history  taking;  and  health  care  professionals  were  encouraged  to  follow 
their  cases  after  referral  for  treatment.    Another  goal  of  the  training  is  to 
demonstrate  effective  methods  for  team-work  to  improve  AODA  prevention  services 
delivered. 

The  TPD  program  also  implements  the  State  Agency  Training  of  Trainers  (TOT)  initiative 
which  is  designed  to  provide  support  to  the  State  Prevention  Agencies  in  a  critical 
prevention  area.    Training  is  the  single  most  frequently  used  intervention  in  the 
prevention  field,  and  States  all  have  significant  training  responsibilities  in  their 
communities.    However,  many  States  lack  the  necessary  sophistication  in  this  area.  The 
TOT  program  is  an  intensive  five  day-long  program  which  provides  State-level  trainers 
with  the  skills  to  do  effective  needs  assessments,  design  training  programs  to  meet  the 
needs  of  their  constituents  (rather  than  using  'off  the  shelf  commercially  produced 
training  for  different  audiences),  and  present  training  that  is  used  and  has  an 
effective  impact  in  the  community. 

With  the  4-year  renewal  of  the  TPD  contract  in  1992,  the  program  will  be  continued  under 
a  series  of  new  and  more  flexible  delivery  contracts.    Although  the  emphasis  will  be 
primarily  on  training  delivery,  the  contract  will  utilize  the  original  TPD's  progress  in 
diagnosing,  assessing  needs  and  designing  curricula.    In  addition,  it  will  also 
incorporate  technical  assistance  and  community  training  when  these  now  separate  contract 
initiatives  end  in  1993. 

Under  this  renewal  effort,  training  will  be  delivered  to  the  most  significant  health 
care  provider  organizations,  including  a  training  initiative  focusing  on  organizational 
change  within  health  care  delivery  systems  to  foster  the  daily  use  of  prevention 
principles  throughout  the  health  care  system.     In  addition  the  renewal  initiative  will 
develop  comprehensive  core  prevention  technology  workshops  on  prevention  methods  that 
have  been  selected  by  OSAP  as  having  established  track  records  of  exemplary 
effectiveness  in  communities.    Finally,  the  renewal  TPD  contract  will  develop  a  State 
Training  Capacity  Building  Program  which  will  design  and  deliver  a  wide  range  of  high 
quality  training,  consultation,  organizational  development  and  community  development  to 
all  of  its  communities.    In  total,  it  is  estimated  that  over  37,000  professionals, 
community  leaders,  and  State  agency  personnel  will  receive  training  during  the  contract 
period. 

Community  Prevention  Training 

The  Community  Prevention  Training  Institute  was  developed  to  provide  specialized 
training  to  both  Community  Partnership  grantees  as  well  as  other  communities  that  have 
established  coalitions  to  fight  drug  and  alcohol  abuse.    This  training  effort  assists 
communities  in:     forming  effective  coalitions;  building  a  broad  and  sustainable  base  of 
support;  effectively  assessing  and  planning  for  the  specific  AODA  needs  of  their 
community;  and  implementing  comprehensive  prevention  strategies  that  will  ultimately 
reduce  alcohol  and  other  drug  abuse. 

The  strategies  involved  in  this  effort  are  community  change  strategies.  Communities 
that  have  received  the  first  stage  of  this  training  have  started  to  integrate  prevention 
services  and  support  systems.    The  last  stage  of  the  training  will  teach  them  to 
implement  a  more  cost  effective  distribution  of  community  resources  that  support  these 
systems,  at  all  levels,    creating  effective  and  lasting  community  prevention  systems. 
This  initiative  has  successfully  involved  participants  from  all  the  major  sectors  of  the 
community:  law  enforcement,  health  systems,  government,  education,  community  based 
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organizations,  housing  and  business,  as  well  as  conuiunity  members.     In  1991,  2,855 
people  received  training  in  56  training  events  in  the  general  areas  of  conmunity  AODA 
prevention  strategies,  planning  and  partnership  development,  and  conmunity  mobilization 
for  a  total  of  73,995  participant  training  days.    Almost  all  of  the  participants  (98%) 
rated  the  training  as  "valuable"  or  "very  valuable" . 

Faculty  Development  Program 

The  third  initiative,  the  Faculty  Development  Program,  is  undertaken  collaboratively 
with  the  National  Institute  on  Alcohol  Abuse  and  Alcohol  ism.    This  program  was 
established  in  1989  to  ensure  that  health  professionals  receive  appropriate  clinical 
training  in  advanced  degree  training  programs.    Within  schools  of  medicine,  nursing  and 
social  work,  three  to  five  faculty,  representing  different  clinical  departments  and 
specialties,  dedicate  15-20%  of  their  time  to  a  three  year  program  of  professional 
development  and  curriculum  implementation.     In  1992,  30  institutions  will  receive 
continued  support,  to  train  a  total  of  125  faculty  fellows  and  four  to  five  new  grants 
will  be  awarded.    A  national  evaluation  is  being  implemented  to  assess  the  impact  of  the 
program  on  trainees  and  institutions. 

Counselor  Training 

OSAP's  fourth  initiative  is  a  collaborative  effort  with  the  Office  of  Treatment 
Improvement  to  implement  various  initiatives  designed  to  promote  prevention  and 
treatment  training  of  substance  abuse  counselors  and  prevention/treatment  providers. 
Under  this,  several  initiatives  have  been  implemented  to  date.    The  first,  the  Project 
on  Counselor  Addiction  Training  (PACT),  provides  entry- level  and  non- professional 
counselors  in  the  drug  treatment  field  with  on-going  education  in  all  areas  of  addiction 
treatment.    The  goal  is  to  increase  the  number  of  alcohol/drug  abuse  counselors 
available  to  treatment  facilities.    A  cooperative  effort  involving  the  Office  for 
Population  Affairs  delivers  training  to  family  planning  clinic  staff  to  enhance  their 
ability  to  identify  drug  abusing  women,  provide  family  planning  services  more 
effectively  to  drug  abusers,  and  develop  linkages  with  drug  abuse  treatment  centers. 
Finally,  in  collaboration  with  CDC,  a  minority  fellowship  program  has  been  developed 
which  is  designed  to  increase  the  number  of  health  professionals  entering  the  drug 
addiction  treatment  field  as  well  as  to  increase  their  technical  knowledge  and  clinical 
exposure  with  regard  to  the  identification  and  treatment  of  drug  abuse. 

In  addition  to  these  four  major  initiatives,  the  OSAP  has  also  undertaken  a  four  year 
multi-purpose  evaluation  project  to  assist  in  continually  refining  Training  and 
Technical  Assistance  (T/TA)  services  provided  by  OSAP.    The  entire  context  of  both  the 
evaluation  and  the  research  design  is  built  to  encompass  sensitivity  to  multi- cultural 
issues,  from  service  delivery  to  the  assessment  of  outcomes.    The  "process"  phase  of  the 
evaluation  tracks  the  provision  of  services  all  the  way  through  the  completion  of  the 
training  or  the  technical  assistance  "event,"  no  matter  what  form  it  takes.  Where 
feasible,  longer  term  outcomes  (e.g.,  effects  on  community  organization,  program 
planning,  etc.)  will  be  tracked  and  documented.     Finally,  later  in  the  project,  a 
community  case  study  design  will  involve  the  discovery  of  sites  where  T/IA  services  may 
have  contributed  significantly  to  pertinent  "community  indicators"  (the  "impact"  phase 
of  the  evaluative  research) . 

This  deliberate  and  detailed  tracking  of  participants  and  communities  following  training 
will  provide  necessary  documentation  of  the  benefits  and  necessary  dosages  of  training 
and  TA  needed  to  support  future  prevention  efforts.    With  this  four  year  project  which 
was  launched  in  October  1991,     evaluation  becomes  the  cornerstone  of  training  and 
technical  assistance  activities,  vital  to  not  only  the  development  of  future  OSAP 
training  and  TA  products  under  these  contracts,  but  also  a  source  of  data  for  many 
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health  promotion/disease  prevention  efforts  to  determine  the  ideal  role  for  training  and 
technical  assistance  in  their  prevention  planning  and  programs. 

Rationale  for  Budget  Request 

The  1993  request  provides  a  total  of  $20,649,000,  essentially  the  same  as  in  1992, 
allowing  for  continuation  of  all  ongoing  efforts  under  the  National  Training  System.  No 
new  efforts  are  proposed  for  1993;  the  NTS  will  focus  on  curriculum  development  for 
health  professional  fields  not  yet  addressed  and  provide  an  increased  emphasis  on  the 
delivery  of  training  activities  to  health  care  provider  organizations  substance  abuse 
counselors,  prevention/treatment  and  other  health  care  providers,  and  faculty  fellows. 
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C.     Prevention  Management  and  Support 

Authorizing  Legislation  -  Section  508(d)  of  the  Public  Health  Service  Act. 

FY  1991                        FY  1992  FY  1993                     Increase  or 

 Actual   Appropriation   Estimate    Decrease 

FTE .                   BA         FTE                    BA  FTE                      BA         FTE  BA 

165      $14,180,000         170      $16,026,000  190       $16,843,000         +20  +$817,000 


1993  Authorization: 

Section  508(d)   Expired 


Purpose  and  Method  of  Operation 

This  activity  provides  for  management  of  OSAP's  programs.    Included  are  the  salaries  and 
support  costs  for  the  staff  who  provide  program  monitoring  as  well  as  the  technical, 
managerial,  and  administrative  support  in  the  development  and  implementation  of  OSAP's 
programs  and  the  staff  who  manage  the  grant  review  and  award  process.    OSAP  will 
continue  to  augment  its  staff  expertise  with  that  of  outside  experts  who  assist  in 
assessing  the  state  of  knowledge  in  the  prevention  area. 

Funding  levels  for  the  past  six  fiscal  years  are  as  follows: 

Amount  FTE 

1988                                                      $7,308,000  50 

1989                                                         9,434,000  75 

1990                                                      11,796,000  120 

1991                                                      14,180,000  165 

1992                                                      16,026,000  170 

Rationale  for  Budget  Request 

The  1993  request  reflects  a  net  increase  of  $817,000  for  a  total  of  $16,843,000  in  1993. 
The  increase  will  provide  for  built-in  increases  in  such  items  as  office  space  rent  and 
phone  usage.    The  request  also  includes  20  additional  FTEs  for  critical  management  and 
monitoring  support  of  OSAP's  developing  ongoing  programs  as  well  as  the  new  Residential 
Women  and  Children  program  and  the  Community  Partnership  Study  Program.    Also  included 
are  positions  in  support  of  the  Associate  Administrator  for  Prevention,  an  ADAMHA- level 
office,  which  is  charged  with  implementing  the  Department's  Healthy  People  2000 
Objectives.    To  accommodate  these  absolutely  essential  resource  needs,  the  OSAP  will 
need  to  decrease  its  printing  budget. 
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Summary  of  Chang.es 

The  1993  request  of  $16,843,000  reflects  an  increase  of  $817,000  over  1992.  The 
changes  are  identified  as  follows: 

Built-in  Increases: 


Annualization  of  January  1992  pay  increase   +$198,000 

January  1993  pay  increase   +292,000 

Within  grade  increases   +81,000 

Increased  PHS  Service  and  Supply  Fund   +116,000 

Increased  FTS  Costs   +4,000 

Working  Capital  Fund  Transfer   +2,000 

Increased  Rental  Payments  to  GSA                                                               .  +36,000 

Increased  cost  of  non-pay  items  including  equipment  and  other  supplies.  +183,000 

Annualization  of  new  FTEs  in  1992   +  100,000 

Subtotal,  Built-in  Increases   +1,012,000 

Program  Increase: 

Support  for  20  new  FTEs  and  travel  associated  with  increased  technical 

assistance   +1,273,000 

Total,  Increases   +2,285,000 

Built-in  Decrease: 

One  less  day  of  pay   -39,000 

Program  Decrease: 

Decreased  printing  costs   -1.449.000 

Total,  Decreases    -1,468.000 

Total,  Net  Change  ....  +$817,000 


53-634  0—92  32 
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ALCOHOL,  DRUG  ABUSE  AND  MENTAL  HEALTH  ADMINISTRATION 


Budget  Authority  by  Mechanism  -  OTI 

(Dollars  in  thousands) 


Appropriation 


1992 
Current  Estimate 


1993 
Estimate 


Treatment  Improvement  Programs: 
Target  Cities  (Crisis  Areas): 
Cooperative  Agreements: 

Continuations  

Competing  

Subtotal,  Coop  Agree  

Contracts  

Total,  Target  Cities  

Critical  Populations  Program: 
Grants: 

Continuations  

Competing  

Subtotal,  Grants  

Contracts  

Total,  Critical  Pops  

Criminal  Justice  Program: 
Grants: 

Continuations  

Competing  

Subtotal,  Grants  

Contracts  

Total,  Criminal  Justice  

Campus  Project: 
Cooperative  Agreements: 

Continuations  

Competing  

Subtotal,  Coop  Agree  

Contracts  

Total,  Campus  Projects  

Comprehensive  Community 
Treatment  Program  (CCTP) : 
Grants: 

Continuations  

Supplements  

Competing  

Subtotal,  Grants  

Contracts  

Total,  CCTP  

AIDS  Outreach  Demonstrations: 
Grants: 

Continuations  

Supplements  

Competing  

Subtotal,  Grants  

Contracts  

Total,  AIDS  Outreach  

Total,  Treatment  Improvement... 


No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

8 

$29,039 

8 
1 

$30,201 
3  190 

8 

$30,201 
3  190 

1 

Q 

$3,308 
33  807 

8 

9 

29,039 
2,257 

9 
9 

33,391 
2,595 

9 
9 

33.391 
2,595 

9 
9 

37J15 
2,885 

17 

31,296 

18 

35.986 

18 

35,986 

18 

40,000 

35 
32 

23,468 
12  507 

67 

35,975 

67 

35,975 

32 
64 

12.970 
44  252 

67 
4 

35,975 
2,070 

67 
4 

35,975 
2,070 

67 
4 

35,975 
2,070 

96 
4 

57.222 
3,280 

71 

38,045 

71 

38,045 

71 

38,045 

100 

60,502 

19 
17 

7,707 
6,370 

36 

14,077 

36 

14,077 

17 
37 

6,606 

15,582 

36 
6 
42 

14,077 
1,842 
15,919 

36 
6 
42 

14,077 
1,842 
15,919 

36 
6 
42 

14.077 
1,842 
15.919 

54 
6 
60 

22,188 
2,823 
25,011 

2 

17,258 

2 

17,258 

2 

17,258 

2 

17,897 

2 
4 

17,258 
730 

2 
4 

17,258 
730 

2 
4 

17,258 
730 

2 
4 

17,897 
757 

6 

17,988 

6 

17,988 

6 

17,988 

6 

18,654 

1 

(7) 

2,385 
1.660 

1 

0) 
5 

2,385 
60 
1,600 

1 

(1) 
5 

2,385 
60 
1,600 

6 
(1) 
12 

4,132 
62 
8,000 

1 

25 

4,045 
7,365 

6 

25 

4.045 

7,075 

6 
25 

4,045 
7,075 

18 

25 

12,194 
7,348 

26 

11,410 

31 

11,120 

31 

11,120 

43 

19,542 

2 

1,857 

(25) 

9,839 

16 

10,241 

16 

10,620 

2 

11,696 

16 

10,241 

16 

10,620 

1 

1,318 

3 

13,014 

16 

10,241 

16 

10,620 

165 

127,672 

168 

119,058 

184 

129,299 

243 

174,329 
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Budget  Authority  by  Mechanism  -  Continued 
(Dollars  in  thousands) 

1991  1992                       1992  1993 

Actual   Appropriation         Current  Estimate  21  Estimate  

No.           Amount  No.           Amount   No.           Amount    No.  Amount 

B.  Treatment  Capacity  Expansion: 
Waiting  Period  Reduction  Program: 

Grants: 

Continuations   38  $37,920       

Competing           

Subtotal,  Grants   38  37,920       

Contracts    1  625_        

Total,  Waiting  Period   39  38,545       

Capacity  Expansion  Program:  1/ 
Grants: 

Continuations                                                                                                                      20  $9,333 

Competing       20_  $9,000       20  $9,000   56_  75,767 

Subtotal,  Grants                                                      20  9,000       20  9,000       76  85,100 

Contracts            1  900 

Total,  CEP                                                                20  9,000        20  9,000        77  86,000 

Total.  Treatment  Programs   204         166,217      188         128,058      204         138,299      320  260,329 

FTE  FTE  FTE  FTE 

C.  Program  Management  &  Support:       (58)  5,386       (91)  7,472       (94)  7,656     (144)  14,090 

D.  ADMS  Block  Grant   (7)      1,268,653       (18)      1,360,000       (18)      1,360,000       (18)  1,360,000 

(Set-Aside  @  5%  non-add)   (63,433)  (68,000)  (68,000)  (68,000) 


Total,  OTI  (FTE)   (65)    $1,440,256      (109)    $1,495,530      (112)    $1,505,955      (162)  $1,634,419 

(HIV  non-add)   (3)         (13,191)     (3)         (10,425)        (3)  (10,811) 


1/    Includes  $9,000,000  and  $20,000,000  to  be  transferred  from  the  Office  of  National  Drug  Control  Policy  Special 
Forfeiture  Fund  for  1992  and  1993  respectively. 


21    Relects  transfer  of  $10,425,000  and  3  FTEs  from  NIDA  to  OTI  for  the  AIDS  Outreach  Demonstration  Program. 
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OVERVIEW 

In  the  first  three  years  of  its  existence,   the  Office  for  Treatment 
Improvement  (OTI)  has  solidly  established  itself  as  the  Federal  leader  in 
improving  and  expanding  the  nation's  publicly- funded  substance  abuse  treatment 
programs.     Because  of  its  clear  and  timely  leadership  in  the  treatment  field 
and  its  funding  support  to  the  States  for  innovative  and  workable  model 
treatment  demonstration  programs,  the  Office  for  Treatment  Improvement  enters 
1993  with  the  intent  of  capitalizing  on  its  gains  and  providing  even  greater 
support  and  guidance  to  the  field. 

OTI  considers  1993  a  pivotal  year  in  its  ability  to  coalesce  the  nation's 
disparate  efforts  to  improve  and  expand  drug  treatment  and  is  facing  the 
opportunity  of  achieving  success  in  reaching  the  nation's  drug  control 
priorities . 

The  nation's  health  care  system  continues  to  be  severely  strained  by  both  the 
immediate  care  needs  of  emergency  cases  of  drug  abuse  and  the  longer-term 
treatment  and  aftercare  needs  of  those  seeking  to  break  away  from  their 
addiction.     The  current  drug  treatment  system  desperately  needs  to  be  upgraded 
to  provide  the  necessary  quality  and  capacity  to  effectively  treat  the 
nation's  drug  abusers.     Both  the  recent  (December  1991)  Household  Survey  and 
the  Drug  Abuse  Warning  Network  report  a  substantial  increase  of  cocaine  and 
heroine  abuse  in  the  population  groups  that  can  least  afford  the  many  problems 
caused  by  addiction.     These  populations,   including  blacks,  unemployed,  and 
persons  over  35,  are  the  ones  most  likely  to  utilize  the  network  of  drug 
treatment  facilities  addressed  in  OTI  initiatives. 

Because  approximately  18  percent  of  the  Nation's  treatment  costs  are  paid  from 
OTI  managed  funds,   including  the  ADMS  block  grant  (12  percent),   the  Federal 
government  can  exert  a  major  influence  on  the  amount  of  treatment  capacity 
available  in  the  U.S.   and  its  level  of  quality.     Federal  funding,   through  OTI, 
supports  treatment  providers  through  a  State  block  grant  mechanism  as  well  as 
through  discretionary  grant  and  contract  programs. 

While  there  were  sizable  increases  in  block  grant  funding  in  1990,   1991  and 
1992,   the  budget  request  for  1993  is  at  the  same  level  as  1992.     The  major  new 
treatment  initiative  proposed  for  1993  is  the  Capacity  Expansion  Program 
(CEP),  which  is  estimated  to  provide  approximately  15,616  new  treatment  slots. 
These  slots  will  serve  a  total  of  43,700  persons  who  suffer  from  drug  abuse. 
The  proposed  CEP  is  addressed  in  more  detail  in  the  Treatment  Capacity 
Expansion  section  of  this  budget  request. 

The  Mission  of  the  Office  for  Treatment  Improvement 

The  central  mission  of  the  Office  for  Treatment  Improvement  is  to  improve  and 
expand  publicly- supported  substance  abuse  treatment  based  on  the  OTI 
comprehensive  care  model.     OTI  is  targeting  its  efforts  toward  those  critical 
geographic  areas,  population  groups,   and  social,   medical,   and  financing 
structures  that  are  central  to  both  the  problem  and  solution  of  the  nation's 
drug  abuse  crisis. 
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The  overall  goals  of  the  Office  for  Treatment  Improvement  (OTI)  are  to: 

1)  Improve  treatment  effectiveness  and  efficiency  by  assuring  that 
publicly- supported  treatment  providers  deliver  the  highest  quality 
service  possible  at  an  affordable  cost  to  those  individuals  suffering 
from  ADM  disorders; 

2)  Expand  treatment  access  and  capacity  by  assuring  that  all  those  who  are 
afflicted  have  knowledge  of  and  access  to  treatment  and  that  the 
publicly-supported  treatment  infrastructure  has  qualified  staff  and 
appropriate  facilities  so  that  all  who  seek  treatment  can  be  served;  and 

3)  Reduce  the  external  costs  of  addiction  by  decreasing  the  societal  costs 
of  drug  abuse  in  areas  such  as  crime,  employment,  AIDS/HIV,  neonatal 
care,  and  welfare. 

Several  key  objectives  have  been  established  by  OTI  to  meet  these  goals.  They 
are  to: 

1)  Develop  the  treatment  infrastructure  through  the  enlargement  and 
strengthening  of  the  present  by  assisting  publicly-supported  treatment 
delivery  system  in  which  treatment  services  are  locally  provided  through 
the  States,   local  governing  bodies,  or  private  organizations; 

2)  Enhance  the  coordination  of  services  and  expand  and  improve  treatment 
for  at-risk  populations  by  a)  assisting  treatment  providers  with  the 
introduction  of  more  effective  and/or  efficient  technology  that  is 
research-driven,  b)  furnishing  funds  to  increase  capacity  and  enhance 
quality  of  treatment,   and  c)  facilitating  communication  and  networking 
between  and  among  discrete  care  providers  and  State  and  local 
governments  and, 

3)  Strengthen  the  conduit  for  research  and  technology  transfer  by  finding 
better  ways  to  fund  and  deliver  more  and  higher  quality  treatment 
services . 

Targeting  of  Resources  by  the  Office  for  Treatment  Improvement 

OTI  is  concentrating  its  efforts  to  reduce  both  the  demand  for  drugs  and  the 
direct  and  indirect  costs  of  addiction  in  direct  support  of  the  President's 
Drug  Control  Strategy. 

The  OTI  program  consists  of  three  major  activities  -  treatment  improvement 
programs,   treatment  capacity  expansion  programs,   and  the  ADMS  Block  Grant: 

1)        Treatment  Improvement  Program  grants,  cooperative  agreements,  and 
contracts,   funded  through  the  States,   are  used  for  both  model 
demonstration  treatment  programs  and  other  programs  intended  to  improve 
and  expand  treatment.     States  and  other  service  providers  are  encouraged 
to  replicate  the  demonstration  programs  with  the  assurance  that  they  are 
of  proven  design  and  have  been  carefully  evaluated.     Generally,  the«se 
programs  are  intended  to  be  only  short-term  demonstrations  and  it  is 
expected  that  the  States  will  continue  funding  those  programs  which  meet 
their  treatment  goals. 
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2)  Treatment  Capacity  Expansion  Program  grants  and  contracts  are  used  to 
fund  an  increase  of  treatment  capacity  in  areas  of  critical  need  (both 
geographic  and  demographic) .     This  is  a  State  matching  program  and  is 
intended  to  stimulate  the  funding  of  additional  long-term  treatment 
services  by  the  States. 

3)  The  Alcohol,  Drug  Abuse,  and  Mental  Health  Services  (ADMS)  Block  Grant 
provides  funds  to  States  to  support  alcohol,  drug  abuse,  and  mental 
health  prevention,   treatment,  and  rehabilitation  services.     These  grants 
are  considered  the  primary,  long-term  funding  source  for  Federal  support 
to  the  States  for  the  publicly- supported  treatment  and  prevention  ADM 
programs  within  each  State.     The  ADMS  Block  Grants  are  allocated  to  the 
States  through  a  Congressionally-mandated,  population-based  formula  that 
is  weighted  for  urban  and  young  populations. 
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A.         Treatment  Improvement  Programs 

Authorizing  Legislation  -  Sections  301  and  509G  of  the  Public  Health  Service 
Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Current  Estimate   Estimate  Decrease 

FTE  BA        FTE  BA      FTE  BA      FTE  BA 

---     $127,672,000      ---      $129,299,000      ---     $174,329,000      ---  +$45,030,000 

1993  Authorization: 

Section  509G    Expired 


Purpose  and  Method  of  Operation 

Programs  in  this  activity  provide  demonstrations  of  new  and  innovative  drug 
abuse  treatment  approaches,   derived  from  proven  research,   in  replicable 
circumstances,   that  are  known  to  be  cost-effective  methods  of  curbing 
addiction  and  addiction-related  behaviors,  such  as  criminal  activity  and  the 
spread  of  HIV/AIDS.     The  immediate  objectives  are  to  increase  the  number  of 
persons  being  treated,  reduce  their  relapses,  and  keep  the  treatment  cost 
effective . 

Funding  levels  for  the  past  five  fiscal  years  1/  were  as  follows: 


Amount  FTE 

1988   $41,082,000 

1989    44,613,000 

1990.   100,238,000 

1991  ,.  .-   127,672,000   

1992   129,299,000 


1/        A  comparable  adjustment  was  made  for  all  years  to  include  the  AIDS 

Outreach  Demonstration  Program.  This  program  is  proposed  for  transfer 
to  OTI  from  NIDA. 

There  are  six  primary  components  of  the  OTI  discretionary  program. 

1 .        Treatment  Programs  In  Crisis  Areas  (Target  Cities) 

Treatment  grants  to  crisis  areas  ("Target  Cities")  are  designed  to  strengthen 
the  drug  abuse  treatment  infrastructure  in  selected  large  metropolitan  areas 
with  critical  drug  abuse  treatment  needs.     By  implementing  systemic 
improvements  in  these  cities'  existing  drug  treatment  programs,   the  Target 
Cities  Program  works  to  ensure  that  drug  abuse  patients  receive  more  timely 
and  effective  treatment,  with  the  ultimate  goal  of  mainstreaming  drug  abuse 
treatment  into  the  primary  health  care  systems  of  the  cities. 

Target  City  awards  are  made  to  the  respective  State  drug  abuse  agency,  which 
then  provides  the  funds  to  the  previously- selected  city  within  the  State. 
While  the  conduct  of  each  cooperative  agreement  lies  with  the  State  and  the 
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target  city,  Federal  staff  play  a  major  role  in  guiding  the  program.  OTI 
facilitates  coordination  between  these  programs  and  other  ADAMHA  treatment 
improvement  programs,  and  in  making  available  expert  consultation  to  assist 
States  and  communities  in  improving  drug  treatment.     A  policy  steering  group 
composed  of  State,  city  and  county  staff,  treatment  and  allied  organizations, 
and  OTI  oversee  the  grantee's  activities. 

Awards  have  been  made  to  Albuquerque,  Atlanta,  Baltimore,  Boston,  Los  Angeles, 
Milwaukee,  New  York,  and  San  Juan.     A  ninth  city,  Philadelphia,  has  been 
funded  in  1992. 

These  cooperative  agreements  offer  the  cities,  States,  and  Federal  government 
an  opportunity  to  redress  the  enormous  drug  problems  that  exist  in  large  urban 
areas.     Close  collaboration  among  the  different  levels  of  government  allows 
strategic  improvements  in  treatment  that  will  be  a  model  for  other  cities  to 
follow  and  should  change  the  features  of  urban  drug  treatment  systems 
throughout  the  nation. 

Funds  are  specifically  used  to  develop  central  intake  units;   improve  treatment 
facilities;   improve  patient  tracking  systems;   train  staff;  coordinate  health, 
human  services,  education,  criminal  justice,  and  other  providers  of  treatment; 
integrate  treatment  into  the  general  health  system;   improve  outreach;  provide 
sustained  aftercare  programs;  and  institute  special  initiatives  to  serve 
critical  populations,  such  as  perinatal  women,  substance -exposed  infants, 
adolescents,  co-morbid  populations,  and  racial  and  ethnic  minorities. 

Establishment  of  central  intake,  assessment,  and  referral  systems  is  a 
mandatory  component  of  the  program.     The  central  intake  concept  provides  a 
broad  array  of  testing  services  to  each  individual  entering  the  system, 
including  HIV  antibody  testing  for  all  persons  who  are  at-risk.  Central 
intake,   through  the  use  of  automated  client  referral  and  tracking  systems, 
facilitates  better  treatment-patient  matching  and  more  rapid  referral  to 
treatment  services.     Their  presence  in  urban  areas  should  expedite  a  solution 
to  the  existing  maldistribution  of  capacity  and  thereby  ensure  a  reduction  in 
the  average  waiting  time  for  treatment. 

2 .         Treatment  Programs  for  Critical  Populations 

The  OTI  efforts  directed  at  selected  population  groups  that  have  an  acute  need 
for  assistance  in  treating  drug  abuse  recognize  that  some  populations  operate 
mostly  outside  established  delivery  systems  and  are  in  need  of  special 
assistance  to  be  able  to  receive  treatment.     The  goal  of  OTI 's  grant  program 
for  "critical  populations"  is  to  establish  national  prototypes  for  providing  a 
continuum  of  comprehensive  therapeutic  services  coupled  with  aftercare  to 
improve  treatment  outcomes  for  populations  determined  to  be  in  critical  need 
of  assistance.     Awards  are  made  to  States  for  existing  local  treatment 
programs  ("sub-applicants")  within  the  State. 

These  demonstration  grant  awards  for  treatment  program/treatment  system 
enhancements  are  geared  toward  the  following  critical  populations: 
adolescents,  racial  and  ethnic  minorities,  and  residents  of  public  housing. 
The  homeless,   rural  populations,  and  patient  subgroups  with  a  high  incidence 
of  physical  and  mental  illnesses  or  AIDS,   in  addition  to  substance  abuse 
disorders,   receive  special  attention  under  this  program.     This  program 
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supplements  the  funding  of  existing  treatment  programs  to  bring  them  up  to  the 
OTI  Comprehensive  Model  Standard.     The  following  service  components  are 
included  in  the  Standard: 

1)  enhanced  outreach  methods, 

2)  provision  of  on-site  primary  and  preventive  medical  care  and 
provision  of,  or  establishment  of  formal  arrangements  for  acute 
medical  care, 

3)  testing  for  HIV/AIDS  and  sexually  transmitted  diseases, 

4)  staff  training, 

5)  health  education  (includes  AIDS  education), 

6)  life  and  social  skills  development  and  family  counseling, 

7)  educational  and  vocational  counseling, 

8)  enhanced  aftercare  (to  include  drug-free  cooperative  housing  and 
post-residential  treatment), 

9)  psychological  and  psychiatric  services  for  patients  with  mental 
disorders , 

10)  facility  improvements, 

11)  day  care  services, 

12)  legal  services  and  liaison,  and 

13)  evaluation. 

These  demonstration  programs  expand  and  improve  drug  abuse  treatment  projects 
for  these  critical  populations,   enhance  the  continuum  of  care,   and  establish 
linkages  and  coordination  with  a  wide  array  of  health,  mental  health,  drug 
treatment,   family,   education,  vocational  training,   and  social  services  to 
effectuate  a  strong  network  of  support  services  for  the  target  populations. 

3 .  Treatment  Programs  in  Criminal  Justice  Settings 

Drug  abusers  who  have  been  identified  through  the  criminal  justice  system  are 
being  emphasized  since  it  is  widely  recognized  that  more  than  50  percent  of 
the  persons  entering  this  system  have  drug  abuse  problems.     OTI  has 
established  programs  directed  at  improving  treatment  for  inmates, 
probationers,  parolees,  and  juveniles;  as  well  as  improving  the  coordination 
of  comprehensive  services  within  State  and  local  criminal  justice  systems. 

These  demonstrations  are  in  one  or  more  of  the  following  areas: 

1)  improved  coordination  of  all  facets  of  the  criminal  justice  system 
(i.e.,  courts,  prisons  and  jails,  social  services,  and  treatment 
systems) , 

2)  policies  and  procedures  for  deferring  arrestees  into  treatment  in 
lieu  of  incarceration, 

3)  on-site  provision  of  drug  treatment  services  in  a  prison  or  jail 
setting, 

4)  primary  medical  care  (including  HIV/AIDS  testing,  counseling  and 
prevention) ,  and 

5)  educational  counseling  and  job  training  services. 

4 .  Treatment  Programs  in  Campus  Settings 


The  drug  treatment  "Campus"  demonstration  project  is  an  innovative  approach  to 
serving  drug  patients  in  a  single  facility  with  a  range  of  state-of-the-art 
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treatment  methods  and  associated  social  services.     The  campus  projects  are  in 
settings  where  several  treatment  providers,  sharing  certain  common  resources, 
deliver  residential  treatment  services  for  drug  abuse.     This  demonstration 
permits  the  comparison  and  evaluation  of  alternative  approaches  to  treatment 
using  scientifically  valid  methods  of  comparison  and  recognizes  that 
residential  treatment  programs  can  induce  substantial  and  long  lasting 
reductions  in  drug  use  and  criminal  behavior  among  those  who  remain  in 
treatment  for  more  than  90  days . 

OTI  has  established  two  Treatment  Campus  demonstrations,  one  in  Secaucus,  New 
Jersey  and  the  other  in  Houston,  Texas.     Each  campus  consists  of  5  to  8 
distinct  service  providers  that  occupy  a  large,  common  facility.  Central 
intake,  patient  assessment,  referral,  and  program  evaluation  are  on-site. 
Treatment  providers  jointly  utilize  central  intake,  food,  recreational  and 
commissary  facilities  but  are  otherwise  autonomous.     Each  campus  has  a  maximum 
treatment  capacity  of  500  patients. 

The  goals  of  the  project  are  to: 

1)  enhance  treatment  capacity; 

2)  improve  the  quality  of  treatment,  especially  through  provision  of 
primary  medical  care  and  HIV/AIDS  testing,  counseling  and 
prevention;  and, 

3)  create  a  controlled  environment  for  assessment  and  evaluation  of 
the  efficacy  of  differing  approaches  to  treatment  service 
provision. 

5 .         Other  Comprehensive  Community  Programs 

OTI  has  a  number  of  special  initiatives  and  planning  efforts  underway,  all  of 
which  are  designed  to  improve  the  effectiveness,  efficiency,  and 
comprehensiveness  of  treatment  services. 

a .        The  Primary  Care  Provider/Substance  Abuse  Linkage  Initiative 

This  initiative  is  designed  to  strengthen  the  linkages  between  the 
primary  health  care  providers  and  alcohol,  drug  abuse,  and  mental  health 
(ADM)  treatment  providers.     The  goals  of  this  initiative  are  to: 

1)  foster  increased  awareness  of  addiction  and  addiction- related 
disorders  within  the  mainstream  primary  health  care  community, 

2)  encourage  health  care  practitioners  to  provide  appropriate 
addiction  interventions  within  the  context  of  health  care 
treatment  milieus, 

3)  encourage  physicians,  psychiatrists,  and  allied  health 
professionals  to  seek  professions  in  the  addiction  treatment 
field,  and 

4)  ensure  that  a  broad  array  of  primary  health  care  services  are 
provided  in  the  context  of  addiction  treatment  settings  and  vice 
versa . 

The  Linkage  Initiative  consists  of  incremental  phases,  each  of  which 
builds  upon  the  information  and  experience  gained  by  the  previous 
component.     The  initiative  began  with  regional  work  groups  of  medical 
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and  ADM  consortia  and  practitioners.     These  work  groups  identified  major 
issues,  barriers  and  constraints  which  interfere  with  close  and 
essential  collaboration  between  primary  medical  care  and  ADM  providers. 

A  Secretarial  Conference  on  Primary  Care  and  Substance  Abuse  Linkage 
(February  1992)  concerning  how  to  proceed  with  integration  of  these  two 
health  care  systems  is  the  second  phase  of  the  initiative,  after  which 
follow-up  conferences  to  evaluate  the  implementation  of  the 
recommendations  from  the  National  Conference  will  be  held. 

A  National  steering  committee  will  also  be  formed,   followed  by  the 
development  and  publication  of  consensus  documents.     The  last  component 
of  the  initiative,  to  be  implemented  in  1993,   is  a  demonstration  grant 
program  that  will  focus  upon  the  delivery  of  primary  health  care 
services  in  ADM  treatment  environments.     HIV/AIDS  testing,  counseling, 
prevention  and  treatment  will  constitute  requisite  components  of  this 
program. 

b .         Training  and  Development  for  Treatment  Staff  and  Allied  Health 
Professionals 

OTI ,   in  collaboration  with  the  Office  for  Substance  Abuse  Prevention's 
(OSAP)  National  Training  System,   is  currently  striving  to  address  the 
broad  training  and  education  needs  of  the  treatment  field.  Training, 
considered  in  its  broader  context,   includes  encouragement  and 
recruitment  of  students,  medical  professionals,  and  other  service 
providers  into  the  drug  abuse  field,   as  well  as  the  more  traditional 
curriculum  development,   continuing  education,  and  in-service  clinical 
training  efforts.     Several  specific  training  programs  described  below 
have  already  been  implemented  as  a  precursor  to  the  start  of  a  long- 
term,   ongoing  national  treatment  training  strategy. 

1)  In  order  to  meet  the  demand  for  more  trained  substance  abuse 
counselors  in  the  treatment  field,  OTI  implemented  a  nationwide 
counselor  training  effort  in  1991.     Training  is  directed  at  the 
beginning  (entry  level  to  three  years  experience)  counselor  so 
that  they  may  better  diagnose  and  treat  alcohol  and  drug  abusers. 
This  will  enable  more  substance  abusing  individuals  seeking 
treatment  to  have  improved  access  to  that  treatment.     The  program 
is  identifying  training  needs  across  the  country,   recruiting  and 
encouraging  local  program  involvement,   and  offering  career 
development  and  assistance  to  substance  abuse  counselors. 

2)  OTI  has  implemented  a  program  designed  to  expose  minority  medical 
students  to  addiction  treatment  environments  through  participation 
in  summer  fellowships  in  addiction  treatment  programs.   In  FY  1991 
this  fellowship  program  was  expanded  to  support  additional 
students  throughout  the  academic  year. 

3)  OTI,   in  collaboration  with  the  Office  of  Population  Affairs, 
supported  a  program  designed  to  provide  training  to  family 
planning  clinic  staff  to  enhance  their  ability  to  identify  drug 
abusing  women,  provide  family  planning  services  more  effectively 
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to  drug  abusers,  and  develop  linkages  with  drug  abuse  treatment 
centers. 

c .  The  D.C.  Initiative 

OTI  is  collaborating  with  NIDA  to  implement  a  treatment  improvement 
project  in  the  District  of  Columbia.     Under  this  effort,  NIDA  grants  for 
establishment  of  central  intake  and  referral  services  and  two  outpatient 
programs  will  be  coupled  with  OTI  resources  for  creation  of  a 
residential  treatment  facility,  aftercare,  and  other  treatment  program 
enhancements.     The  residential  component  emphasizes  provision  of  primary 
medical  care,   testing  for  HIV  infection,  HIV/AIDS  counseling  and 
prevention  and  provision  of  prophylactic  medications.     The  primary 
emphasis  of  this  program  is  treatment  capacity  expansion  for  the 
District  of  Columbia  and  medications  research. 

d .  Other  Treatment  Improvement  Initiatives 

OTI  is  working  with  the  National  Institute  on  Mental  Health  to  design 
co-morbidity  demonstrations  that  test  the  efficacy  of  treatment  for 
patients  who  suffer  from  mental  illnesses  in  addition  to  addictive 
disorders  (emphasis  is  on  the  Native  Americans  and  adolescent 
populations) . 

OTI  is  supporting  a  project  directed  at  perinatal  women  and  their 
substance-exposed  infants   (in  collaboration  with  NIDA,  OSAP,  ACYF,  and 
NICHD)   so  that  a  comprehensive  array  of  addiction,  health,  mental 
health,   and  social  services  are  available  and  accessible  to  them. 

A  series  of  initiatives  designed  to  link  Headstart  agencies   (ACYF)  with 
the  treatment  provider  network  has  been  implemented.     This  effort  will 
improve  the  detection,   referral,   and  treatment  of  dependent  mothers. 

With  the  Department  of  Labor,  OTI  has  begun  an  effort  to  design 
demonstration  programs  that  illustrate  and  assess  the  efficacy  and  cost- 
effectiveness  of  linking  addiction  treatment  resources  with  labor 
training  programs,   such  as  the  existing  residential  youth  Job  Corps 
program . 

OTI,  with  the  Department  of  Defense  and  GSA,    is  involved  in  an  ongoing 
effort  to  explore  the  use  of  ex-military  facilities  as  sites  for  drug 
treatment  programs . 

In  an  attempt  to  provide  comprehensive  substance  abuse  services  to 
residents  of  public  housing,  OTI  will  collaborate  with  the  Department  of 
Housing  and  Urban  Development   (HUD)   to  make  treatment  and  other  social 
services  more  easily  accessible  to  this  population.     OTI  will  also  work 
with  HUD  to  provide  homeless  drug/alcohol  dependent  patients  with 
housing  opportunities  that  will  enable  them  to  gain  self-sufficiency. 

OTI  will  also  work  with  other  agencies  such  as  the  Social  Security 
Administration  and  the  Department  of  Justice  in  an  effort  to  improve 
drug  abuse  treatment  services,   including  referral  and  monitoring,  for 
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addicted  disabled  individuals  and  those  involved  in  the  criminal  justice 
system. 

6 .         AIDS  Outreach  Demonstration  Projects 

AIDS  Demonstration  Projects  have  been  managed  by  the  National  Institute  on 
Drug  Abuse  in  previous  years.     In  1992,   this  responsibility  is  to  be 
transferred  to  OTI ;   therefore,  all  1993  estimates  include  funding  for  this 
program  in  OTI.     In  addition,   1991  data  has  been  adjusted  in  both  NIDA  and  OTI 
to  reflect  this  realignment. 

The  Office  for  Treatment  Improvement  supports  treatment  and  outreach  services 
for  drug  abusers  in  an  effort  to  combat  drug  addiction.     Studies  have  shown 
that  successful  drug  abuse  treatment  and  prevention  strategies  have  a 
considerable  influence  on  the  spread  of  HIV/AIDS.     Consequently,  OTI's 
programs  have  the  opportunity  to  impact  on  the  spread  of  AIDS. 

HIV  is  spread  directly  from  injecting  drug  users  to  their  needle  -  sharing 
partners  via  contaminated  needles,   and  through  un-safe  sexual  practices 
associated  with  drug  and  alcohol  abuse.     Drug  users  currently  comprise  the 
second  largest  and  fastest  growing  group  at  risk  for  AIDS  and  represent  more 
than  one-quarter  of  diagnosed  AIDS  cases  in  the  United  States.     The  Office  for 
Treatment  Improvement  is  committed  to  developing  strategies  designed  to 
prevent  and  reduce  the  spread  of  AIDS  among  all  drug  users. 

There  is  a  particular  need  to  reach  drug  and  alcohol  users  who  are  .not  in 
treatment.     As  drug  abuse  treatment  resources  expand,   it  will  be  important  to 
target  additional  funds  toward  outreach  activities  designed  to  attract  this 
high  risk  population  into  treatment,   as  well  as  to  expand  treatment 
opportunities  for  this  population. 

It  appears  that  community-based  programs  afford  the  best  opportunity  for 
expanding  and/or  establishing  alcohol  and  other  drug  treatment  and  outreach 
activities.     Many  community-based  treatment  programs  which  provide 
intervention  and  outreach  services  could  be  modified  and  expanded  to  help  meet 
the  AIDS  crisis.     This  grant  program  is  intended  to  help  communities  establish 
outreach  and  intervention  services,  organize  existing  resources,  and  add  basic 
components  that  do  not  currently  exist  for  drug  users  and  other  target 
populations  who  are  at  risk  for  HIV/AIDS. 

Rationale  for  the  Budget  Request 

The  1993  budget  request  for  treatment  improvement  programs  proposes  a  net 
increase  of  $45,030,000  (34.8  percent)  over  1992.     This  increase  would  be 
distributed  as  follows:     the  treatment  grants  to  crisis  areas  program 
increases  by  $4,014,000;   the  critical  population  program  increases  by 
$22,457,000;   the  criminal  justice  program  increases  by  $9,092,000;   the  Campus 
projects  increase  by  $666,000;   the  Comprehensive  Community  treatment  programs 
increase  by  $8,422,000;   and  AIDS  Outreach  programs  increase  by  $379,000. 

The  1993  request  for  treatment  grants  to  target  cities,   $40,000,000,  will 
provide  for  continuation  of  this  program.     The  original  eight  target  cities 
will  recompete,   in  addition  to  new  applicants,   for  funding  in  1993.     Of  the 
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$33,807,000  available  under  recompetition ,   $2,683,000  would  be  used  to 
implement  a  voucher  demonstration  in  conjunction  with  one  or  more  of  the 
target  cities.     This  demonstration  would  test  the  efficacy  of  using  private 
sector  treatment  capacity  to  serve  the  needs  of  individuals  who  are  treated 
using  public  funds. 

The  1993  request  for  critical  population  programs,   $60,502,000,  will  provide 
$44,252,000  to  support  64  new  and  competing  grants.     Of  the  $44,252,000, 
$21,049,000  will  support  new  program  initiatives  in  the  following  areas:     1)  a 
demonstration  program  to  expand  and  enhance  comprehensive  treatment  services 
for  HIV  positive  substance  abusers  in  an  effort  to  emphasize  the  provision  of 
primary  medical  care  and  prophylactic  medication  to  HIV  seropositive  substance 
abusers  and  to  limit  the  spread  of  AIDS  (22  grants  at  an  average  cost  of 
$500,000  for  a  total  of  $11,000,000);  and  2)  a  demonstration  program  that 
expands  the  focus  on  residents  of  public  housing  ($10,049,000  to  support  25 
grants  at  an  average  cost  of  $402,000). 

The  1993  request  for  criminal  justice  programs,   $25,011,000,  will  provide 
$15,582,000  for  37  new  and  competing  grants.     Of  the  $15,582,000,  $8,503,000 
will  support  22  new  grants  to  demonstrate  and  evaluate  the  effectiveness  of 
providing  a  comprehensive  array  of  health  and  human  services  to  individuals 
involved  in  the  criminal  justice  system,  with  emphasis  on  juveniles,  women, 
and  minority  males. 

The  1993  request  provides  $18,654,000  for  the  third  year  of  the  treatment 
programs  in  campus  settings,   including  an  inflationary  increase  of  $666,000. 

The  1993  request  for  comprehensive  community  treatment  programs  is 
$19,542,000,   including  $422,000  for  inflation  to  the  contracts  and  an 
additional  $8,000,000  for  the  Substance  Abuse  Linkage  grant  program.  The 
Substance  Abuse  Linkage  Program,  designed  to  improve  the  linkage  between  the 
primary  health  care  and  drug  abuse  treatment  systems,   is  a  way  to  ensure  that 
the  service  needs  of  drug  abusers  in  treatment  can  be  more  comprehensively 
addressed  and  untreated  substance  abusers  can  be  identified  and  treated  early. 
This  linkage  ensures  the  availability,  accessibility,  and  af f ordability  of 
comprehensive,  high  quality  treatment  for  individuals  in  need  of  primary 
health  care,  alcohol,  drug  abuse,  and  HIV  treatment  and  services.     OTI , 
through  NIDA  demonstration  funds,  plans  to  provide  $8,200,000  for  this 
initiative  in  1993.     The  additional  $8,000,000  requested  in  OTI ' s  budget  would 
almost  double  this  program  effort  for  a  total  of  $16,200,000. 

The  1993  budget  request  for  AIDS  outreach  demonstration  projects  provides 
$10,620,000  for  existing  programs,   including  an  inflationary  increase  of 
$379,000. 
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B.         Capacity  Expansion  Programs 

1 .         Waiting  List  Reduction  Grant  Program 

Authorizing  Legislation  -  Section  509F  of  the  Public  Health  Service  Act, 


FY  1991  FY  1992                            FY  1993                   Increase  or 

 Actual   Current  Estimate   Estimate   Decrease  

FTE                     BA  PTE  BA        PTE                       BA      FTE  BA 

$38,45,000  ---  $   $   $--- 

1993  Authorization: 

Section  509F  Expired 


Purpose  and  Method  of  Operation 

The  Waiting  Period  Reduction  Grant  Program  was  created  in  1989  to  create  drug 
treatment  slots.     It  was  Congressional  intent  that  this  program  have  an 
immediate  impact  on  reducing  the  substance  abuse  waiting  lists  through  one 
year  awards.     Funds  totaling  $140,000,000  were  authorized,   appropriated,  and 
expended  for  1989  to  1991.     This  provided  over  30,000  additional  treatment 
slots . 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Amount   FTE 

1988  ;  .  .  :  

U  .  19,89  . .,  .  ;,  .  .  i   $75,000,000 

1990...;..   .  .,3aiAWIH.vJi«i-3»qat9.  .ai4b?«a2J  25,800,000 

1991   38,545,000 

1992     

Rationale  for  the  Budget  Request 

Authorization  for  this  program  expired  in  1991,  and  reauthorization  and 
funding  have  not  been  requested  since.     Longer  term  treatment  improvement  and 
capacity  expansion  programs  are  currently  successful  in  filling  the  treatment 
need  that  the  Waiting  Period  Reduction  grants  were  targeting. 
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2. 


Treatment  Capacity  Expansion  Program  (CEP) 


Authorizing  Legislation  -  Pending. 


FY  1991 
Actual 


FY  1992 
Current  Estimate 


FY  1993 
Estimate 


Increase  or 


Decrease 


FTE 


BA 


FTE 


BA 


FTE  BA 
---  $66,000,000 
---  20,000,000 
---  $86,000,000 


FTE  BA 
---  +$66,000,000 
---  +11.000.000 
---  +$77,000,000 


Forfeiture  Fund 
Total  


$9,000,000 
$9,000,000 


1993  Authorization 


Pending 


Purpose  and  Method  of  Operation 

This  Nation  has  more  people  who  need  drug  treatment  than  it  has  the  capacity 
to  treat.     The  Capacity  Expansion  Grant  Program,    initiated  in  1992,  is 
intended  to  expand  and  enhance  the  number  of  effective  treatment  slots 
available.     This  program  is  designed  specifically  to  expand  the  availability 
of  drug  treatment  services  in  areas  of  need.     It  is  a  critical  component  of 
the  Secretarial  program  direction  to  improve  the  integration,  coordination, 
and  continuity  of  services  to  families  living  in  poverty. 

The  overall  goals  of  this  program  are  to  directly  and  indirectly: 

o      decrease  drug  abuse; 

o      decrease  drug-related  crime  and  other  social  dysfunctions  and 
dislocations   (e.g.,  homeless,   unemployment,   and  child  abuse); 
o       increase  patient  social,   educational,   and  vocational  functioning;  and, 
o       reduce  patient  morbidity,    including  the  incidence/severity  of  mental  and 
physical  health  disorders,   especially  HIV/AIDS. 

Special  emphasis  will  be  placed  upon  expanding  treatment  capacity  for  high- 
risk  populations,   with  careful  attention  to  the  unique  needs  of  racial  and 
ethnic  minorities,  pregnant  and  post-partum  women  and  their  substance-exposed 
infants,   the  homeless,   residents  of  public  housing,  and  adolescents 
(particularly  those  involved  with  the  criminal  justice  system). 

Applicants  for  grants  will  continue  to  be  selected  for  funding  through  a 
competitive  review  process  which  will  examine  estimates  of  need  combined  with 
a  proposal  to  expand  effective,   comprehensive  treatment.     They  will  be 
expected  to  document  how  they  will  expand  treatment,   employing  their  best 
efforts  to  improve  treatment  quality,  patient  retention,   and  outcome.  Also 
they  will  be  assessed  based  on  descriptions  of  treatment  modalities  to  be 
utilized  as  well  as  particular  user  groups  to  be  targeted,   such  as  individuals 
at  risk  of  HIV  infection. 

In  1992,   OTI  received  $9,000,000  from  the  ONDCP  Special  Forfeiture  Fund  for 
capacity  expansion  of  drug  treatment  services.     These  funds  will  permit  OTI  to 
award  twenty- three  demonstration  grants.     These  five  year  awards  will  be  made 
for  the  expansion  of  effective  residential  and/or  day  services  treatment 
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capacity  designed  to  serve  the  needs  of  substance  abusing  adolescents  (aged 
10-18)  at  greatest  risk  for  addiction  and  addiction- related  disorders. 

Rationale  for  the  Budget  Request 

The  1993  budget  requests  $86,000,000  which  includes  $20,000,000  available 
through  the  transfer  of  funds  from  ONDCP's  Special  Forfeiture  Fund  which  uses 
revenue  confiscated  in  illegal  drug  seizures.     This  level  provides  for 
increasing  the  adolescent  capacity  expansion  program  as  well  as  funding  new 
programs  for  other  targeted  populations,   all  of  whom  are  in  need  of  capacity 
expansion . 

The  entire  amount  provided  for  the  Capacity  Expansion  Grant  Program  will  be 
used  to  increase  the  number  of  treatment  slots.     It  is  anticipated  that  the 
Capacity  Expansion  Program  will  provide  support  for  an  additional  15,454 
treatment  slots  serving  43,271  people.     This  program  also  allows  for  better 
targeting  of  funds  for  capacity  expansion  in  shortage  areas  and  better 
monitoring  and  coordination  of  treatment  services. 
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C.         Treatment  Management  and  Support 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Current  Estimate   Estimate    Decrease  

FTE                     BA  FTE                       BA  FTE  BA  FTE  BA 

58      $5,386,000  94        $7,656,000  144    $14,090,000  +50  +$6,434,000 

1993  Authorization: 

Section  301    Indefinite 


Purpose  and  Method  of  Operation 


The  treatment  management  and  support  activity  provides  overall  management, 
planning , . policy  development,  and  coordination  for  the  programs  of  the  Office 
for  Treatment  Improvement.     Office  and  Division  staff  provide  scientific  and 
programmatic  direction  for  treatment  improvement  program  announcements, 
provide  technical  assistance  and  monitor  funded  treatment  projects,  manage  the 
review  and  award  of  proposals,  organize  conferences  and  related  activities  to 
promote  new  initiatives,   develop  treatment  -  related  policy  analysis,  and 
disseminate  the  results  of  treatment  programs.     Administrative  support  for 
grant  and  contract  management,  planning  and  budget,  personnel  management, 
resource  information,  and  ADP  functions  is  also  provided  in  this  activity. 

Another  activity  managed  with  direct  operation  funds  is  the  comprehensive 
technical  performance  reviews  for  ADMS  Block  Grants.     These  reviews  focus  upon 
appropriate  management,  administrative  practice,  quality  of  treatment/clinical 
practice,  and  statutory  compliance,  and  are  a  critical  component  of  the  State 
Systems  Development  Program. 

Also  included  is  the  utilization  of  outside  expertise  to  assist  in  identifying 
treatment  improvement  opportunities  and  transferring  findings  to  the  medical, 
research,  prevention,  and  treatment  communities. 

Funding  levels  for  the  past  five  fiscal  years  2/  were  as  follows: 


Amount  FTE 

1988   $158,000  3 

1989   164,000  3 

1990   2,308,000  26 

1991   5,386,000  -  .,es58 

1992   7,656,000  94 


2/        These  levels  include  the  AIDS  Outreach  Demonstration  Program.  This 
program  was  transferred  to  OTI  from  NIDA  in  1991. 


Rationale  for  the  Budget  Request 


The  1993  budget  request  provides  a  net  increase  of  $6,434,000  and  an 
additional  50  FTE's  over  the  1992  level.     It  includes  funds  for  built-in 
increases,  as  well  as  increased  costs  for  public  affairs,  communications,  and 
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printing  activities  critical  to  supporting  and  assisting  the  promotion  of 
public  awareness  of  the  OTI  mission  and  goals,  as  well  as  transferring 
findings  to  the  medical,  research,  prevention,  and  treatment  communities. 
These  efforts  will  provide  the  general  public  and  targeted  special  populations 
with  information  on  drug  treatment,   special  population  needs,  treatment 
methods  and  findings,  etc. 

Also  included  in  the  Management  and  Support  budget  is  the  continuation  of  the 
ADMS  Block  Grant  technical  review  contract  to  evaluate  State  treatment 
provider  systems,  one  of  the  pieces  of  the  State  Systems  Development  Program 
(SSDP) .     In  1993,  20  reviews  are  planned  for  the  second  year  of  a  three  year 
cycle  for  this  contract.     The  balance  of  SSDP  funding  is  included  in  the  ADMS 
Block  Grant  Set-Aside,   including  funds  for  18  PTE's  for  direct  technical 
assistance  to  the  States. 

The  50  additional  PTE's  requested  will  increase  staffing  support  to  a  level 
necessary  to  administer  and  manage  effectively  OTI  programs  at  the  1993 
program  level. 
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Summary  of  Changes 

The  1993  budget  request  of  $14,090,000  reflects  an  increase  of  $6,434,000  over 
1992.     The  increases  are  identified  as  follows: 


Built-in  Increases: 

Annualization  of  January  1992  pay  increase   +$91,000 

January  1993  pay  increase   +158,000 

Within  grade  increases   +44,000 

Increased  PHS  Service  and  Supply  Fund   +56,000 

Increased  FTS  Costs   +1,000 

Working  Capital  Fund  Transfer.   +1,000 

Increased  Rental  Payments  to  GSA   +16,000 

Increased  cost  of  non-pay  items  including  equipment  and 

other  supplies   +98,000 

Annualization  of  new  FTEs  in  1992   +580.000 

Subtotal,   Built-in  Increases  !   +1,045,000 

Built-in  Decreases: 

One  less  day  of  pay   -21 .  000 

Subtotal,  Built-in  Decreases   -21,000 

Program  Increases: 

Salaries  and  support  cost  for  50  new  FTEs  and  travel...  +3,082,000 

Increase  for  Block  Grant  technical  review  contract   +2 . 348 . 000 

Subtotal,   Program  Increases   +5  .410  .  000 

Total,  Net  Change   +$6,434,000 
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D.         Grants  to  States 

Authorizing  Legislation     -     Section  1911(a)  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Current  Estimate   Estimate   Decrease 

PTE  BA  FTE  BA  FTE  BA    FTE  BA 

7  $1,268,653,000  18    $1,360,000,000      18    $1,360,000,000  --- 

1993  Authorization: 

Section  1911(a)   Expired 


Purpose  and  Method  of  Operation 

The  ADMS  Block  Grant  provides  funds  to  States  to  support  alcohol,  drug  abuse, 
and  mental  health  prevention,   treatment,  and  rehabilitation  services. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1988   $643,234,000 

1989   805,594,000 

1990   1,192,851,000 

1991   1,268,653,000  7 

1992   1,360,000,000  18 


The  ADMS  Block  Grant  funds  are  distributed  to  each  state  via  a 
Congressionally-mandated  formula  which  takes  into  account  the  age  and 
urbanization  of  the  State's  population,   the  State's  total  taxable  resources 
and  the  amount  of  money  the  State  received  under  this  grant  in  1988.  The 
intrastate  allocation  of  the  money  between  mental  health  and  substance  abuse 
programs  has  also  been  determined  by  a  Congressional  formula  based  upon  the  . 
amount  received  by  each  State  for  those  programs  in  certain  base  years. 
Although  Congressional  intent  to  change  these  formulae  in  1992  has  been 
expressed,   the  1993  request  assumes  the  interstate  allocation  as  it  is 
authorized  in  Section  1912  of  the  PHS  Act  and  reinstates  the  intrastate 
proportional  distribution  between  Mental  Health  and  Substance  Abuse  to  the 
percent  allocation  each  State  experienced  in  1991. 

The  Block  Grant  set-aside  has  been  used  to  continue  data  collection,  services 
research,  and  technical  assistance  activities  using  five  percent  of  the  amount 
appropriated  for  the  ADAMHA  block  grant  each  year  since  1989.  In  addition,  the 
Office  for  Treatment  Improvement  has  developed  a  management  improvement 
strategy,   the  State  Systems  Development  Program  (SSDP) .     This  program  will 
enhance  Federal  and  State  accountability  in  use  of  the  ADMS  Block  Grant  and 
State  management  of  substance  abuse  treatment  programs.     This  plan  addresses 
how  States  meet  the  statutory  set-aside  requirements  and  how  funds  are 
allocated  to  communities  with  the  greatest  need  for  treatment.     The  SSDP, 
implemented  in  1991,   is  designed  to  define  accountability  mechanisms  for  both 
treatment  quality  assurance  programs  and  utilization  management  and 
reimbursement  mechanisms. 
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The  program  encompasses:     1)  the  development  of  Statewide  substance  abuse 
treatment  and  prevention  plans;   2)  the  conduct  of  State  treatment  and 
prevention  needs  assessments;   3)  the  conduct  of  on-site  State  technical 
reviews  and  identification  of  technical  assistance  needs;  4)  provision  of 
targeted  technical  assistance  to  States;  and  5)  creation  of  a  national 
database  of  current  State  treatment  and  prevention  information. 

The  SSDP  is  aimed  at  validating  service  costing,   developing  treatment 
improvement  protocols,   improving  treatment  effectiveness,  and  reducing  the 
barriers  to  comprehensive  care.     All  of  these  objectives  have  been  undertaken 
in  an  effort  to  improve  accountability  in  State  administration  of  block  grant 
funds . 

The  SSDP,  by  enabling  the  Office  for  Treatment  Improvement  to  monitor 
compliance  with  statutory  block  grant  requirements,  also  assists  OTI  in 
addressing  such  areas  as:     1)  appropriate  distribution  of  substance  abuse 
treatment  and  prevention  funds  between  urban  and  rural  areas  within  a  State, 
or  between  States;   2)  appropriate  distribution  of  funds  between  types  of 
substance  abuse   (e.g.   alcohol  or  drug  abuse  or  injecting  drug  users  versus 
non- inj ecting  drug  users);   and  3)  appropriate  distribution  of  funds  between 
programs  that  service  high-risk  population  cohorts  (e.g.  pregnant  and  post- 
partum women  and  their  substance  exposed  infants  versus  minority  adolescents 
versus  the  homeless) . 

The  SSDP  is  a  comprehensive,   systematic  approach  to  administering  and 
monitoring  the  ADMS  Block  Grant.     It  provides  for:     1)  the  determination  of 
State  compliance  with  statutory  requirements  regarding  the  use  of  block  grant 
funds;   2)  monitoring  of  State  expenditures  of  block  grant  dollars  at  the 
provider  level;   3)  assistance  to  the  States  in  matching  treatment  and 
prevention  needs  and  service  capacity  and  optimizing  the  provision  of 
appropriate  services;   and  4)   improving  State  management  of  substance  abuse 
treatment  and  prevention  services.     To  accomplish  these  tasks,  OTI  provides 
for  on-site  comprehensive  technical  reviews  that  focus  upon  management, 
administrative  practice,   quality  of  treatment/clinical  practice,   and  statutory 
compliance.     These  review  findings  are  then  utilized  to  develop  individualized 
technical  assistance  plans  for  each  State.     Through  this  mechanism  OTI  ensures 
that  appropriate  resources  and  technical  assistance  are  provided  by  experts  in 
the  areas  of  drug  abuse  treatment,  administration,  systems,  and  management. 

Finally,   the  State  Systems  Development  Program  enables  OTI  to  guide  and 
monitor  addiction  treatment  services  on  a  national  scale,  while  still  allowing 
State  latitude  to  design  solutions  to  local  treatment  problems. 

Significant  highlights  of  the  ADMS  Block  Grant  program  in  1993  are: 

o      Of  the  $1,360,000,000  appropriated  and  available  to  States   (minus  the 

$68,000,000  Set-Aside),   $1,031,113,000  or  79.8  percent  will  be  dedicated 
to  substance  abuse  initiatives  by  the  States.     The  remaining  amount 
(20.8  percent),  or  $260,887,000,  will  be  used  by  the  States  for  mental 
health  services. 
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o      States  must  use  at  least  50  percent,  or  $180,444,750,  of  the  minimum  for 
drug  abuse  funding  (35  percent  of  substance  abuse)  on  intravenous  drug 
abuse  prevention  and  treatment  services.     Under  certain  limited 
circumstances,  waivers  of  this  provision  can  be  obtained.     In  1991,  4 
waivers  were  granted  and  5  more  were  requested  and  are  still  pending. 

o      The  States  must  dedicate  10  percent,  or  $129,200,000  of  the  entire  ADMS 
Block  Grant  monies  provided  to  the  States,  to  programs  providing  alcohol 
and  drug  abuse  services  designed  for  women  (especially  pregnant  women 
and  women  with  dependent  children) . 

o      Within  each  State's  mental  health  allocation,  10  percent  of  the  funds 
must  be  used  for  programs  serving  seriously  disturbed  children  and 
adolescents . 

o      States  may  request  a  waiver  to  use  substance  abuse  portions  of  block 

grant  funds  for  the  construction  of  a  new  facility  or  rehabilitation  of 
existing  facilities,   if  they  show  that  existing  facilities  are 
inadequate  and  that  alternative  facilities  are  not  available.  States 
must  agree  to  match  such  costs  on  a  dollar- for-dollar  cash  basis.  In 
1991  only  one  State  requested  and  was  granted  a  waiver  under  this 
provision. 

Rationale  for  the  Budget  Request 

The  request  for  1993  is  $1,360,000,000,  which  is  the  same  as  the  1992 
appropriation.     Due  to  the  elimination  of  the  "hold-harmless"  portion  of  the 
appropriation  from  $100,000,000  in  1992  to  zero  in  1993,  the  distribution  by 
state,   differs  from  1992.     The  net  result  of  this  change  is  to  make  the  full 
appropriation  subject  to  all  population  and  income  weights  and  serves  to  move 
funding  from  smaller,  rural  states  with  older  populations,   to  larger, 
urbanized  states  with  younger  populations.      As  the  "hold-harmless"  amount  has 
decreased  since  1989,  a  shift  in  total  funding  from  mental  health  to 
substance  abuse  has  also  occurred. 

This  funding  level  will  permit  a  continuation  of  the  public  treatment  delivery 
system  to  treat  individuals  in  greatest  need  of  services,  such  as  minorities 
and  other  high  risk  populations  (including  pregnant  women,   IV  drug  abusers, 
rural  substance  abusers,  etc.).     The  total  number  of  drug  abuse  treatment 
slots  funded  by  the  block  grant  will  be  approximately  70,218  in  1993,  a 
decrease  of  2,814  slots  from  the  1992  level  of  73,032. 

As  has  been  the  practice  since  1989,  ADAMHA  will  continue  to  retain  five 
percent  ($68,000,000)  of  the  block  grant  for  set-aside  activities. 
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ADMS  Block  Grant  Allocations 


FY  1991  FY  1992  FY  1993 

State /Territory  Actual  Appropriation  Estimate 

Total  $1,268,670,000        $1.360.000.000  $1.360.000.000 

Alabama   $18,732,000  $17,777,000  $17,015,000 

Alaska   2,734,000  2,734,000  2,734,000 

Arizona   18,002,000  22,124,000  21,793,000 

Arkansas   8,417,000  7,428,000  7,000,000 

California   151,410,000  187,146,000  192,021,000 

Colorado   17,518,000  19,363,000  19,282,000 

Connecticut   16,576,000  16,621,000  16,320,000 

Delaware   3,213,000  3,557,000  3,509,000 

District  of  Columbia   4,896,000  4,570,000  4,358,000 

Florida   63,093,000  79,598,000  80,391,000 

Georgia   24,845,000  28,383,000  28,384,000 

Hawaii   6,078,000  6,055,000  5,879,000 

Idaho   2,775,000  3,012,000  2,920,000 

Illinois....   62,486,000  62,399,000  63,415,000 

Indiana   28,563,000  25,685,000  23,151,000 

Iowa   8,633,000  8,261,000  8,391,000 

Kansas   8,085,000  8,623,000  8,508,000 

Kentucky   12,666,000  12,520,000  12,674,000 

Louisiana   18,622,000  18,866,000  19,302,000 

Maine   4,654,000  4,654,000  4,654,000 

Maryland   23,275,000  26,713,000  27,947,000 

Massachusetts   36,009,000  35,415,000  33,979,000 

Michigan   46,271,000  46,210,000  46,668,000 

Minnesota  

Minnesota  Indians   390,000  433,000  446,000 

Minnesota  State   16,200,000  18,023,000  18,556,000 

Mississippi   8,326,000  7,751,000  7,321,000 

Missouri   22,790,000  22,871,000  22,676,000 

Montana   2,964,000  2,964,000  2,964,000 

Nebraska   5,854,000  5,853,000  5,777,000 

Nevada   5,656,000  7,389,000  7,305,000 

New  Hampshire   4,627,000  4,627,000  4,627,000 

New  Jersey   47,170,000  46,375,000  45,261,000 

New  Mexico   6,673,000  6,784,000  6,435,000 

New  York   103,643,000  102,771,000  101,646,000 

North  Carolina   22,084,000  24,046,000  23,753,000 

North  Dakota   1,992,000  2,036,000  1,961,000 

Ohio   56,647,000  55,112,000  54,015,000 

Oklahoma   13,620,000  13,187,000  12,420,000 

Oregon   12,584,000  12,725,000  12,492,000 

Pennsylvania   61,799,000  58,910,000  57,760,000 

Rhode  Island   7,336,000  6,960,000  6,481,000 

South  Carolina   13,635,000  14,216,000  13,982,000 

South  Dakota   3,759,000  3,759,000  3,759,000 
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ADMS  Block  Grant  Allocations 

Continued 

FY  1991 

FY  1992 

FY  1993 

State/Territory 

Actual 

Appropriation 

Estimate 

Total 

$1,268,670,000 

$1,360,000,000 

1     0  C  A    AAA  AAA 

§1,360,000,000 

19,986,000 

19,951,000 

T  O    AO"7  AAA 

19,997,000 

Texas  

, ,  73,454,000 

90,156,000 

93,224,000 

9,083,000 

10 , 706 , 000 

1 (\    ICC  AAA 

10,  /bo  ,0U0 

3,918,000 

o    ai  O  AAA 

3,918,000 

3,918,000 

OC     ccl  AAA 

25  ,  551 ,  000 

QA    AO£  AAA 

30,026 ,000 

OA    1CC\  AAA 

30, 769 ,000 

Q  An  AAA 

23 , 309 ,000 

O  C     /  A/  AAA 

26,404,000 

r\r     /OA  AAA 

26,429,000 

6,084,000 

5,635,000 

C     £OC  AAA 

5,635,000 

19,186,000 

OA    All  AAA 

20,033,000 

OA    CUC  AAA 

20,666,000 

Wyoming  

1,285,000 

1,285,000 

1,285,000 

184,000 

199,000 

199,000 

Guam  

647,000 

647,000 

647,000 

Northern  Mariana  Islands .... 

100,000 

107,000 

107,000 

Puerto  Rico  

15,314,000 

16,546,000 

16,546,000 

Trust  Territories: 

Marshall  Islands  

1 Sfi  000 

169  000 

169,000 

Palau  

59,000 

63,000 

63,000 

Micronesia  

371,000 

401,000 

400,000 

1.248.000 

1.248,000 

1  JLP,  000 

Total  to  States/Territories. 

. .  1,205,237,000 

1,292,000,000 

1, 292, 000, 000 

Set-aside  (5%)  

63,433.000 

68.000,000 

68.000.000 

Total  

$1,268,670,000 

$1,360,000,000 

$1,360,000,000 
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VII.     Building  and  Facilities 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992                      FY  1993                 Increase  or 

Actual   Appropriation   Estimate  Decrease  

FTE                BA  FTE                   BA        FTE                   BA        FTE  BA 

Total       ---$8,158,000  ---     $5,000,000        ---     $3,980,000        ---  -$1,020,000 

(HIV)       --($1,600,000)  ---     

1992  Authorization: 

Section  301    Indefinite 


Purpose  and  Method  of  Operations 

This  account  includes  funds  that  are  available  until  expended  for 
construction,   repair,   and  improvement  of  ADAMHA  intramural  research 
facilities.     These  facilities  are  located  in  five  sites:     the  National 
Institutes  of  Health  campus   (NIMH  and  NIAAA) ;   St.   Elizabeths  Hospital  (NIMH); 
the  Flow  Laboratory  Building  (NIAAA);   the  Poolesville  Animal  Facility;   and  the 
Addiction  Research  Facility  (ARC)  at  the  Francis  Scott  Key  Hospital,  in 
Baltimore,  MD  (NIDA) . 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 
1988    $191,000 

1989   198,000 

1990   196,000 

1991   8,158,000^ 

1992   5,000,000 


-1     Includes  $4,880,938  for  extramural  construction. 
Rationale  for  the  Budget  Request 

The  1993  Request  of  $3,980,000  will  provide  $3,010,000  to  continue 
repairs  and  improvements  to  the  patient  care  units  as  well  as  outmoded 
laboratory  modules  in  the  Clinical  Center  and  in  Building  36,  including 
renovation  of  multiple  intramural  research  laboratories  to  sustain  basic  and 
applied  research  projects.     This  request  will  provide  funding  for  general 
repairs  to  maintain  accreditation  status  of  the  animal  facilities,  insure 
safety  and  make  minor  improvements  at  the  laboratories  and  animal  facilities. 
Specific  examples  of  modifications  include: 

o     Replacing  heating  and  air  conditioning  ducts  to  improve  the  air 
flow  in  laboratory  space.     The  existing  system  provides  an 
inadequate  airflow  distribution  resulting  in  the  growth  of  mold 
around  the  air  ducts  in  one  part  of  the  facility,  while  in  another 
part  the  warm  air  causes  freezers  and  other  scientific  equipment 
to  malfunction. 
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o    Reconfigure  existing  space  to  accommodate  an  entire  unit 
working  with  mass  spectroscopy  and  analytic  chemistry  to  work  in 
the  same  facility  in  order  to  provide  a  unified  effort  of 
intellectual  and  technical  expertise  that  is  not  available  now. 

o    High  priority  research  will  necessitate  the  renovation  of 
modules  in  the  Clinical  Center,   i.e.,  developments  in  molecular 
biology  requiring  areas  for  growing  cultures  protected  against 
contamination  by  special  ventilation  systems. 

o    Plumbing  and  electrical  upgrading  to  enable  the  use  of  new 
sophisticated  equipment. 

o    Installation  of  new  and  safer  fume  hoods. 

o     Installation  of  wall  mounted  racks  so  that  various  pieces  of 
equipment  such  as  incubators  for  tissue  culture  work  can  be 
stacked  vertically  to  free  up  floor  space. 

The  balance  of  the  request,  $970,000,  provides  funds  to  begin  repair  on  the  10 
Federally  owned  but  unoccupied  buildings  located  on  the  St.   Elizabeth's  West 
Campus.     These  funds  will  be  used  for  exterior  building  maintenance,  including 
Historic  Preservation  work,  emergency  building  repairs,  fire  and  life  safety 
maintenance  (including  asbestos  abatement),   roads  and  grounds  maintenance,  and 
maintenance  and  repairs  to  the  utilities  systems  (steam,  water,  and  sewer). 
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VIII.  Office  of  the  Administrator 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

FY  1991  FY  1992  FY  1993                 Increase  or 

Actual   Appropriation  Estimate   Decrease 

FTE                 M  FTE                 BA  FTE                   M     FIE  BA 

A.  Prog.  Mgmt. 

&  Sup             167     $9,231,000  167    $10,957,000  173     $11,988,000      +6  +$1,031,000 

B.  SEH  Wkm. 

Comp  ^      1.860.000  ---       1.921.000     ---        1.921.000     ---   — 

Total              167    $11,091,000  167    $12,878,000  173     $13,909,000      +6  +$1,031,000 

(HIV)              (2)      ($111,000)  (2)     ($125,000)  (2)       ($140,000)    ---  (+$15,000) 

1992  Authorization: 

Section  301    Indefinite 


Purpose  and  Method  of  Operation 


The  Office  of  the  Administrator  (OA)  provides  general  operational  support  to 
the  ADAMHA  offices  and  serves  as  a  focus  for  meeting  our  national  leadership 
responsibilities  in  the  areas  of  alcoholism,   drug  abuse,  and  mental  health. 
The  ADAMHA  HIV/AIDS  Advisory  Board  is  also  supported  in  the  OA. 


A.   Program  Management  and  Support 


The  OA  provides  leadership  for  agency-wide  research  policy,   communicates  the 
extraordinary  findings  that  are  occurring  in  the  ADM  fields,  and  reinforces 
ADAMHA 's  commitment  to  reducing  the  prevalence  of  ADM  disorders.     The  OA  also 
coordinates  ADAMHA  policy,   provides  oversight  of  the  Federal  Technology 
Transfer  Act  activities,  and  coordinates  investigations  of  scientific 
misconduct.     With  the  increased  national  emphasis  on  the  War  on  Drugs,   the  OA 
responds  to  policy  and  data  requests  from  organizations  such  as  the  Office  of 
National  Drug  Control  Policy,   as  well  as  supporting  the  agency's  four 
components  which  administer  substance  abuse  programs.     In  addition,   the  OA 
provides  administrative  and  management  support  to  the  entire  agency  through 
its  centralized  personnel  services  as  well  as  EE0,   space  and  property 
management,   and  telecommunications  and  ADP  activities  including  support  for 
the  Agency's  Local  Area  Network  (LAN)  system  and  personal  computer  support  for 
all  ADAMHA  employees.     Included  within  the  OA  are  the  salaries  and  associated 
support  costs  for  staff  who  coordinate  the  agency's  programs  including 
contract  and  grant  review  and  award  policies,  agency  program  planning, 
development  and  implementation,   and  other  administrative  and  technical  staff. 
The  HIV  funds  provide  support  for  the  HIV/AIDS  Advisory  Board  which  is 
responsible  for  the  development  of  long  range  comprehensive  plans  and 
strategies  for  the  ADAMHA  HIV/AIDS  program,  and  for  the  oversight, 
coordination,  preparation,   and  submission  of  the  ADAMHA  HIV/AIDS  Plan. 
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Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Amount  FTE 

1988   $7,520,000  168 

1989   7,512,000  167 

1990   8,514,000  166 

1991   9,231,000  167 

1992   10,957,000  167 

B.     SEH  Workers'  Compensation 

ADAMHA's  payments  for  St.   Elizabeths  Worker's  Compensation  are  required  by  the 
statute  that  transferred  the  hospital  to  the  District  of  Columbia,   Public  Law 
98-621,  which  states  "...An  individual  receiving  compensation  for  work 
injuries  pursuant  to  chapter  81  of  title  5,  United  States  Code,  shall  1) 
continue  to  have  the  claims  adjudicated  and  the  related  costs  paid  by  the 
Federal  Government  until  such  individual  recovers  and  returns  to  duty;   2)  if 
medically  recovered  and  returned  to  duty,  have  any  subsequent  claim  for  the 
recurrence  of  the  disability  determined  and  paid  under  the  provisions  of  Title 
XXIII  of  the  District  of  Columbia  Comprehensive  Merit  Personnel  Act  of  1978." 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Amount  FTE 

1988  

1989  $1,863,000 

1990   1,760,000 

1991..   .....   1,860,000  --- 

1992    1,921,000 

This  activity  is  jointly  administered  by  the  Department  of  Labor's  (DOL) 
Federal  Employees'  Compensation  Fund  and  the  St.  Elizabeths  transition  staff. 
The  Fund  makes  benefit  payments  because  of  injury  or  death  of  Federal 
employees . 

Rationale  for  the  Budget  Request 

This  request  for  $13,909,000  includes  an  increase  of  $1,031,000  and  six  FTEs 
over  1992.     This  would  provide  for  the  following:     $649,000  for  built-in 
inflationary  increases,  $4,000  for  travel,   $18,000  for  increased  contract 
support  and  $360,000  to  support  six  additional  FTEs,  of  which  three  are  for 
the  Federal  Managers'   Financial  Integrity  Act  (FMFIA) ,   two  for  women's  health 
research,  and  one  for  coordinating  data  collection  responsibilities  of  the 
agency.     The  FTEs  for  FMFIA  would  support  P.L.   97-255  requiring  more  extensive 
reporting  for  internal  controls  and  risk  assessments  than  had  been  required  in 
the  past.     Two  FTEs  would  provide  leadership  on  Women's  Health  Research  and 
Services  to  increase  and  actively  coordinate  research  of  the  individual 
institutes  and  offices  related  to  women's  addiction  and  mental  health 
problems.     The  one  FTE  for  data  coordination  would  allow  for  management  of  the 
increasing  responsibilities  associated  with  our  block  grant  programs, as  well 
as  coordinate  integration  of  data  systems  between  ADAMHA  and  other  Federal 
agenc  ies . 
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Summary  of  Changes: 

The  1993  request  of  $11,988,000  reflects  an  increase  of  $1,031,000  over  the 
1992.     The  budget  provides  $382,000  for  program  activities,   including  travel 
and  6  additional  FTEs .     The  increases  are  identified  as  follows: 

Summary  of  Changes: 


Built-in  Increases: 

Annualization  of  January  1992  pay  raise   +$227,000 

January  1993  pay  increase   +150,000 

Within  grade  increases   +75,000 

Increased  PHS  Service  and  Supply  Fund   +77,000 

DHHS  Working  Capital  Fund   +4,000 

Increased  Rental  Payments  to  GSA   +26,000 

Increased  cost  of  non-pay  items  including 

equipment  and  supplies   +126  ,  000 

Subtotal,   Built-in  Increases   +685,000 

Built-in  Decrease: 

One  less  day  of  pay   -  36  ,  000 

Subtotal,   Built-in  Decreases   -36,000 

Program  Increase: 

Salaries  and  support  cost  (including  travel) 

for  6  new  FTEs   +382  ,000 

Subtotal,   Program  Increases   +382  ,  000 

Total  Net  Change   +1,031,000 
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Alcohol,   Drug  Abuse,   and  Mental  Health 
New  Positions  Requested 


1993 


Annual 

Grade     Number  Salary 


National  Institute  of  Mental  Health 

Senior  Pharmacologist  GM-15  1  $  67,000 

Staff  Fellows  AD  3  126,000 

Laboratory  Technician  GS-09  _2  55 , 579 

Total,  NIMH   6  248,579 

National  Institute  on  Alcohol  Abuse  and  Alcoholism 

Senior  Pharmacologist  GM-15  1  67,000 

Senior  Geneticist  GM-15  1  67,000 

Staff  Fellows  AD  3  126,000 

Laboratory  Technician  GS-11  1  33,623 

Laboratory  Technician  GS-09  _1  27 , 790 

Total,  NIAAA   7  321,413 

Office  for  Substance  Abuse  Prevention 

Public  Health  Analyst  GS-13  3  143,760 

Grants  Management  Specialist  GS-13  1  '  47,920 

Confidentiality  Officer  GS-13  1  47,920 

Public  Health  Analyst  GS-12  6  241,794 

Contract  Specialist  GS-12  T  40,299 

Personnel  Specialist  GS-12  1  40,299 

Personnel  Assistant  GS-07  1  22,716 

Contract  Technician  GS-06  1  20,442 

Secretary  GS-06  1  20,442 

Grants  Technical  Assistant  GS-05  3  55,021 

Program  Assistant  GS-05  _1  18 . 340 

Total,  OSAP                                                            .  20  698,953 

Office  for  Treatment  Improvement 

Medical  Officer  GM-15  1  67,000 

Medical  Officer  GM-14  2  113,255 

Public  Health  Advisor  GM-14  2  113,255 

Grants  Review  Administrator  GS-14  1  56,627 

Epidemiologist  GS-13  1  47,920 

Program  Analyst  GS-13  2  95,840 

Public  Health  Advisor  GS-13  2  95,840 

Grants  Management  Specialist  GS-12  3  120,897 

Public  Health  Analyst  GS-12  2  80,598 

Program  Analyst  GS-12  2  80,598 

Health  Statistician  GS-12  1  40,299 

Writer/Editor  GS-12  1  40,299 
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Alcohol,  Drug  Abuse,  and 

Mental 

Health 

New  Positions  Requested 

-  Continued 

1993 

Annua 1 

Grade 

Number 

Salary 

Office  fox*  TrestTS1"*!  T^T^^cve^e^t   -  continued 

D  k1  .     u     -i  i  . 

GS-11 

1 

9          JJ, DZ J 

GS-11 

1 

33  623 

GS-11 

1 

33  623 

PiiHTir*    VT  e>  a  T  t~  H    AH\n'  cat 

GS-11 

3 

TOO  RfiQ 

GS-11 

1 

33  623 

Grants  Management  Specialist 

GS-11 

1 

33  623 

Grants  Management  Specialist 

GS-09 

1 

27  790 

Grants  Review  Administrator 

GS-09 

1  . 

27 , 790 

Public  Affairs  Specialist 

GS-09 

27 , 790 

Public  Health  Advisor 

GS-09 

3 

83 , 369 

Program  Analyst 

GS-09 

83  369 

Program  Assistant 

GS-08 

25 , 160 

GS-07 

1 

22,717 

GS-07 

1 

22,717 

GS-07 

68,150 

Secretary  

GS-06 

3 

61,327 

Cleric  -  Typist 

GS-05 

55  021 

Cleric  -  Tvp  1st 

GS-04 

16,393 

Tntfll  OTT 

50 

1 , 742 ,998 

Ttrice   c:   the  Administrator 

Financial  Manager  

GM-14 

1 

56,627 

GS-13 

2 

95,840 

Program  Analyst  

GS-13 

1 

47,920 

Mental  Health  Specialist  

GS-12 

1 

40,299 

Substance  Abuse  Specialist  

GS-12 

_i 

40.299 

Total,  OA  

6 

280,985 

TOTAL,  ADAMHA  

89 

3,292,928 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Detail  of  Permanent  Positions 


1991 

1992 

1993 

Actual 

Es  t  ima  t.  e 

Es  t  i  ma.  t  g 

ES-6 

2 

2 

2 

ES-5 

g 

ES  -4 

31 

31 

31 

ES  -  3 

5 

5 

5 

ES  -  2 

o 

o 

o 

ES-1 

2 

2 

2 

Subtotal 

46 

46 

46 

GM/GS-15 

137 

140 

144 

GM/GS - 14 

268 

269 

275 

GM/GS-13 

209 

220 

233 

GS-12 

159 

166 

185 

GS-11 

138 

145 

154 

GS-10  

5 

5 

5 

GS-9  

124 

132 

144 

GS-8 

68 

68 

69 

GS-7. .  .   

215 

220 

226 

GS-6  

130 

136 

141 

GS-5 

57 

67 

74 

GS  -  4 . 

37 

47 

48 

GS-3   

4 

10 

10 

GS-2. .   

0 

1 

1 

GS  -1.  .  „   

1 

1 

1 

Subtotal  

1,552 

1,627 

1,710 

Grades  established  by  the  Public  Health 

Service  Act  of  1955  (42  U.S.C.  207): 

CC-08/09  ($74,105  to  §107,805)   

0 

0 

0 

CC-07  ($63,651  to  $89,049)  

1 

1 

1 

CC-06  ($49,675  to  $78,951)  

51 

53 

53 

CC-05  ($41,770  to  $66,509)  

35 

37 

37 

rr.n/i    /       £    A/iQ    t-/i              £7/,  \ 

91 

OA 
ZH 

CC-03  ($33,292  to  $49,265)  

20 

24 

24 

CC-02  ($29,129  to  $38,310)  

2 

6 

6 

CC-01  ($25,998  to  $31,643)  

0 

 4 

4 

130 

149 

149 

Ungraded  

15 

15 

21 

TOTAL  FULLTIME  PERMANENT  POSITIONS  

1,743 

1,837 

1,926 

UNFILLED  POSITIONS,  EOY  

TOTAL  FULLTIME  PERM.   POSITIONS,  EOY.  

1,743 

1,837 

1,926 

53-634  0—92  33 
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Alcohol ,  Drug  Abuse ,  and  Mental  Health 
Detail  of  Permanent  Positions 


1991 

1992 

Actual 

Estimate 

Estimate 

ES-6  

2 

2 

2 

ES-5  

6 

6 

6 

ES-4  

31 

31 

31 

ES-3  

5 

5 

5 

ES-2  

0 

0 

0 

ES-1  

_2 

2 

_2 

Subtotal  

46 

46 

46 

GM/GS-15  

137 

140 

144 

GM/GS - 14  

268 

269 

275 

GM/GS-13  

209 

220 

233 

GS-12  

159 

166 

185 

Gs-n  :  

138 

145 

154 

GS-10  

5 

5 

5 

GS  -  9 

124 

132 

144 

GS-8  

68 

68 

69 

GS-7  

215 

220 

226 

GS  -  6 

130 

136 

141 

GS-5  

57 

67 

74 

GS-4  

37 

47 

48 

GS-3  

4 

10 

10 

GS-2  

0 

1 

1 

GS-1  

1 

1 

1 

Subtotal  

1,552 

1,627 

1,710 

Grades  established  by  the  Public  Health 

Service  Act  of  1955  (42  U.S.C.  207): 

CC-08/09  ($74,105  to  $107,805)  

0 

0 

0 

CC-07  ($63  651  to  $89  049) 

1 

1 

1 

CC-06  ($49,675  to  $78,951)  

51 

53 

53 

CC-05  ($41,770  to  $66,509)  

35 

37 

37 

CC-04  ($36,449  to  $56,674)  

21 

24 

24 

CC-03  ($33,292  to  $49,265)  

20 

24 

24 

CC-02  ($29,129  to  $38,310)  

2 

6 

6 

CC-01  ($25,998  to  $31,643)..  

0 

 4 

4 

Subtotal  

130 

149 

149 

15 

15 

21 

TOTAL  FULLTIME  PERMANENT  POSITIONS  

1,743 

1,837 

1,926 

UNFILLED  POSITIONS,  EOY 


TOTAL  FULLTIME  PERM.   POSITIONS,  EOY 


1,743 


1,837 


1,926 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
Advisory  and  Assistance  Services 

The  Alcohol,  Drug  Abuse,   and  Mental  Health  Administration  (ADAMHA)  supports 
research,   treatment,  and  prevention  activities  through  the  employment  of 
advisory  and  assistance  services  (A&AS).     Advisory  committees  and  appointive 
consultants  are  used  to  make  recommendations  on  program  directions  and  to 
provide  advice  on  state-of-the-art  treatment  and  prevention  research. 

The  NIMH  utilizes  consultant  services  to  assist  in  conducting  special  studies, 
analyses  and  evaluations  to  compile  a  wide  range  of  information  on  the 
mentally  ill.     Current  efforts  include  a  Federal  interdepartmental  Task  Force 
on  Homelessness  and  Severe  Mental  Illness  established  by  the  Secretary  to 
review  Federal  Programs  and  identify  systematic  barriers  that  impede  access  to 
care;   an  agreement  with  the  Institute  of  Medicine  to  prepare  an  integrated 
report  of  current  prevention  research,  with  policy-oriented  and  detailed  long- 
term  recommendations  for  a  prevention  research  agenda;  and  an  evaluation  of 
the  NIMH  AIDS  Research  Training  Program  addressing  the  efficiency, 
effectiveness,  and  responsiveness  of  training  multidisciplinary  researchers  to 
develop  expertise  in  HIV  infection  and  AIDS.     In  addition,  NIMH  enlists 
consultants  to  provide  technical  expertise  and  insights  to  better  understand 
complex  issues  in  the  areas  of  policy  review,  program  evaluation  and 
development  services. 

NIDA  conducts  a  number  of  special  population  studies  and  analyses  using 
consultant  services,  especially  in  specialized  areas  such  as  maternal -fetal 
effects  research.     NIDA  employs  support  services  to  carry  out  the  Laboratory 
Certification  Program  and  the  Federal  Workplace  Drug  Testing  Program. 
Advisory  and  assistance  contracts  include  a  study  of  Treatment  Alternatives  to 
Street  Crime  Community  Models,   an  evaluation  of  the  Drug  Abuse  Campus 
Treatment  Demonstrations,   an  evaluation  of  NIDA  HIV/Substance  Abuse  Training 
activities.     The  Institute  of  Medicine  will  study  the  impact  of  NIDA  research 
programs  on  the  biomedical  and  behavioral  sciences  related  to  drug  abuse  basic 
research,  prevention,  and  treatment  fields  and  provide  recommendations  on  what 
role  NIDA  should  play  in  continuing  to  advance  these  fields. 

NIAAA  employs  consultants  and  experts  to  strengthen  and  expand  evaluations 
involving  research  demonstration  grants  for  homeless  persons  with  substance 
abuse  problems  and  Health  Professions  Education  programs.     Consultants  provide 
technical  expertise  unavailable  within  the  Institute.     Support  services  are 
used  in  conjunction  with  investigations  on  the  impact  of  alcohol-related 
policy  decisions  such  as  drinking  and  driving  laws  and  public  and  private 
sector  financing  of  alcoholism  treatment.     Such  services  permit  NIAAA  to 
provide  timely  and  comprehensive  information  on  alcohol-related  problems. 

OSAP  uses  consultant  services  to  assist  with  the  evaluation  of  substance  abuse 
prevention  and  intervention  programs  and  provide  guidance  in  specific  studies 
being  conducted  within  OSAP  on  their  demonstration  programs.  Consultants 
provide  technical  expertise  currently  unavailable  with  OSAP.     Support  services 
are  used  in  performing  a  nationwide  structured  evaluation  of  drug  reduction 
prevention  and  education  efforts  and  for  evaluations  mandated  for  OSAP  under 
the  Anti-Drug  Abuse  Act  of  1988. 
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OTI  uses  advisory  and  assistance  services  to  provide  expertise  necessary 
during  the  developmental  phases  of  its  programs.     Technical  services  are 
employed  to  assist  OTI  in  its  mission  to  provide  Federal  financial  assistance 
and  program  expertise  to  state  and  local  alcohol,  drug  abuse,  and  mental 
health  administrators  and  clinicians. 


Alcohol,  Drug  Abuse,  and  Mental  Health 
Advisory  and  Assistance  Services 

AAS-- Salaries  and  Expenses 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Request 

Contractual  Services 

Individual             B.A.               $806,000  $1,934,000  $1,819,000 

Experts  &           Oblig.              806,000  1,934,000  1,819,000 

Consultants        Outlays            806,000  1,934,000  1,819,000 


Studies , 

B.A. 

8,431,000 

20,139,000 

20,320,000 

Analyses  & 

Oblig. 

8,431,000 

20,139,000 

20,320,000 

Evaluations 

Outlays 

8,431,000 

20,139,000 

20,320,000 

Management  & 

B.A. 

1,852,000 

2,924,000 

3,042,000 

Professional 

Oblig. 

1,852,000 

2,924,000 

3,042,000 

Support  Svcs. 

Outlays 

1,852,000 

2,924,000 

3,042,000 

Engineering 

B.A. 

396,000 

418,000 

&  Technical 

Oblig. 

396,000 

418,000 

Services 

Outlays 

396.000 

418.000 

Subtotal 

B.A. 

11,089,000 

25,393,000 

25,599,000 

Oblig. 

11,089,000 

25,393,000 

25,599,000 

Outlays 

11,089,000 

25,393,000 

25,599,000 

Personnel 

B.A. 

850,000 

786,000 

815,000 

Appointments 

Oblig. 

850,000 

786,000 

815,000 

Outlays 

850,000 

786,000 

815,000 

Advisory                     B.A.                  63,000            101,000  105,000 
Comnittees                  Oblig.               63,000            101,000  105,000 
Outlays  63.000  101.000  105.000 


TOTAL,  ADAMHA 


B.A. 

Oblig. 

Outlays 


12,002,000  26,280,000  26,519,000 
12,002,000  26,280,000  26,519,000 
12,002,000       26,280,000  26,519,000 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism -AIDS 
(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 
Actual   Appropriation    Current  Estimate  aj   Estimate 


No. 

Amount 

No. 

Amount 

No. 

Amount 

NO. 

Amount 

Research  Project  Grants: 

Continuations 

207 

$62,525 

226 

$72,548 

226 

$72,548 

214 

$72,602 

Admin.  Supplements  

(10) 

286 

(6) 

222 

(6) 

222 

(6) 

224 

New/Competing  Combined  

88 

26,036 

59 

17,707 

59 

17,707 

80 

25,347 

Subtotal,  RPGs  

295 

88,847 

285 

90,477 

285 

90,477 

294 

98,173 

Treatment  Outcome  Research  

















Research  Centers  

12 

23,846 

13 

26,488 

13 

26,488 

13 

27,288 

Other  Research  Related  

46 

3,936 

42 

3,880 

42 

3,880 

42 

4,007 

Total,  Research  Grants  

353 

116,629 

340 

120,845 

340 

120,845 

349 

129,468 

Research  Training: 

FTTP 

FTTP 

FTTP 

FTTP 

Individual  Awards  

5 

117 

4 

87 

4 

87 

4 

87 

Institutional  Awards  

  182 

5,166 

182 

5,181 

182 

5,181 

179 

5,229 

Total,  Research  Training  

187 

5,283 

186 

5,268 

186 

5,268 

183 

5,316 

No. 

No. 

No. 

Res.  and  Dev.  Contracts  

35 

10,917 

26 

8,854 

"26 

8,854 

'  26 

9,188 

Total,  Extramural  Research  

132,829 

134,967 

134,967 

143,972 

FTE 

FTE 

FTE 

FTE' 

Intramural  Research  

14,482 

49 

15,082 

49 

1 5,082 

51 

15,761 

Research  Management  &  Support 

92 

8,999 

95 

13,179 

92 

9,979 

92 

10,573 

Total,  Research  (FTE)  

  (142) 

156,310 

(144) 

163,228 

(141) 

160,028 

(143) 

170,306 

No. 

No. 

Na 

No. 

Clinical  Training  

















Professional  /  Medical  Education  

9 

3,112 

9 

3,016 

9 

3,016 

PATH  Formula  (Homeless)  

— 

— 

Consolidated  Projects  (Homeless) 

Demonstrations: 

Drug  Abuse 

54 

60,177 

51 

71,290 

51 

61,049 

51 

63,317 

Total,  Demonstrations  

54 

60,177 

51 

71,290 

51 

61,049 

51 

63,317 

Treatment: 

Treatment  Programs  

3 

13,014 



16 

10,241 

16 

10,620 

FTE 

FTE 

FTE 

FTE 

TrmL  Mgmt.  &  Support  

3 

177 

3 

184 

3 

191 

Total,  OT I  (FTE)  

(3) 

13,191 

(3) 

10,425 

(3) 

10,811 

Buildings  &  Facilities  

1 ,600 

Office  of  the  Administrator: 

FTE 

FTE 

FTE 

FTE 

Program  Management  &  Support 

2 

111 

2 

125 

2 

125 

2 

140 

SEH  Worker's  Comp.  Fund  

Subtotal,  OA  (FTE)  

(2) 

111 

(2) 

125 

(2) 

125 

(2) 

140 

TOTAL,  ADAMHA  (FTE)  

  (147) 

$234,501 

(146) 

$234,643 

(146) 

$234,643 

(148) 

$247,590 

aj  Reflects  transfer  of  AIDS  Outreach  Program  ($10,425,000  and  3  FTEs)  from  NIDAto  OTI.  Request  separates  budget  line  in 
1993  for  Mental  Health  Professional/Medical  Education.  Funds  moved  from  Research  Management  and  Support. 
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Alcohol,  Drug  Abuse,  and  Mental  Health  Administration 

HIV /AIDS  Funding,  bv  Functional  Category 

FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

I.  Basic  Science  Research: 
A.  Biomedical  Research: 

2.  Immunology   $22,659,000       $23,854,000  $24,545,000 

5 .  Animal  models  &  related  studies . .         3 , 549 , 000  3.826,000  3,905,000 

Subtotal   26,208,000         27,680,000  28,650,000 

B.  Neuroscience  and  Neuropsychiatric 

Research   23,320,000        24,225,000  25,525,000 

C.  Behavioral  Research: 

1.  Mechanisms  of  behavioral  and 

behavior  change   20,406,000        21,135,000  22,215,000 

2.  Prevention  of  high-risk  behaviors 
(behavioral  and  pharmacologic 

interventions)   102.825.000       103.324.000  110.851,000 

Subtotal   123,231,000       124,459,000  133,066,000 

D.  Therapeutic  Agents: 

2.  Clinical  trials   773,000  813,000  851,000 

F.  Research  Enhancement: 

1.  Training   5.283.000  5. 268. OOP  5.316,000 

Total.  Basic  Science  Research. .      178.815,000       182,445,000  193,208,000 
II.  Risk  Assessment  and  Prevention: 

A.  Surveillance : 

2.  HIV  surveys  (incidence  and 

prevalence)   109,000  200,000  300,000 

3 .  Knowledge ,  attitudes ,  behaviors . .         1,375,000  1 , 400 . OOP  1,500,000 

Subtotal   1.484,000  1,600.000  1,800,000 

B.  Population- Based  Research:  Natural 
History,  Transmission,  Risk  Factors: 

1.  Transmission   7,069,000  7,896,000  7,948,000 

2.  Natural  history  and  co- factors. . .        13.557.000         14 . 005 . 000  14.795.000 

Subtotal   20,626,000        21,901,000  22,743,000 

C.  Information  and  Education/Preventive 
Services : 

1 .  High  risk  or  infected  persons ... .       14,355,000        11,567,000  11,983,000 

4.  General  public  &  special  programs         1,232,000  1,200,000  1,250,000 

5.  Heal th- care  workers  &  providers. .         6,532,000  6,466,000  6,666,000 

6.  Prevention  capacity  enhancement..  --- 

Subtotal   22.119.000        19 . 233 .  OOP  19,899,000 

Total,  Risk  Assessment   44,229,000         42,73-4,000  44,442,000 

IV.  Clinical  Health  Services  Research  and 
Delivery: 

A .  Services : 

1.  Conrcun.  &  health  center  services.         8,446,000  7,983,000  8,200,000 

D.  Research   1.411.000  1.481.000  1. 740,000 

"oral.  Clinical  Health  Services     .  ?.S5~.0CO  9,-6-kOOO  9.9-40,000 

V.  PHS-wide  Activities: 

C.  Construction  1 . 600 . 000   ™   — 

Total,  ADAMHA   $23-4.501,000     $234,643,000      $2-"  ,  590 ,000 
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Alcohol,  Drug  Abuse,  and  Mental  Health 
HIV/AIDS  Program 

FY  1991  FY  1992  FY  1993  Increase  or 

 Actual   Appropriation   Estimate   Decrease 

FTE  BA      FTE  BA      FTE  BA      FTE  BA 

147     $234,501,000      146      $234,643,000      148      $247,590,000        +2  +$12,947,000 


Overview 

The  1993  request  includes  an  increase  of  5.5  percent  over  the  1992.  This 
request  continues  to  emphasize  research  by  providing  a  6.5  percent  increase 
for  AIDS  research,  compared  with  a  5.8  percent  for  non-AIDS  research. 

Increases  would  support  expansion  of  the  following  functional  areas: 

o  Biomedical  Research  (+$970,000) 

o  Neuroscience  and  Neuropsychiatr ic  Research  (+$1,300,000) 

o  Behavioral  Research  (+$8,184,000) 

o  Therapeutic  Agents  (+$38,000) 

o  Research  Training  (+$121,000) 

o  Risk  Assessment  and  Prevention  (+$1,808,000) 

o  Clinical  Health  Services  Research  and  Delivery  (+$526,000) 

ADAMHA  continues  to  play  a  national  leadership  role  in  the  prevention  of  HIV 
infection  through  the  support  of  research  and  demonstration  programs  related 
to  the  identification  of  highly  reinforced  drug  abuse  and  sexual  behaviors 
which  place  individuals  at  risk  for  HIV  infection  and  the  development, 
implementation,  and  evaluation  of  behavioral  strategies  to  prevent  the  further 
spread  of  HIV. 

NIMH  will  increase  its  focus  on  critical  gaps  in  these  important  areas:  to 
develop  and  refine  animal  models  with  utility  for  the  study  of  the 
neuropathological  effects  of  the  HIV  retrovirus;   develop  effective  assessment 
techniques  for  diagnosing  HIV- related  dementing  conditions;  develop  effective 
treatment  for  AIDS  Dementia  Complex;  and,   develop  effective  therapies  to 
prevent  AIDS  Dementia  Complex. 

NIDA  will  continue  to  conduct  basic  science  research  including  preclinical 
research  using  animal  models  to  investigate  the  interrelationships  among  HIV 
infection  and  effects  of  drugs  of  abuse  on  the  immune,  neuroendocrine  and 
central  nervous  systems.     Of  special  importance  are  studies  on  the  clinical 
immunology  of  AIDS/HIV  infection  in  drug  abusing  populations  with  an  emphasis 
on  joint  effects  of  CNS  impairments  due  to  HIV  in  drug  abusers. 

The  most  common  neurological  disorder  in  people  with  AIDS  is  dementia.  An 
estimated  30  percent  of  people  with  AIDS  in  the  United  States  will  become 
demented,  which  is  seven  times  more  than  the  number  of  people  per  year 
diagnosed  with  multiple  sclerosis.     As  many  as  two- thirds  of  inpatients  with 
AIDS  could  have  HIV  dementia.     Moreover,  gaining  a  better  understanding  of  the 
effects  of  HIV  on  brain  function  has  been  key  to  the  development  of  secondary 
HIV  prevention  efforts. 
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There  has  been  a  dramatic  increase  in  the  number  of  AIDS  cases  among  infants. 
AIDS  is  currently  the  ninth  leading  cause  of  death  among  children  between  the 
ages  of  1-4  years.     HIV  and  SIV  are  closely  related,  both  genetically  and 
biologically,   and  simian  AIDS  closely  parallels  the  human  disease.  SIV- 
infected  Rhesus  macaques  have  been  used  as  a  model  by  NIMH  intramural 
scientists  to  test  the  effectiveness  of  peptides  to  either  block  SIV  infection 
or  to  retard  disease  progression.     These  findings  may  be  helpful  in  developing 
strategies  to  block  HIV-1  infection  in  infants  born  to  mothers  who  are  HIV-1 
positive . 

In  an  NIMH  controlled  prevention  trial,   an  intensive  AIDS/HIV  intervention 
with  78  runaway  youths  in  a  New  York  City  residential  shelter  resulted  in 
reductions  in  sexual  risk  behaviors.     This  project  demonstrates  that 
adolescents  who  have  been  described  as  resistant  to  change,  do  change  their 
behaviors  in  response  to  an  intensive  intervention.     Prevention  programs  based 
on  this  successful  model  could  have  major  public  health  implications  in 
curtailing  the  spread  of  HIV  in  this  high-risk 
group . 

The  relationship  between  substance  abuse  and  the  transmission  of  HIV  infection 
continues  to  be  of  critical  concern  to  ADAMHA.     It  is  estimated  that  there  are 
approximately  1.5  million  injecting  drug  users  in  the  United  States.  Research 
on  high  risk  behaviors  related  to  poly-drug  abuse  and  both  injection  and  non- 
injection  drug  abuse  will  be  emphasized. 

NIDA  research  and  other  studies  have  demonstrated  that  recruiting  people  into 
drug  treatment  (and  keeping  them  there)  is  the  most  effective  HIV  prevention 
approach  with  substance  abusers. 

Evaluation  of  treatment  and  prevention  strategies  targeting  drug  abusers  in 
and  out  of  treatment  will  be  highlighted.     An  emerging  area  of  concern  relates 
to  the  impact  of  drug  abuse  -  related  HIV/AIDS  on  women,  children,  and  ethnic 
minorities . 

Developing  effective  prevention/intervention  strategies  result  in  long  term 
behavior  modification  is  a  key  priority  for  ADAMHA.     Controlled  efficacy 
studies  of  individual  and  community -based  treatment  and  prevention  strategies 
targeted  at  populations  at  high  risk  for  HIV  infection  are  critical. 

The  AIDS  Outreach  Program,   funded  through  1991  by  NIDA,  and  transferred  to  OTI 
in  1992,  will  continue.     NIDA  has  retained  the  research  components  of  this 
program.     OTI  will  be  responsible  for  administering  approximately  $10,620,000 
in  discretionary  grants.     OTI  intends  to  modify  the  program  beginning  in  1992, 
in  a  manner  consistent  with  the  recommendations  of  the  NIDA/OTI/State 
conference  held  last  year. 

In  addition,  OTI  and  OSAP  will  be  incorporating  critical  HIV  components  into 
their  non-AIDS  programmatic  initiatives.     Therefore,   the  resources  identified 
in  this  request  represent  only  a  part  of  the  total  ADAMHA  commitment  to 

HIV/AIDS . 

The  Office  for  Treatment  Improvement  (OTI)  has  an  effort  underway  to  include 
HIV  testing  and  pre-  and  post-  test  counseling  in  drug  abuse  treatment 
programs,  and  to  train  drug  abuse  treatment  personnel  in  treatment  and 


1031 


clinical  care  issues  for  the  HIV  infected.     In  addition,   the  Office  for 
Substance  Abuse  Prevention  (OSAP)  expects  to  add  a  requirement  that  all  OSAP 
funded  projects  include  HIV/AIDS  prevention  initiatives  as  an  integral  part  of 
their  service  continuum. 

Moreover,   in  excess  of  $180,400,000  is  provided  for  drug  abuse  treatment 
through  the  ADAMHA  ADM  Services  Block  Grant  program  for  injection  drug  abuse. 

The  assessment  of  specific  health  care  worker  training  programs  to  address  the 
needs  of  HIV  infected  and  at  risk  drug  abusing  clients  will  be  initiated. 
Initiatives  to  increase  the  pool  of  minority  scientists  to  conduct  mental 
health  HIV  research  are  proposed  for  continuation  and  expansion.  An 
initiative  is  also  proposed  to  expand  the  NIMH  medical  education  program  to 
provide  HIV  neuropsychiatric  and  psychosocial  training  to  health  and  mental 
health  care  providers  in  all  regions  of  the  country. 

Given  ADAMHA's  extensive  history,  experience  and  involvement  with  drug  using 
populations,  we  will  retain  a  leadership  role  within  the  PHS  by  (1)  developing 
increasingly  effective  outreach  approaches  and  prevention  strategies,   and  (2) 
delivering  in  cooperation  with  other  agencies  the  needed  service  programs  for 
this  population. 

ADAMHA  has  the  advantage  of  linking  research-based  information,   such  as 
specific  outreach  intervention  strategies  demonstrated  to  be  effective  from 
NIDA  funded  HIV  programs  to  develop  effective  service  oriented  programs. 
These  efforts  in  the  area  of  HIV  prevention  will  focus  not  only  to  injection 
drug  users,  but  also  on  non- inj ection  drug  users. 

OTI's  strategy  also  includes  implementation  of  more  complete  medical 
assessments  for  mycobacterium  tuberculosis,   for  the  new  drug -resistant 
strain(s)  of  TB,  various  STDs ,  other  retroviral  infections,  and  other  clinical 
indications  which  the  ADAMHA/CDC  HIV  and  Substance  Abuse  Work  Group  has 
already  expressed  their  agreement  on  the  need  to  work  collaboratively  on  the 
requisite  protocols. 

In  the  ADAMHA  Office  of  Administrator  funds  are  provided  to  support  the 
HIV/AIDS  Advisory  Board  which  is  responsible  for  the  development  of  the  long 
range  comprehensive  plans  and  strategies  for  the  ADAMHA  HIV/AIDS  program,  and 
for  the  oversight,  coordination,  preparation,   submission  of  the  ADAMHA 
HIV/AIDS  Plan. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

Amount  FTE 


FY  1988    $112,316,000  40 

FY  1989   173,336,000  80 

FY  1990   213,814,000  122 

FY  1991   234,501,000  148 

FY  1992   247,590,000  146 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism-NIMH  HIV/AIDS 

(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1992  FY  1993 

Actuals  Appropriation    Current  Estimate  a/  Estimate 


No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

Admin.  Supplements  

New/Competing  Combined  

83 
(4) 
37 

$26,439 
181 
11,152 

93 
(4) 
18 

$32,162 
190 
5,721 

93 
(4) 
18 

$32,162 
190 
5,721 

84 

(4) 
30 

$30,701 
190 
10,037 

Subtotal  RPGs 

120 

37,772 

111 

38,073 

111 

38,073 

114 

40,928 

Research  Centers  

4 

16,677 

19,145 

5 

19,145 

5 

19,989 

Other  Research  Related  

19 

1,495 

20 

1,549 

20 

1,549 

20 

1,549 

Total,  Research  Grants  

143 

55,944 

136 

58,767 

136 

58,767 

139 

62,466 

Research  Training: 

Institutional  Awards  

FTTP 
133 

87 
3,852 

FTTP 
133 

87 
3,852 

FTTP 
133 

87 
3,852 

FTTP 
130 

87 
3,852 

Total,  Research  Training  

137 

3,939 

137 

3,939 

137 

3,939 

1 34 

3,939 

Res.  and  Dev.  Contracts  

No. 
16 

1.935 

No. 
16 

1,995 

Na 
16 

1,995 

No, 
16 

2,041 

Subtotal,  Extramural  Research.... 

61.818 

64,701 

64,701 

68,446 

Intramural  Research  

Research  Management  &  Support 

FTE 
25 
21 

7,585 
3,317 

FTE 
25 
21 

8,093 
6,652 

FTE 
25 
21 

8,093 
3,636 

FTE 
25 
21 

8.400 
3.864 

Total,  Research  

46 

72,720 

46 

79,446 

46 

76,430 

46 

80.710 

Professional  /  Medical  Education- 

9 

3,112 

9 

3,016 

9 

3.016 

Total,  NIMH  (FTE)  

(46) 

$75,832 

(46) 

$79,446 

^(46) 

$79,446 

(46) 

$83,726 

a/  Reflects  a  separate  budget  line  for  Professional/Medical  Education.  This  program  is  currently  funded  from  the 
Research  Management  and  Support  line. 
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Alcohol,  Drug  Abusa,  and  Mental  Health 
HIV/AIDS  Program 


National  Institute  of  Mental  Health 

The  1993  budget  request  continues  a  decade  of  behavioral  and  neuroscience 
research  and  training  programs  to  prevent  the  spread  of  HIV  infection  and 
treat  the  sequelae  of  infection.     Specific  initiatives  are  underway:  to 
develop  prevention  strategies  targeted  to  high-risk  behaviors  and  groups  at 
high-risk  for  HIV  infection;   to  characterize  the  interaction  of  the  brain  and 
the  HIV  virus  as  they  impact  on  immune  functioning;  and  to  develop  therapeutic 
agents  to  delay  further  cognitive  and  mental  dysfunction  in  HIV  infected 
individuals  and  those  with  AIDS. 

The  National  Institute  of  Mental  Health  (NIMH)  1993  AIDS  program  request  is 
$83,726,000,  an  increase  of  $4,280,000  or  5.4  percent  over  1992  appropriation. 
Of  this,  $76,846,000  is  for  extramural  research  grants  and  contracts, 
intramural  research  and  research  training;  $3,016,000  is  for  professional 
training;   and  $3,864,000  is  for  research  management  and  support. 

Priorities  for  extramural  research  are:     (1)  behavioral  research  to  understand 
the  development  of  risk  behaviors  in  adolescents,  minorities,  and  women;  (2) 
the  development  and  evaluation  of  behavioral  strategies  to  prevent  further 
transmission  of  HIV;   (3)  elucidation  of  the  etiology,  natural  history, 
treatment,  and  prevention  of  psychological  deficits  and  psychiatric  sequelae 
of  HIV  infection;    (4)  mental  health  services  research  to  assess  the  efficacy 
of  mental  health  care  provided  to  HIV-infected  individuals;   (5)  clinical 
trials  of  potential  HIV  therapeutics  to  treat  neurocognitive  dysfunction 
caused  by  infection;   and  (6)  methodological  and  statistical  advances  to  handle 
the  complex  research  issues  associated  with  HIV  infection  and  AIDS. 
Intramural  research  focuses  on  the  neuroscience  of  HIV  infection  and  the 
development  of  animal  models  to  understand,   treat,   and  prevent  the 
consequences  of  HIV  infection  in  the  brain. 

I .         Basic  Science  Research 

A.        Biomedical  Research 

HIV  compromises  both  the  immune  and  nervous  systems  and  contributes  to 
progressive  immune  system  failure,  central  nervous  system  (CNS)  degeneration, 
and  dementing  illnesses.     Scientists  have  suggested  that  abnormal  interaction 
between  the  CNS  and  the  immune  system  affects  susceptibility  to  HIV  infection, 
and  may  accelerate  the  progression  of  the  disease  and  development  of 
neurological  symptoms.     Researchers  are  studying  factors  that  contribute  to 
susceptibility  and  how  immune  function  can  be  altered  by  neurological  and 
psychological  factors  because  the  brain  regulates  both  the  nervous  and  immune 
systems . 
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A  promising  experimental  treatment  for  AIDS  destroys  the  immune  system's  T 
cells  by  X-ray  irradiation  and  replaces  the  immune  system  by  transplanting 
healthy  bone  marrow  in  conjunction  with  AZT  therapy.     Preliminary  results  of 
studies  by  NIMH  intramural  scientists  have  demonstrated  the  effectiveness  of 
an  alternate  method  that  destroys  infected  T  cells  with  protein  toxins.  This 
eliminates  the  need  for  bone  marrow  transplant  with  the  attendant  side 
effects . 

Important  research  questions  remain  regarding  the  effects  of  HIV  on  the  CNS  in 
children  and  adults.     NIMH  supports  the  development  of  animal  models  to  study 
the  progression  of  HIV  infection,   the  behavioral  and  neurological  changes  that 
occur  both  during  and  after  infection,  and  the  development  of  potential 
therapies  for  treating  and  preventing  infection.     Animal  models  are  invaluable 
for  studying  the  progression  of  HIV  infection  because  it  is  possible  to 
isolate  a  specific  behavioral  or  neurological  changes  and  to  study  it  over  a 
shorter  period  with  greater  precision. 

Several  developments  are  potentially  important  in  understanding  critical 
aspects  of  pediatric  AIDS.     A  juvenile  animal  model  is  being  developed  that 
will  permit  a  better  understanding  of  the  neurodevelopmental  and  behavioral 
sequelae  of  HIV  infection.     The  development  of  a  tissue  culture  model  is 
permitting  investigators  to  study  the  effect  of  HIV  directly  on  brain 
function.     A  model  for  the  fetal  blood  brain  barrier  has  been  developed  to 
study  transmission  from  mother  to  infant.     This  is  critical  to  determining  the 
optimal  point  at  which  to  interrupt  transmission  during  pregnancy  and  birth  or 
to  begin  pharmacologic  therapies. 

The  1993  projects  will  focus  on  continuing  to  elucidate  the  mechanisms  that 
determine  the  brain- immune  interactions  and  testing  promising  laboratory 
interventions . 

B.        Neuroscience  and  Neuropsychiatr ic  Research 

Improved  treatments  for  and  prevention  of  AIDS  ultimately  depend  upon  a 
fundamental  understanding  of  brain  structure  and  function  in  their  roles  in 
acquiring  infection.     A  major  mission  of  NIMH  is  elucidation  of  the 
pathophysiology  of  AIDS.     Research  supported  ranges  from  molecular  biological 
investigations  of  single  molecules  to  studies  of  intact,  behaving  animal 
models.     The  molecular  and  cellular  mechanisms  underlying  AIDS  Dementia 
Complex  (ADC)  and  a  focused  comparative  evaluation  of  brain  pathophysiology  in 
AIDS  patients  with  that  found  in  three  animal  models  is  the  primary  focus  of 
research  at  the  AIDS  Research  Center  in  La  Jolla,  California. 

Intramural  scientists  are  investigating  the  role  of  quinolinic  acid  in  the  CNS 
damage  seen  in  AIDS  patients.     Researchers  have  demonstrated  that  mouse  brain 
quinolinate  levels  rise  after  stimulation  of  the  immune  system.  Following 
this  observation,   they  measured  quinolinate  levels  in  the  CSF  of  AIDS  patients 
and  found  that  these  levels  were  markedly  elevated  over  those  found  in  healthy 
controls.     Levels  were  highest  in  those  patients  with  neurological  symptoms, 
and  correlated  with  the  degree  of  neurological  impairment.  Conversely, 
patients  treated  with  AZT  showed  a  decrease  in  CSF  quinolinate  that  correlated 
with  an  improvement  in  their  neurological  status.     A  prospective  study  is 
being  conducted  of  patients  with  elevated  quinolinate  levels  but  no 
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neurological  signs  to  determine  whether  they  later  develop  neurological 
symptoms . 

NIMH  has  taken  the  lead  in  the  PHS  in  developing  a  psychological  and 
neurological  assessment  battery  for  evaluating  neurodevelopment  in  infants  and 
children.     The  NIMH  pediatric  battery  is  being  translated,   adapted,  and  field 
tested  for  Spanish -speaking  children.     Multicultural  assessment  strategies 
will  be  expanded  to  assess  neurodevelopmental  changes  in  Hispanic  and  Black 
children,  who  are  over-represented  among  children  with  HIV  infection  and  AIDS. 

Another  methodological  initiative  is  the  development  of  appropriate  norms  for 
both  children  and  adults  in  order  to  use  these  important  tools  more 
effectively  in  research  with  ethnic  minority  groups.     An  important  1993 
initiative  will  use  the  NIMH  pediatric  battery  in  a  multi-site  study  to 
evaluate  neurobehavioral  development. 

Another  1993  initiative  will  increase  the  Institute's  focus  on  critical  gaps 
in  neuroscience  research  to  develop:  animal  models  for  the  study  of  specific 
neurocognitive  processes  and  the  timing  of  infection  events  of  the  HIV 
retrovirus;  refinement  of  effective  assessment  techniques  for  diagnosing  HIV- 
related  neurocognitive  conditions;  develop  therapies  to  reverse  cognitive 
abnormalities;  develop  effective  therapies  to  prevent  ADC;  and  treatments  for 
this  devastating  complication  of  HIV  infection. 

C.         Behavioral  Research 

Preventing  or  changing  high-risk  behaviors  and  maintaining  low  risk  behaviors 
are  the  only  available  strategies  to  prevent  the  further  spread  of  HIV 
infection.     NIMH  is  the  focal  point  within  the  PHS  for  research  on  behavior 
and  its  psychological  and  psychosocial  determinants. 

Studies  have  shown  that  runaway  youths  are  at  high-risk  for  contracting  HIV, 
with  6.7  percent  of  runaway  youth  in  New  York  City  and  8.2  percent  in  San 
Francisco  already  seropositive.     In  a  controlled  prevention  trial,  an 
intensive  AIDS/HIV  intervention  with  78  runaway  youths  in  a  New  York  City 
residential  shelter  succeeded  in  reducing  sexual  risk  behaviors.  The 
predominantly  minority  youths  aged  11-18  reported  high-risk  sexual  behaviors 
at  the  beginning  of  the  intervention.     Prevention  activities  consisted  of 
workshops  to  increase  general  knowledge  of  AIDS,   coping  skills  training, 
referral  to  health  and  mental  health  care,  and  individual  counseling  targeted 
to  attitudes  obstructing  safer  sex.     After  six  months,  youths  who  received  the 
intensive  twenty- session  intervention  reported  significantly  increased  and 
consistent  condom  use  and  significantly  decreased  high-risk  sexual  behaviors. 
This  project  confirms  that  adolescents  who  are  often  described  as  resistant  to 
change,  will  change  their  behaviors  following  an  intensive  intervention. 
Prevention  programs  based  on  this  successful  model  could  have  major  public 
health  implications  in  curtailing  the  spread  of  HIV  in  this  high-risk  group. 

NIMH  supported  researchers  have  made  significant  contributions  to 
understanding  the  determinants  of  HIV- related  risk  behaviors  and  the 
mechanisms  of  behavior  change  in  certain  at-risk  populations.     Data  suggest 
that  psychological  distress  and  poor  mental  health  functioning  adversely 
affect  an  individual's  attempt  to  change  risk  patterns  of  behavior.  For 
instance,   learning  of  a  positive  test  result  may  have  profound  psychological 
effects  on  some  individuals,   such  as  social  withdrawal,  paralyzing  anxiety, 
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depression,   and  an  elevated  risk  of  suicide.     On  the  other  hand,   a  New  York 
study  of  pre-  and  post-test  counseling  demonstrated  that  HIV-negative 
individuals  were  also  at  increased  risk  for  depression  associated  with  being 
at  risk  for  HIV  infection  and  the  poor  health  status  of  significant  others  and 
friends.     There  is  evidence  that  appropriate  interventions  can  minimize  the 
potential  negative  impact  associated  with  HIV  seropositivity  or  risk  of  HIV 
infection.     An  innovative  study  demonstrated  that  counseling  combined  with 
stress  prevention  training  significantly  reduced  emotional  distress  after 
voluntary  serologic  testing  for  HIV.     The  Institute  will  continue  to  advance 
research  on  these  vital  topics. 

Prevention  of  High-Risk  Behaviors 

Identification  of  effective  and  efficient  prevention  interventions  and 
behavior  change  strategies  continues  to  be  a  top  priority  of  the  NIMH  AIDS 
Program.     A  highlight  of  NIMH's  efforts  is  a  multi-site,  multi -population 
prevention  trial  designed  to  serve  as  a  blue  print  for  AIDS  prevention 
policies  for  the  PHS .     The  trial  focuses  on  identifying  interventions  that  can 
be  disseminated  by  other  Federal  agencies  and  effectively  reach  persons  from 
understudied,   underserved  populations  who  continue  to  engage  in  high-risk 
behaviors.     In  1993  efforts  will  focus  on  enhancing  the  generalizability  of 
the  study  by  increasing  the  pool  of  understudied,   at-risk  populations  included 
in  the  multi-site  effort. 

Because  HIV-infected  individuals  are  living  longer,  more  productive  lives, 
prevention  research  also  will  be  expanded  into  secondary  prevention  efforts. 
Priority  areas  will  include:     coping  with  the  psychological  consequences  of 
HIV  disease;   specific  stressors  and  effective  coping  strategies;  bereavement 
issues;  psychological  impact  on  the  caregivers  and  health  care  providers  of 
persons  with  HIV  and  AIDS. 

An  investigator  in  Milwaukee  rated  one  hundred  forty  two  individuals  with  HIV 
infection  as  highly  depressed  or  less  depressed  based  on  an  established 
community  rating  scale.     Highly- depressed  persons  with  HIV  infection  were  more 
likely  to  use  illicit  drugs  and  more  often  engaged  in  continued  high-risk 
sexual  practices,  presenting  clinical  concerns  for  the  infected  individual  and 
public  health  concerns  regarding  further  spread  of  HIV  infection.  These 
findings  highlight  the  need  for  improved  mental  health  services  for  HIV- 
infected  persons  and  suggest  areas  of  intervention  that  may  be  of  benefit  in 
curtailing  the  HIV  epidemic. 

The  role  of  the  family  in  the  prevention  and  treatment  of  HIV  requires 
systematic  investigation.     In  1993,  NIMH  plans  to  support  pre  -  intervention  and 
intervention  research  that  would  facilitate  the  development  of  effective 
primary  and  secondary  prevention  programs  for  families.     Priority  areas 
include:      (1)  how  families  decrease  high-risk  behaviors  among  family  members; 
(2)   the  impact  of  socio-cultural  factors  and  family  system  functioning  on  the 
perception  of  AIDS  risk  and  risk  reduction  among  poor,  urban,  and  ethnic 
families;    (3)  how  couples,  with  one  HIV  positive  member,   negotiate  safer 
sexual  practices;    (4)  effective  strategies  families  use  to  cope  with  the 
disease;   and  (5)   the  role  of  support  from  family  and  friends  in  extending  the 
life  and  comfort  of  individuals  with  HIV  infection  and  AIDS. 
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In  1993,  NIMH  intends  to  focus  on  hard  to  reach  individuals  who  continue  to 
engage  in  high-risk  behaviors.     Priorities  include:   identification  of 
determinants  of  high-risk  sexual  and  drug  using  behaviors;   determinants  of 
maintaining  low-risk  behaviors;   the  social  contexts  in  which  risk-taking 
behaviors  occur;   the  impact  of  affective  states  (e.g.,  depression,  anxiety, 
social  isolation)  on  risk  behavior;   the  effects  of  cognitive  impairment  on 
adherence  to  risk  reduction  guidelines;   and  the  development  of  more  accurate 
methods  to  assess  behavioral  determinants,  patterns  of  risk  behaviors,  and 
behavior  change.     The  Institute  also  will  establish  a  systematic  distribution 
activity  to  catalog  and  translate  emerging  research  findings  to  a  wide  range 
of  Federal,   State  and  local  program  planners. 

D.  Therapeutic  Agents 

NIMH  has  supported  efforts  to  develop  and  test  effective  therapies  to  treat 
dementing  conditions  associated  with  HIV  infection  and  AIDS.     For  example, 
NIMH  is  conducting  a  Phase  II  placebo  -  controlled ,   double-blind  study  to 
evaluate  the  effects  of  Peptide  T,   a  compound  developed  by  NIMH  intramural 
scientists,   in  HIV  positive  individuals  with  neurological  and  psychological 
symptoms.     This  study  is  also  testing  Peptide  T  in  combination  with  AZT  and 
ddl . 

The  Institute  is  also  supporting  studies  of  the  prevention  of  high-risk 
behaviors  through  both  behavioral  and  pharmacologic  intervention.  These 
efforts  will  be  expanded  to  include  further  research  on  the  effects  of 
psychopharmacologic  agents  used  in  the  treatment  of  psychological  sequelae  of 
HIV  infection  and  their  interaction  with  anti-HIV  drugs.     NIMH  will  continue 
to  develop  psychotherapeutic  agents  from  natural  sources  that  may  have 
potential  for  treatment  of  HIV  infection  in  the  brain. 

E .  Research  Enhancement 

In  1991,  NIMH  inaugurated  a  series  of  activities  to  increase  the  number  of 
minority  investigators  who  serve  as  principal  investigators  on  HIV-related 
mental  health  research.     NIMH  is  supporting  14  minority  investigators  using 
the  supplementary  research  mechanism  designed  to  train  minorities  in  research 
methodology  and  design.     Another  critical  initiative  is  to  increase  the  number 
of  ethnic -minority  Principal  Investigators,   especially  at  Historically  Black 
Colleges  and  Universities  (HBCUs).     The  Handbook  on  How  to  Write  a  Successful 
Research  Application  will  be  distributed  to  HBCUs  and  minority  investigators. 
These  ventures  to  expand  the  pool  of  minority  scientists  trained  in  HIV 
research  are  designed  to  implement  the  Assistant  Secretary  of  Health's  AIDS 
Strategic  Plan. 

II .       Risk  Assessment  and  Prevention 

B .         Population-based  Research:     Natural  History,  Transmission,   Risk  Factors 

HIV  infection  and  AIDS  have  risen  at  an  alarming  rate  among  women, 
particularly  Blacks  and  Latinas.     The  natural  history  of  HIV  disease  among 
women  has  not  been  studied  systematically.     PHS  recognized  the  need  for  this 
endeavor  and  formed  a  PHS  Intra-agency  Women  and  AIDS  Study  Group  to 
conceptualize  and  design  the  protocol  for  this  essential  study.     NIMH  will 
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continue  to  develop  the  psychosocial,  behavioral  and  neuropsychological 
components  of  this  intra-agency  collaboration. 

NIMH  is  also  collaborating  with  CDC  in  the  development  and  implementation  of 
the  Prevention  of  HIV  in  Women  and  Infants  Demonstration  Projects.  This 
multi-site  study  seeks  to  develop  effective  HIV  prevention  messages;  identify 
the  determinants  of  reproductive  decision  making  and  contraceptive  choice;  and 
improve  access  to  reproductive  health  care  among  women  at  risk  for  HIV 
infection . 

C .  Information  and  Education/Preventive  Services 

High-risk  or  Infected  Persons   -  While  HIV  antibody  testing  and  counseling  are 
considered  to  be  a  key  component  of  an  HIV  prevention  strategy,   few  studies 
have  assessed  the  behavioral  and  mental  health  outcomes.     Serious  gaps  in 
knowledge  exist  regarding  the  effectiveness  of  existing  HIV  counseling 
programs  and  the  identification  of  effective  counseling  interventions  for 
specific  populations  of  HIV  seropositive  individuals.     Should  home  test  kits 
for  detecting  HIV  infection  become  available,  NIMH  will  take  the  lead  to 
address  special  issues  related  to  HIV  counseling  that  may  arise. 

The  Institute  will  continue  its  efforts  to:      (1)  develop  and  test  HIV-related 
counseling  strategies  designed  to  prevent  the  further  spread  of  HIV  infection 
by  reducing  risk  behaviors  among  individuals  already  infected  with  HIV;  (2) 
develop  and  test  HIV-related  counseling  approaches  to  prevent  or  reduce  HIV- 
related  mental  health  problems.     In  addition  model  protocols  for  HIV 
counseling  for  specific  populations  will  be  developed  under  contract. 

Health  Care  Workers  and  Providers   -     NIMH  has  provided  support  for  a  program 
to  develop  model  educational  approaches  to  train  mental  health  care  providers 
about  HIV  and  AIDS.     This  program  is  designed  to  enhance  the  Nation's  ability 
to  respond  to  the  HIV/AIDS  epidemic  by  training  mental  health  care  providers 
in  the  psychiatric  and  psychosocial  aspects  of  HIV  infection  and  AIDS.  The 
programs  now  funded  focus  primarily  on  training  traditional  mental  health  care 
providers  such  as  psychiatrists,  psychologists,  marriage  and  family 
counselors,  psychiatric  nurses  and  social  workers.     NIMH  plans  to  expand  the 
focus  of  training  to  other  health  care  workers  who  often  are  first  line 
providers  of  mental  health  services  such  as  medical  students,  primary  care 
physicians,   and  clergy. 

IV .       Clinical  Health  Services  Research  and  Delivery 

D .  Research 

Accumulating  evidence  suggests  that  individuals  with  severe  mental  illness  are 
at  increased  risk  for  HIV  infection  due  to  high  rates  of  HIV-related  risk 
behaviors.     In  a  study  in  New  York  City,   the  charts  of  inpatients  aged  18  to 
55  years  old  were  reviewed  for  a  three  month  period  at  a  psychiatric  facility. 
Of  both  men  and  women,  42  percent  reported  a  history  of  HIV-related  risk 
behaviors  during  the  previous  five  years,   and  22  percent  were  at  high-risk  of 
HIV  infection  based  on  reported  behaviors.     Neither  age  nor  race  was 
significantly  related  to  risk  behavior.     Patients  with  self - reported  risk 
behaviors  had  on  average  low  fear  of  getting  AIDS.     This  raises  concern  that 
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psychiatric  illness  may  impede  an  accurate  assessment  of  risk.  More  than  one- 
third  of  the  patients  who  were  at  self -  reported  risk  were  seropositive. 

Preliminary  evidence  suggests  that  the  prevalence  of  HIV  infection  in  the 
mentally  ill  population  may  be  between  5  to  8  percent.     Specific  strategies 
are  required  to  prevent  HIV  infection  in  this  population  and  to  treat  the 
mental  health  consequences  in  HIV-infected  mentally  ill  individuals.     NIMH  is 
undertaking  a  major  effort  to  describe  HIV-related  psychopathology  and  current 
medical  practice  regarding  concurrent  use  of  HIV-related  drugs  and 
psychotropic  medications.     Of  critical  importance  is  the  development  of 
clinical  guidelines  regarding  the  integration  of  dual  treatment  for  this 
population. 


1040 


ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism-NIDA  HIV/AIDS 

(Dollars  in  thousands) 


FY  1991 
Actuals 

FY  1992 
Appropriation 

FY  1992 
Current  Estimate  a/ 

FY  1993 
Estimate 

No. 

Amount 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

Admin  Supplements 
New/Competing  Combined  

107 

w 

48 

$31,710 
74 
14,266 

115 
31 

$35,761 
9,815 

115 
31 

$35,761 
9,815 

110 
40 

$36,479 
13,184 

Subtotal,  RPGs  

155 

46,050 

146 

45,576 

146 

45,576 

150 

49,663 

Other  Research  Related  

7 
25 

6,124 
2,306 

7 
21 

6,767 
2,256 

7 
21 

6,767 
2,256 

7 
21 

6,691 
2,380 

Total,  Research  Grants  

187 

54,480 

174 

54,599 

174 

54,599 

178 

58,734 

Research  Training: 

FTTP 

FTTP 

FTTP 

FTTP 

49 

1,314 

49 

1,329 

49 

1,329 

49 

1,377 

Total,  Research  Training  

49 

1,314 

49 

1,329 

49 

1,329 

49 

1,377 

Res.  and  Dev.  Contracts  

No. 
16 

8,979 

Na 
10 

6,859 

No. 
10 

6,859 

No. 
10 

7,147 

Subtotal,  Extramural  Research.. 

64,773 

62,787 

62,787 

67,258 

Intramural  Research  

Research  Management  &  Support 

FTE 
15 
67 

5,344 
5,477 

FTE 
15 
70 

5,344 
6,282 

FTE 
15 
67 

5,344 
6,098 

FTE 
15 
67 

5,557 
6,422 

Total,  Research  

82 

75,594 

85 

74,41 3 

82 

74,229 

82 

79,237 

Drug  Abuse  Demonstration  

No. 
54 

60,177 

No. 
51 

71,290 

No. 
51 

61,049 

No. 
51 

63,317 

Total,  NIDA  (FTE)  

(82) 

$135,771 

(85) 

$145,703 

(82)  $135,278 

(82) 

$142,554 

a/  Reflects  transfer  of  $10,425,000  and  3  FTEs  from  NIDA  to  OTI  for  the  AIDS  Outreach  Demonstration  Program. 
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National  Institute  on  Drug:  Abuse 

The  1993  request  for  AIDS  is  $142,554,000,   an  increase  of  $7,276,000  or 
5.4  percent  over  the  1992  appropriation.     Of  this  amount,   $67,258,000  is  for 
extramural  research  and  research  training,   $5,557,000  is  for  intramural 
research,   and  $6,422,000  is  for  research  management  and  support;  $63,317,000 
is  for  the  AIDS  research  demonstration  projects. 

Drug  abuse  is  the  second  leading  risk  factor  for  acquiring  HIV  in  adults. 
Thirty- two  percent  of  adult  cases  have  been  linked  to  drug  abuse  through 
July  1991.     Injection  drug  users  (IDUs)  represent  one  of  the  fastest  growing 
groups  of  persons  with  HIV  infection  in  the  U.S.     Drug  abuse  is  the  primary 
risk  factor  for  infants  and  children  with  HIV  infection.     Through  July  1991, 
59  percent  of  pediatric  cases  were  linked  to  drug  users.     One -half  of 
pediatric  AIDS  cases  linked  to  maternal  transmission  involve  women  who  used 
drugs  intravenously,  and  an  additional  21  percent  involve  women  with  sexual 
partners  who  are  IDUs. 

I .     Basic  Science  Research 

A .     Biomedical  Research 

NIDA  conducts  basic  science  research  including  preclinical  research  using 
animal  models  to  look  at  interrelationships  among  HIV  infection  and  effects  of 
drugs  of  abuse  on  the  immune,  neuroendocrine  and  central  nervous  systems.  Of 
special  importance  are:   (1)  studies  on  the  clinical  immunology  of  AIDS/HIV 
infection  in  drug  abusing  populations  with  an  emphasis  on  joint  effects  of 
medical,   drug  abuse,  and  stress  -  related  factors;  and  (2)  studies  of  CNS 
impairments  due  to  HIV  in  drug  abusers. 

Modulation  of  cell  mediated  immune  function  by  opiates.     Research  is  underway 
to  study  the  effects  of  drugs  of  abuse  on  the  immune  system  and  the 
interaction  of  these  effects  with  HIV.     NIDA  investigators  studied  the  growth 
of  the  Human  Immunodeficiency  Virus  (HIV)   in  cocultured  human  peripheral  white 
blood  cells.     Morphine  and  cocaine  markedly  increased  the  replication  of  HIV 
in  cocultures  of  lymphocytes.     Naloxone  (an  opiate  antagonist)  was  found 
capable  of  opposing  the  effects  of  both  cocaine  and  morphine. 

Future  studies  will  attempt  to  separate  other  manifestations  of  the 
drug-abusing  life  style  (e.g.,  malnutrition  and  other  infections)  from  the 
primary  effects  of  drugs  and  HIV.     This  research  is  expected  to  be  valuable  in 
aiding  medications  development  and  treatment  by  providing  knowledge  of  the 
interactions  of  therapeutics  on  the  immune  system  of  drug  abusers. 

Little  is  known  of  the  magnitude,  mechanisms,  and  duration  of  the  direct 
effects  of  drugs  on  the  fetus.     Animal  studies  are  underway  to  examine  the 
effects  of  drug-specific  fetal  exposure  on  the  development  of  the 
neuroendocrine,  cardiovascular,   renal,  hepatic,   immune,   and  other 
physiological  systems.     Researchers  are  trying  to  determine  the  extent, 
mechanisms,  and  consequences  of  possible  drug- induced  CNS  toxicity,  especially 
with  respect  to  defining  periods  of  greatest  fetal  vulnerability. 

Additional  research  is  needed  to  determine  drug  modulation  of  HIV  infection, 
neurologic  impairment,  and  altered  immunocompetence ,   as  well  as  to  develop 
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accurate  methods  of  early  diagnosis  of  HIV  in  infants.     Research  is  needed  on 
immunohematological  and  neurobehavioral  parameters  that  predict  the  effects  on 
disease  progression  (in  mothers  and  children)  of  further  exposure  to  drugs  of 
abuse  and  to  treatment  medications. 

C .  Behavioral  Research 

Developing  effective  prevention/intervention  strategies  that  exact  lasting 
behavior  modification  is  therefore  one  of  NIDA's  research  priorities. 
Research  aimed  at  the  development  of  techniques  that  reduce  high  risk 
behaviors  among  drug  users  and  their  sexual  partners,   through  treatment, 
counseling  and  education,  contribute  to  the  combat  of  AIDS. 

More  well-defined  evidence  is  needed  regarding  the  discontinuation  of  drug 
using  behaviors.     Preliminary  data  from  population-based  studies  indicate 
differences  in  drug  using  behaviors  both  in  terms  of  scope  and  patterns  for 
ethnic  subgroups  and  other  special  sub-populations.     More  studies  are  needed 
to  explore  these  differences  and  to  develop  well -based  hypotheses  that  will 
help  to  explain  them  and  to  provide  a  foundation  for  developing  improved 
prevention  strategies.     Areas  of  increased  concentration  are  behavior  change 
and  resistances  to  such  change  in  drug  abusing  populations  at  risk. 

Improving  HIV  risk  reduction  strategies.     Moderate  success  has  been  achieved 
in  learning  how  to  modify  drug  using  behaviors,   including  how  to  interest 
people  in  stopping  drug  use.     Even  where  intervention  strategies  have  had  a 
significant  impact  on  behavior,   the  effective  components  of  the  interventions 
have  not  been  adequately  characterized  to  allow  the  gains  of  the  research 
studies  to  be  easily  applicable  to  the  diverse  settings  in  which  programs  must 
operate.     A  priority  for  1993  will  be  to  understand  the  effective  components 
of  HIV  prevention  strategies  so  that  better  guidance  can  be  given  to  health 
workers  who  wish  to  know  how  to  tailor  their  prevention  programs  to  their 
specific  service  setting.     This  will  be  achieved  by  placing  an  emphasis  on 
studies  that  test  specific,  generalizable  theories  of  behavior  change  that  can 
be  applied  to  risk  reduction  programs. 

The  emphasis  on  generalizable  theories  of  change  should  provide  information 
relevant  not  only  for  drug  abusers  and  AIDS-related  behaviors,  but  also  for 
other  difficult  to  change  health  behaviors  and  populations.     Studies  comparing 
specific  components  of  programs  are  also  needed.     Other  specific  targets  are: 
(1)  development  of  interventions  for  individuals  who  continue  high  risk 
behaviors  in  spite  of  existing  intervention  efforts;   (2)  methods  to  reduce 
initiation  into  drug  use  and  related  sexually  risky  behaviors;  and 
(3)  maintenance  of  risk  reduction  achieved  by  existing  programs  (i.e., 
"relapse  prevention"). 

D .  Therapeutic  Agents 

In  order  to  improve  existing  treatment  and  to  facilitate  the  development  of 
new  interventions,   efforts  will  be  expanded  to  investigate  the  effects  of 
improved  treatment  as  a  strategy  to  prevent  the  spread  of  AIDS.  These 
strategies  include:   increasing  retention  in  treatment,     reducing  illicit  drug 
use  and  concomitant  needle  sharing,  and  reducing  behaviors  that  increase  the 
risk  of  transmitting  HIV.     Both  pharmacological  and  non-pharmacological 
interventions  in  a  variety  of  settings,   including  hospitals,  residential 
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programs,  outpatient  programs,  and  criminal  justice  settings,  are  under 
investigation. 

F.     Research  Enhancement 

NIDA  will  continue  research  training  opportunities  for  MDs ,  PhDs ,  and  other 
clinical  professionals  in  drug  abuse  research  methods.     AIDS -related  training 
efforts  and  technology  transfer  activities  will  be  enhanced  through 
experimentation  with  a  variety  of  methodologies  to  educate  clinicians  in  the 
field  and  to  bring  treatment  practitioners  up-to-date  in  drug  abuse  research 
methods.     Research  career  development  activities  in  inner  city  substance  abuse 
programs  serving  clients  with  HIV  disease  and  those  at  risk  for  HIV  will  be 
encouraged.     These  training  programs  will  be  available  for  graduate  students 
in  social  work,  psychology,  and  public  health.     The  purpose  of  these  programs 
will  be  to  familiarize  students  with  the  field  of  addictions  and  to  encourage 
students  to  enter  the  field  upon  graduation. 

II .     Risk  Assessment  and  Prevention 

A.  Surveillance 

Surveys .     NIDA  monitors  the  extent  of  HIV  infection  among  IDUs  admitted  to 
methadone  maintenance  and  detoxification  in  eight  cities  throughout  the  U.S. 
through  its  serial  prevalence  surveys  of  HIV  infection  among  IDUs  in 
treatment.     These  data  will  enable  NIDA  to  systematically  assess  the  rates  of 
infection  and  changes  in  prevalence  over  time  in  these  cities.  Similar 
surveys  of  HIV  serostatus  are  needed  for  non-IDUs  who  may  well  be  a  rapidly 
growing  group  with  the  potential  of  spreading  HIV  infection. 

The  mathematical  modeling  of  AIDS  risk  and  transmission  among  the  general 
population  is  critical  to  providing  ongoing  estimates  of  the  magnitude  and 
direction  of  the  epidemic.     Of  particular  interest  is  the  continuing  spread  of 
AIDS  through  the  heterosexual  population.     The  heterosexual  vector  is  active 
in  non-IDUs  as  well  as  IDUs  and  their  sexual  partners.     This  research  has 
obvious  implications  in  prevention,  maternal  and  infant  health,  and  treatment 
arenas . 

The  National  Pregnancy  and  Health  Survey,  was  initiated  to  study  drug  use 
during  pregnancy  for  a  nationally  representative  sample  of  women  delivering 
liveborn  infants  in  hospitals.     This  study  will  provide  estimates  of  the 
prevalence  and  description  of  the  patterns  of  drug  use  for  major  race/ethnic 
groups,  metropolitan  versus  non-metropolitan  areas,  and  for  the  nine  Census 
divisions.     The  pilot  test  of  this  project  will  be  completed  in  the  Fall  of 
1991.     Data  collection  for  this  survey  is  scheduled  to  be  completed  in  the 
Spring  of  1992. 

Knowledge,  Attitudes,   and  Behaviors.     AIDS  is  preventable  by  modification  of 
risky  behavior.     It  is  quite  clear  from  earlier  studies  that  knowledge  alone 
is  insufficient  to  change  behavior  over  the  long-term.     Yet,  even  though 
people  may  be  knowledgeable  about  AIDS  and  how  to  prevent  HIV  transmission, 
they  often  continue  to  engage  in  high-risk  behaviors.     Finding  methods  of 
effectively  changing  behavior  over  the  long-term  is  of  great  importance. 
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AIDS-related  non- inj ection  drug  use  behaviors  and  sexual  behaviors  of  drug 
abusers  have  proved  to  be  more  difficult  to  modify  than  injection  drug  use 
itself.     We  need  to  better  understand  the  behaviors  and  determinants  of  risky 
sexual  behavior  (e.g.,  economics  of  exchanging  sex  for  drugs,  psychological 
variables  that  prevent  effective  negotiation  of  low  risk  behaviors) ,  the 
linkages  between  drug  use  and  such  behaviors,  and  methods  of  intervening  in 
such  behaviors.     Furthermore,  we  need  studies  that  examine  naturally  occurring 
"safe"  behavior,  such  as  from  reports  that  some  drug  abusers  adopt  and 
maintain  monogamous  relationships  on  their  own.     Particular  emphasis  will  be 
focused  on  "crack"  cocaine. 

B .     Population-Based  Research 

Natural  History.  Transmission,   and  Risk  Factors.     Smokeable  forms  of  drugs 
(e.g.   "ice"  and  crack)  are  becoming  more  popular  due  to  ease  of  administration 
and  rapidity  of  euphoria.     Women  appear  to  be  more  likely  to  choose  smokeable 
forms  of  drugs  thus  potentially  incurring  increased  morbidity  for  themselves 
and  their  fetuses.     Complex  associations  of  sexual  AIDS  risk  behaviors  with 
non- inj ection  drug  use  are  beginning  to  emerge. 

Research  must  assess  efficacy  of  innovative  preventive  interventions  that 
reach  and  educate  women  of  childbearing  ages  and  their  sexual  partners  about 
risks  of  vertical  transmission  of  HIV.     There  is  also  a  need  to  develop 
effective  educational  and  preventive  techniques  aimed  at  changing  risk- related 
behaviors  among  female  IDUs  and  female  sexual  contacts  of  male  IDUs , 
particularly  within  minority  and  homeless  populations. 

Perinatal  Transmission  and  Progression  of  HIV-Related  Disease.     Injection  drug 
use  is  a  major  contributing  factor  in  transmission  of  AIDS  from  mother  to 
child.     Studies  of  transmission  rates  of  HIV  infection  from  mother  to  child 
vary  widely.     To  date,  specific  evidence  is  lacking  that  indicates  how 
cofactors  such  as  type  and  pattern  of  maternal  drug  abuse  may  influence  the 
probability  of  transmission  as  well  as  the  symptoms  and  progress  of 
HIV-related  diseases  in  children.       Ongoing  studies  are  beginning  to  provide 
information  regarding  the  interrelationships  of  drug  abuse  factors  and 
perinatal  AIDS.     However,   these  projects  are  relatively  few  in  number.  Much 
additional  work  is  needed  on  both  the  transmission  of  HIV  infection  from 
mother  to  infant,   and  the  progression  of  HIV-related  pediatric  illnesses. 
Furthermore,   frequently  changing  drug  abuse  patterns  must  be  addressed  by  new 
research  efforts.     For  example,  knowledge  is  virtually  non-existent  regarding 
interrelationships  of  women's  non- inj ection  drug  abuse  and  pediatric  AIDS. 

Vulnerability  to  HIV  Infection.     Studies  are  needed  that  tease  out  the 
interplay  between  use  of  drugs  and  vulnerability  to  HIV  infection.  Once 
factors  that  influence  the  vulnerability  to  infection  and  the  development  of 
disease  have  been  identified,  appropriate  interventions  may  be  designed. 
Increased  understanding  of  the  influence  of  drugs  on  sexual  behavior  is 
important  for  developing  interventions  to  halt  heterosexual  spread. 
Especially  important  are:   1)   studies  that  determine  factors  that  mitigate 
vulnerability  to  drug  abuse;  and  2)  application  of  biological  and 
developmental  vulnerability  research  to  the  design  and  testing  of  drug 
prevention  behavioral  interventions  focused  on  youth  at  risk  of  comorbidity 
and  related  multiple  problem  behaviors. 
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Community  Research.     Studies  of  outreach  to  out -of- treatment  IDUs  have 
identified  more  than  40  percent  of  users  as  never  having  had  contact  with  drug 
treatment  programs.     These  findings,  particularly  in  the  wake  of  the  AIDS 
crisis,  make  it  essential  that  we  conduct  studies  of  community-based 
interventions  designed  to  stimulate  entry  into  drug  abuse  treatment  and  assess 
the  efficacy  of  strategies  to  reduce  drug  use  and  AIDS  related  risk-taking 
behaviors  in  the  community.     Behavior  change  initiatives  to  be  implemented  and 
tested  will  be  employed  in  street  settings,  criminal  justice  settings,  STD 
clinics,  emergency  rooms,  public  health  care  services,  and  social  service 
agencies. 

Linking  primary  health  care  and  drug  abuse  treatment.     AIDS  studies  have 
already  shown  methods  to  reach  drug  abusers  and  involve  them  in  broader 
medical  care  and  drug  abuse  treatment.     Drug  abusers  generally  suffer  from  a 
myriad  of  untreated  health  problems  that  impact  on  the  drug  abuse  treatment 
process.    Research  efforts  will  be  expanded  to  develop  effective  models  for 
"linking"  and  utilizing  various  social  and  medical  services  to  drug  abuse 
treatment . 
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ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism— NIAAA  HIV/AIDS 

(Dollars  in  thousands) 


FY  1991  FY  1992  FY  1993 

Actuals  Appropriation  Estimate 


No. 

Amount 

No. 

Amount 

No. 

Amount 

Research  Project  Grants: 

Continuations  

Admin.  Supplements  

New/Competing  Combined 

17 

(2) 
3 

$4,376 
31 
618 

18 

(2) 
10 

$4,625 
32 
2  171 

20 
(2) 
10 

$5,422 
34 
2  126 

Subtotal,  RPGs  

20 

5,025 

28 

6,828 

30 

7,582 

Research  Centers  

Other  Research  Related  

1 
2 

1,045 
135 

1 
1 

576 
75 

1 
1 

608 
78 

Total,  Research  Grants  

23 

6,205 

30 

7,479 

32 

8,268 

Research  Training: 

Individual  Awards  

Institutional  Awards  

FTTP 
1 
0 

30 
0 

FTTP 
0 
0 

0 
0 

FTTP 
0 
0 

0 
0 

Total,  Research  Training  

1 

30 

0 

0 

0 

0 

Res.  and  Dev.  Contracts  

No. 
3 

3 

Na 
0 

0 

No. 
0 

0 

Subtotal,  Extramural  Research- 

6,238 

7,479 

8,268 

Research  Managemant  &  Support 

FTE 
10 
4 

1,553 
205 

FTE 
9 
4 

1,645 
245 

FTE 
11 
4 

1,804 
287 

14 

7,996 

13 

9,369 

15 

10,359 

Total,  NIAAA  (FTE)  

(14) 

$7,996 

(13) 

$9,369 

(15) 

$10,359 
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National  Institute  on  Alcohol  Abuse  and  Alcoholism 

The  NIAAA  AIDS  budget  request  is  $10,359,000,  an  increase  of  $990,000  or  5.7 
percent  over  the  1992  appropriation.     Of  this  amount,  $72,815,000  is  for 
extramural  research  grants  and  contracts,   intramural  research  and  research 
training  and  $287,000  is  for  research  management  and  support. 

I .         Basic  Science  Research 

A.         Biomedical  Research 

Immunology  -  Infections,  cancers,  and  chronic  liver  injury  are  common  causes 
of  illness  and  death  in  alcoholics  that  may  be  related  to  an  underlying 
alcohol- impaired  immune  response.     Research  findings  indicate  that  acute  and 
chronic  alcohol  consumption  can  suppress  immune  function  and  can  result  in 
increased  susceptibility  to  bacterial  and  viral  infections  in  humans.  Data 
from  animal  models  have  shown  that  alcohol  can  act  as  an  immunomodulator . 
However,   our  understanding  of  how  alcohol  affects  cellular  and  humoral  immune 
functions  is  incomplete.     Additional  research  is  needed  to  expand  ongoing 
studies  of  the  mechanisms  underlying  the  impact  of  alcohol  on  the  immune 
system.     Given  epidemiologic  evidence  of  alcohol  use  and  abuse  among  many 
populations  at  increased  risk  for  HIV  infection,   further  research  is  needed  on 
alcohol-altered  immune  responses  and  the  roles  played  in  the  acquisition  of 
HIV  and  associated  secondary  infections  as  well  as  in  the  progression  of  HIV 
disease  to  overt  AIDS. 

Research  on  alcohol's  potential  role  as  a  cofactor  in  the  etiology  of  AIDS, 
and  a  promoter  of  opportunistic  infection  in  patients  suffering  from  AIDS,  is 
a  significant  component  of  the  Intramural  Research  Program.     An  additional 
area  of  AIDS-related  research  initiated  within  the  Intramural  Program  is  the 
examination  of  the  effects  of  the  HIV  on  neuronal  function.     Current  research 
is  concentrated  on  the  basic  mechanisms  underlying  lymphocyte 
immunosuppression,   including  that  induced  by  the  AIDS  virus.  These  research 
areas  include:   investigating  the  factors  controlling  T-cell  maturation, 
identifying  signalling  events  inside  immune  cells  that  are  associated  with 
proliferation  and  suppression;   determining  the  effects  of  HIV  proteins  and 
related  viral  coat  proteins  on  lymphocyte  and  neuronal  function;  and  analyzing 
the  mechanisms  by  which  the  HIV  coat  proteins  may  change  neuronal  metabolism 
and  produce  AIDS-related  dementia. 

Extramural  investigators  are  focussing  of  the  following  areas: 

-Fetal  and  perinatal  immune  system.     Pediatric  AIDS  is  a  growing  problem  in 
the  United  States.     The  majority  of  cases  is  related  to  maternal  intravenous 
(IV)  drug  use  or  sexual  contact  with  a  partner  who  acquired  infection  through 
contaminated  injection  equipment.     However,   IV  drug  users  and  their  sexual 
partners  may  also  use  alcohol,  and  alcohol  is  known  to  have  a  profound  effect 
on  fetal  development.     Research  in  the  extramural  program  has  shown  that 
prenatal  exposure  to  alcohol  can  lead  to  underdeveloped  thymus  in  which  cells 
are  immature;   some  of  the  functional  abnormalities  persist  into  the  perinatal 
period.     Alcohol  has  also  been  shown  to  affect  lactational  immune  transfer  and 
the  capability  of  the  newborn  to  respond  to  infectious    challenge.  These 
observations  suggest  the  possibility  that  ethanol  may  act  as  a  cofactor  in  the 
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acquisition  of  HIV  infection  by  the  fetus  and  may  cause  increased 
susceptibility  to  secondary  infections  in  HIV-infected  newborns. 

-Opportunistic  infections.     Pneumocystis  carinii  is  the  most  important 
pulmonary  pathogen  in  patients  with  AIDS,  but  host  defenses  against  this 
parasite  are  not  well  characterized.     Although  the  relationship  between 
alcohol  abuse  and  infection  is  becoming  widely  acknowledged,  the  mechanism  of 
how  alcohol  interacts  with  other  immunodeficiency  states,  such  as  HIV 
infection,   to  further  compromise  host  defenses  against  infection  is  even  less 
well  understood.     Research  in  this  area  has  focused  on  T-helper  lymphocytes,  a 
critical  component  in  host  defense  against  opportunistic  pathogens. 
Investigations  into  alcohol  as  a  cofactor  with  T-helper  cell  deficiency  to 
further  compromise  host  immune  functions  are  among  the  more  promising  areas  of 
research.     Recently,  a  P.  carinii  was  developed  in  which  experimental 
infection  is  established  in  mice  selectively  depleted  of  T-helper  cells  using 
anti-CD4  antibodies.     This  advancement  permits  investigations  into  new  areas 
of  research  of  immunopathogenesis  and  treatment  of  Pneumoniacystis  carinii,  an 
important  cause  of  mortality  in  patients  with  AIDS. 

-Immune  System  Network.     HIV  causes  a  progressive  immunosuppression.  NIAAA- 
supported  extramural  research  has  shown  that  chronic  and  acute  alcohol 
administration  can  lead  to  perturbation  of  both  humoral  and  cell-mediated 
immunity  through  alterations  of  T  lymphocyte  subsets,  B  lymphocytes,  and 
macrophages.     Recent  in  vitro  research  and  studies  in  humans  have  shown  that 
acute  alcohol  exposure  increases  the  expression  of  Class  I  MHC  antigens  in 
peripheral  blood  lymphocytes.     These  antigens  are  involved  in  the  modulation 
of  helper  and  suppressor  lymphocyte  activity  and  in  the  ability  of  cytotoxic 
T- lymphocytes  to  lyse  targets.     It  is  possible  that  increases  in  these 
antigens  may  be  linked  to  autoimmune  phenomena  seen  in  some  alcohol - related 
organ  diseases.     The  interaction  between  alcohol-related  abnormalities  of  the 
immune  system  and  the  onset  of  HIV-related  disease  requires  further 
investigation . 

B.         Neuroscience  and  Neuropsychiatry  Research 

As  with  most  complicated  diseases,   the  neurological  changes  associated  with 
HIV  are  variable  in  a  given  patient  over  time  or  among  different  patients.  In 
the  early  stages  of  HIV  infection,   the  virus  affects  the  meninges  and 
cerebrospinal  fluid,  and  progresses  to  the  development  of  a  multifocal 
encephalopathy.     The  constellation  of  cognitive,  behavioral,  and  motor 
disturbances,  collectively  referred  to  as  AIDS  dementia  complex,  also  varies 
among  patients  and  across  different  stages  of  HIV  infection.     Recent  studies 
by  extramural  researchers  have  found  that  HIV+  alcohol  abusers  evidence 
decrements  on  neurobiological  measures  compared  to  HIV+  nonabusers,  suggesting 
that  alcohol  abuse  increases  CNS  morbidity  of  HIV  infection. 

The  populations  currently  at  risk  for  increased  HIV  infection  are  intravenous 
(IV)  drug  users,  children  of  HIV  infected  women,  and  heterosexual  adolescents. 
IV  drug  users  often  abuse  alcohol  and  are  largely  from  economically  stressed 
populations.  Adolescents  at  risk  are  also  often  alcohol  consumers.  Thus,  the 
role  of  alcohol  as  a  possible  cofactor  in  the  pathogenesis  of  HIV  infection  in 
the  nervous  system  is  an  important  area  of  research,  particularly  with  respect 
to  minorities,  children,  and  adolescents. 
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The  NIAAA  Intramural  Scientists  are  also  looking  at  the  effects  of  AIDS  on  the 
immune  system  by  investigating  the  factors  that  control  T-cell  maturation  and 
proliferation  and  the  biochemical  events  that  follow  binding  of  the  AIDS  virus 
to  receptors  and  lymphocytes.  These  include  the  effects  of  gp-120  and  related 
viral  coat  proteins  on  neuronal  function,  and  the  mechanisms  by  which  the  AIDS 
viral  coat  proteins  change  neuronal  metabolism  and  produce  AIDS-related 
dementia . 

C .         Behavioral  Research 

Prevention  of  High  Risk  Behaviors  -  Research  conducted  during  the  first  decade 
of  the  AIDS  epidemic  has  prompted  studies  to  identify  factors  that  support  or 
inhibit  desired  behavioral  changes.     Some  studies  have  found  an  association 
between  alcohol  use  and  sexual  risk  taking;  others  have  not.  Additional 
research  is  needed  to  define  the  conditions  under  which  alcohol  use  is  linked 
to  unsafe  sex,   the  populations  at  risk  for  these  behaviors,  and  the  nature  of 
the  relationship  between  drinking  and  unprotected  sex.     For  example, 
ethnographic  research  is  needed  to  describe  norms  governing  sexual  behavior 
and  condom  use  in  both  the  absence  and  presence  of  alcohol;  social 
epidemiologic  research  is  needed  on  the  roles  that  the  environment,  drinking 
patterns,  and  various  sociodemographic  factors  may  play  in  sexual  risk  taking 
while  drinking;  and  methodological  studies  are  needed  to  improve  the  quality 
of  data  related  to  these  behaviors  and  the  ability  to  probe  the  strength  and 
stability  of  associations  of  interest  over  time.     Ultimately,   the  information 
generated  from  such  research  will  be  vital  in  informing  and  improving  the 
design  and  implementation  of  programs  to  prevent  HIV  transmission. 

II .       Risk  Assessment  and  Prevention 

B .         Population-based  Research 

Transmission  -     The  NIAAA  supports  a  broad  program  of  studies  that  relates 
alcohol  use  and  sexual  behaviors  that  transmit  HIV  infection.     This  program 
builds  on  existing  behavioral  research.     Ongoing  studies  are  examining 
drinking  patterns,   sexual  risk  taking  in  the  context  of  alcohol  use, 
perceptions  of  risk,   and  knowledge  about  the  transmission  of  HIV  infection. 
Additional  research  efforts  are  designing,   implementing,   and  evaluating 
intervention  programs  for  populations  with  a  history  of  alcohol - related 
problems  (i.e.,   alcoholic  homosexual  men  and  Native  American  youth).  Subjects 
in  ongoing  surveys  include  both  sexes  and  different  racial  and  ethnic  groups, 
including  African  Americans  and  Hispanics.     Several  studies  focus  on 
adolescents . 

In  1993  the  following  initiatives  will  be  pursued: 

Basic  behavioral  research  regarding  the  linkage  between  unsafe  sexual 
behavior  and  alcohol  use  or  misuse  and  the  potential  for  changing 
unprotected  sexual  behavior  in  order  to  improve  the  design  and 
implementation  of  programs  to  prevent  HIV  transmission. 

Methodological  studies  to  identify  appropriate  innovative  techniques  for 
gathering  data  and  to  improve  the  reliability  and  validity  of  self 
reports  on  sensitive  behaviors  that  increase  the  risk  of  AIDS. 
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-  .       Applied  AIDS  research  to  conduct  pilot  tests  of  possible  strategies, 
larger  scale  controlled  trials,   and  technology  transfer  studies  to 
disseminate  promising  programs,  and  to  effect  the  adoption  of  approaches 
that  have  proven  to  be  effective. 

Groups  of  special  concern  include  sexually  active  adolescents,  women,  sexual 
partners  of  intravenous  drug  users,  racial  and  ethnic  minorities,  and 
homosexual  men  who  are  not  currently  practicing  safe  sex. 
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ALCOHOL,  DRUG  ABUSE  AND  MENTAL  HEALTH  ADMINISTRATION 
Budget  Authority  by  Mechanism-OTI  HIV/AIDS 
(Dollars  in  thousands) 


FY  1991 
Actual 

FY 
Current 

1992 
Estimate 

FY  1993 
Estimate 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Treatment  Improvement  Programs : 

AIDS  Outreach  Demo.  Program: 
Grants : 

Continuations  

27 

$11 , 696 

24 

$10,241 

24 

$10,620 

Sub -total  

27 

11,696 

24 

10,241 

24 

10,620 

Contracts  

1 

1,318 

Total  

28 

13,014 

24 

10,241 

24 

10,620 

Treatment  Mgmt  &  Support. . 

FTE 

3 

177 

FTE 
3 

184 

FTE 

3 

191 

Total  OTI  AIDS  

3 

13,191 

3 

10,425 

3 

10,811 
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Office  for  Treatment  Improvement 

OTI's  1993  AIDS  program  request  is  $10,811,000.     Of  this  amount,  $10,620,000 
is  to  fund  competing  AIDS  Demonstration  Projects  and  the  remaining  $191,000  is 
for  program  management  and  support. 

The  Office  for  Treatment  Improvement  supports  treatment  and  outreach  services 
for  drug  abusers  in  an  effort  to  combat  drug  addiction.     Studies  have  shown 
that  successful  drug  abuse  treatment  and  prevention  strategies  have  a 
considerable  influence  on  the  spread  of  HIV/AIDS.     Consequently,  OTI's 
programs  have  the  opportunity  to  impact  on  the  spread  of  AIDS. 

II .       Risk  Assessment  and  Prevention 

C .         Information  and  Education/Preventive  Services 

HIV  is  spread  directly  from  injecting  drug  users  to  their  needle-sharing 
partners  via  contaminated  needles,   and  through  un-safe  sexual  practices 
associated  with  drug  and  alcohol  abuse.     Drug  users  currently  comprise  the 
second  largest  and  fastest  growing  group  at  risk  for  AIDS  and  represent  more 
than  one-quarter  of  diagnosed  AIDS  cases  in  the  United  States.     The  Office  for 
Treatment  Improvement  is  committed  to  developing  strategies  designed  to 
prevent  and  reduce  the  spread  of  AIDS  among  all  drug  users. 

There  is  a  particular  need  to  reach  drug  and  alcohol  users  who  are  not  in 
treatment.     As  drug  abuse  treatment  resources  expand,   it  will  be  important  to 
target  additional  funds  toward  outreach  activities  designed  to  attract  this 
high  risk  population  into  treatment,   as  well  as  to  expand  treatment 
opportunities  for  this  population. 

It  appears  that  community-based  programs  afford  the  best  opportunity  for 
expanding  and/or  establishing  alcohol  and  other  drug  treatment  and  outreach 
activities.     Many  community-based  treatment  programs  which  provide 
intervention  and  outreach  services  could  be  modified  and  expanded  to  help  meet 
the  AIDS  crisis.     This  grant  program  is  intended  to  help  communities  establish 
outreach  and  intervention  services,   organize  existing  resources,   and  add  basic 
components  that  do  not  currently  exist  for  drug  users  and  other  target 
populations  who  are  at  risk  for  HIV/AIDS. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
ALCOHOL,  DRUG  ABUSE,  AND  MENTAL  HEALTH  ADMINISTRATION 
Federal  Subsidy  For  Saint  Elizabeths  Hospital 
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1.     Federal  subsidy  for  Saint  Elizabeths  Hospital   2 
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Federal  Subsidy  For  Saint  Elizabeths  Hospital 


The  1991  appropriation  carried  out  Public  Law  98-621,   the  "Saint  Elizabeths 
Hospital  and  District  of  Columbia  Mental  Health  Services  Act,"  and  represented 
the  completion  of  the  ten  year  phase-down  of  the  direct  Federal  subsidy  to 
Saint  Elizabeths  Hospital.     No  amount  is  authorized  or  requested  in  1993. 
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Federal  Subsidy  For  Saint  Elizabeths  Hospital 

Amounts  Available  for  Obligation 

1991  1992  1993 

Actual  Appropriation  Estimate 

Appropriation: 

Annual   $11,711,000 

Reappropriation: 

Multiple  Year    zjjl   i^J.   i^. 

Subtotal,  adjusted 

budget  authority   11,711,000   

Recovery  of  prior 

year  obligations. 
Unobligated  balance, 

beginning  of  year 
Unobligated  balance, 

lapsing  

Unobligated  balance, 

end  of  year  

Total  Obligations   $13,092,000 


1,381,000 


53-634  0—92  34 
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Federal  Subsidy  For  Saint  Elizabeths  Hospital 
Summary  of  Changes 

1992  Appropriation  

1993  Estimate  

Net  Change  


1992  Increase  or 

Appropriation   Decrease 

FTE  BA  PTE  BA 

Program  Decrease: 

Termination  of  Federal  Subsidy 

to  Saint  Elizabeths  Hospital   —      


Net  Change 
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Federal  Subsidy  For  Saint  Elizabeths  Hospital 


Budget  Authority  by  Activity 


1991 
Actual 


1992 
Appropriation 


1993 
Estimate 


1.  Federal  subsidy  to 

District  of  Columbia  $11,711,000 

2.  Other  Federal 

Activities    — 


Total  Budget  Authority...  $11,711,000 


Budget  Authority  by  Object 


1992 
Appropriation 


1993 
Estimate 


Increase  or 
Decrease 


Grants,  subsidies,  and 
contributions  


Total  budget  authority 
by  object  
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Federal  Subsidy  For  Saint  Elizabeths  Hospital 
Authorizing  Legislation 


1991  1992  1993  1993 

Authorized      Appropriation        Authorized  Estimate 

1.  Federal  Subsidy 

for  Saint 
Elizabeths 
Hospital , 
P.L.  98-621, 

Section  9(a)  .  .         

2 .  Preservation  of 

Federal  Property 
and  Employee 
Separation,  P.L. 
98-621  Sections 

6  and  9...   Indefinite        

Total  Appropriation   

Total 

appropriation 
against  definite 

authorizations...    —  —   
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Federal  Subsidy  for  Saint  Elizabeths  Hospital 
Appropriation  History  Table 


Budget 

Estimate  House  Senate 

To  Congress        Allowance  Allowance  Appropriation 


1984 

62 

,744,000 

62,744,000 

67,744, 

,000 

67,744,000 

1985 

48 

,595,000 

48,595,000 

48,595, 

,000 

48,595,000 

1986 

42 

,488,000 

43,696,000 

43,696 

,000 

43,696,000 

1986 

Sequester 

... 

... 

... 

-1,879,000 

1987 

36 

,353,000 

36,353,000 

36,353 

,000 

36,353,000 

1987 

Transfer 

4 

,428,000 

... 

... 

... 

1987 

Supplmntl 

... 

4,428,000 

4,428 

,000 

4,428,000 

1988 

68 

,312,000 

68,312,000 

68,312 

,000 

65,402,000 

1989 

24 

,000,000 

24,000,000 

24,000 

,000 

23,712,000 

1990 

18 

,000,000 

18,000,000 

18,000 

,000 

18,000,000 

1990 

Reappropr 

(1, 

,385,000) 

(1,385, 

,000) 

(1,385,000) 

1991 

12 

,000,000 

12,000,000 

12,000, 

000 

11,711,000 

1992 

1993 
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Justification 
Federal  Subsidy  for  Saint  Elizabeths  Hospital 

General  Statement: 

Public  Law  98-621,  The  Saint  Elizabeths  Hospital  and  District  of  Columbia 
Mental  Health  Services  Act,   provides  that  a  gradual  phasedown  of  direct 
Federal  subsidy  for  operation  of  St.   Elizabeths  Hospital  be  completed  with  the 
1991  payment.     During  the  financial  transition  period  the  District  of  Columbia 
has  assumed  the  financial  responsibility  for  operating  the  hospital  while 
pursuing  the  long  term  goal  of  developing  a  comprehensive  community  based 
mental  health  system  for  citizens  of  the  District  of  Columbia. 

Prior  to  its  transfer  to  the  District  on  October  1,   1987,   St.   Elizabeths  was 
the  largest  Federal  hospital  in  the  Nation  devoted  only  to  the  treatment  of 
the  mentally  ill.     Pursuant  to  the  Act,   the  District  assumed  patient  care  and 
administrative  responsibility  for  the  hospital  along  with  selected  land  and 
buildings  comprising  approximately  half  of  the  336  acre  complex,   the  majority 
of  which  were  on  the  east-campus.     The  Department  of  Health  and  Human  Services 
retained  the  William  A.  White  building,  Home  and  Relief  buildings,   the  Museum 
and  the  fourth  floor  of  the  Center  building.     A  use  permit  granted  the 
District  the  right  to  occupy  and  use  all  of  the  buildings  on  the  west-campus 
not  already  transferred,  excluding  buildings  retained  by  the  Department. 

No  amount  is  authorized  or  requested  in  1993. 
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Federal  Subsidy  for  Saint  Elizabeths  Hospital 
Authorizing  Legislation:     P.L.   98-621,   Section  9(a) 


1991  1992                          1993                         Increase  or 

Actual   Appropriation  Estimate    Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 
  $11,711,000  ---     

1993  Authorization: 

P.L.   98-621,   Section  9(a)  ,   1/ 


1/    No  funds  authorized  for  this  program. 


Purpose  and  Method  of  Operation 

Beginning  in  1964,   Saint  Elizabeths  Hospital  received  an  annual  Federal 
subsidy  for  the  cost  of  care  provided  at  the  hospital  for  District  of  Columbia 
patients.     In  1983,   a  transition  process  was  started,   through  which  the 
District  of  Columbia  assumed  a  steadily  increasing  share  of  its  patient 
treatment  costs,  with  the  intent  that  it  would  provide  full  support  beginning 
in  1992.     The  purpose  of  the  provision  was  to  facilitate  the  integration  of 
the  hospital  into  the  District's  mental  health  care  system. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 


Amount  FTE 

1987  $40,781,000  905 

1988     65,402,000 

1989    23,712,000 

1990   18,000,000 

1991..  )..       :   ,  .  11,711,000 


Rationale  for  the  Budget  Request 

Section  9(a)  of  P.L.  98-621  authorizes  declining  levels  for  Federal  subsidies 
to  the  Hospital.     No  amount  is  authorized  or  requested  for  1992. 

The  District  continues  to  receive  payments  for  mental  health  care  from  other 
Federal  sources,  such  as  Medicare,  Medicaid,  block  grants  and  reimbursements 
for  the  care  of  Federal  beneficiaries. 


Thursday,  March  26,  1992. 


OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 

WITNESSES 

JAMES  O.  MASON,  M.D.,  DR.  P.H.,  ASSISTANT  SECRETARY  FOR  HEALTH 

ANTHONY  L.  ITTEILAG,  DEPUTY  ASSISTANT  SECRETARY  FOR  HEALTH 
MANAGEMENT  OPERATIONS 

SAMUEL  LIN,  M.D.,  PH.D.,  M.P.H.,  ACTING  DEPUTY  ASSISTANT  SECRETARY 
FOR  MINORITY  HEALTH 

WILLIAM  R.  ARCHER,  M.D.,  DEPUTY  ASSISTANT  SECRETARY  FOR  POPU- 
LATION AFFAIRS 

JAMES  R.  ALLEN,  M.D.,  M.P.H.,  DIRECTOR,  NATIONAL  AIDS  PROGRAM 
OFFICE 

KENNETH  J.  BART,  M.D.,  M.P.H.,  DEPUTY  DIRECTOR,  NATIONAL  VACCINE 
PROGRAM 

JOHN  A.  BUTTERFIELD,  EXECUTIVE  DIRECTOR,  PRESIDENT'S  COUNCIL 
ON  PHYSICAL  FITNESS  AND  SPORTS 

THOMAS  P.  REUTERSHAN,  DIRECTOR,  OFFICE  OF  EMERGENCY  PRE- 
PAREDNESS 

JAMES  A.  HARRELL,  DEPUTY  DIRECTOR,  OFFICE  OF  DISEASE  PREVEN- 
TION AND  HEALTH  PROMOTION 
W.  HARELL  LITTLE,  DIRECTOR,  DIVISION  OF  PHS  BUDGET 
DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET,  DE- 
PARTMENT OF  HEALTH  AND  HUMAN  SERVICES 

Introduction  of  Witnesses 

Mr.  Natcher.  At  this  time  we  take  up  the  budget  request  for  the 
fiscal  year  1993  for  the  Office  of  the  Assistant  Secretary  for  Health. 

We  have  before  the  Committee  Dr.  James  Mason,  the  Assistant 
Secretary  for  Health. 

Dr.  Mason,  before  you  give  us  your  statement,  tell  us  who  you 
have  with  you  there  at  the  table. 

Dr.  Mason.  Thank  you  very  much,  Mr.  Chairman. 

On  my  far  right  is  an  old  friend  of  yours,  Mr.  Dennis  Williams, 
Deputy  Assistant  Secretary  for  Budget.  On  my  near  right  is  Mr.  W. 
Harell  Little,  Director  of  the  Division  of  PHS  Budget.  On  my  left  is 
Dr.  Samuel  Lin,  Acting  Deputy  Assistant  Secretary  for  Minority 
Health. 

We  will  use  the  vacant  chair  for  the  other  witnesses  as  needed. 
Opening  Statement 

Mr.  Natcher.  Thank  you,  Doctor. 

Now  we  will  be  pleased  to  hear  from  you. 

Dr.  Mason.  I  would  like  to  submit  my  complete  statement  for  the 
record  and  make  a  relatively  brief  oral  statement. 
Mr.  Natcher.  That  will  be  fine. 
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Dr.  Mason.  First  of  all,  I  want  to  let  you  know  I  am  very  pleased 
to  be  here  with  my  colleagues  to  discuss  the  fiscal  year  1993  budget 
request  for  the  Office  of  the  Assistant  Secretary  for  Health. 

We  are  requesting  a  total  of  $205,000,000  for  the  two  appropria- 
tions: $64,000,000  for  the  Public  Health  Service  Management  ac- 
count, and  $141,000,000  for  the  Retirement  Pay  and  Medical  Bene- 
fits for  Commissioned  Officers  account. 

In  addition,  $100,000,000  is  requested,  as  an  advance  appropria- 
tion for  a  new  account,  the  Capital  Improvement  Fund. 

As  you  know,  the  Public  Health  Service  consists  of  eight  agencies 
whose  missions  extend  from  basic  research,  to  disease  prevention, 
to  provision  of  health  services,  and  to  ensuring  public  safety 
through  the  regulation  of  foods,  drugs,  biologies,  and  cosmetics. 

PHS  LEADERSHIP  AND  MANAGEMENT 

Mr.  Chairman,  this  chart  on  my  left  reflects  the  pivotal  leader- 
ship and  management  role  of  the  Office  of  the  Assistant  Secretary 
for  Health,  integrating  the  functions  of  the  PHS  agencies.  The 
Food  and  Drug  Administration,  Indian  Health  Service,  and  the 
Agency  for  Toxic  Substances  and  Disease  Registry  do  not  come 
under  this  subcommittee's  jurisdiction,  but  nevertheless,  are  part 
of  the  United  States  Public  Health  Service. 

[The  information  follows:] 
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Dr.  Mason.  This  integrating  role  can  best  be  exemplified  by  illus- 
trating the  problem  of  AIDS,  where  almost  all  of  the  agencies 
within  the  Public  Health  Service  have  a  role  to  play  in  combating 
this  deadly  epidemic.  Similarly,  confronting  the  issues  of  tuberculo- 
sis and  Healthy  People  2000,  more  than  one  agency  is  responsible 
for  the  total  problem.  The  Public  Health  Service  has  the  leader- 
ship, responsibility  and  expertise  to  lead  the  National  health  effort. 

Additionally,  the  Public  Health  Service  plays  a  leadership  role  in 
international  activities,  such  as  serving  as  the  lead  agency  interact- 
ing with  the  World  Health  Organization  and  acting  on  the  Execu- 
tive Board  of  the  World  Health  Organization. 

These  activities  are  cited  as  examples  of  the  vital  value-added  co- 
ordination that  is  carried  out  by  the  center  part  of  that  chart,  the 
Office  of  the  Assistant  Secretary  for  Health. 

The  Public  Health  Service  Management  appropriation  includes 
$22,000,000  for  leadership  and  management  oversight  activities  of 
the  Public  Health  Service.  In  addition  to  leadership,  integration, 
and  direction,  the  Public  Health  Service  Management  appropria- 
tion supports  special  health  initiatives  of  high  priority  to  the  Fed- 
eral government. 

The  Office  of  Disease  Prevention  and  Health  Promotion  manages 
and  coordinates  our  Healthy  People  2000  initiative  that  is  designed 
to  achieve  the  goals  of  increasing  the  span  of  healthy  life  for  all 
Americans.  We  are  requesting  $4,700,000  for  this  office. 

The  Office  of  Minority  Health  is  responsible  for  catalyzing  efforts 
to  improve  the  health  of  our  Nation's  minority  populations.  It 
works  with  all  eight  PHS  agencies  and  the  private  sector  to  coordi- 
nate efforts  to  promote  health,  prevent  disease,  and  develop  strate- 
gies to  improve  the  health  of  minorities. 

The  Office  of  Minority  Health  oversees  all  Public  Health  Service 
minority  health  and  assistance  programs,  including  the  Secretary's 
Five  Point  Plan.  We  are  requesting  $15,900,000  for  the  Office  of  Mi- 
nority Health. 

[The  information  follows:] 
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MINORITY  HEALTH  SPENDING 

Dr.  Mason.  This  second  chart  reflects  the  total  Public  Health 
Service  spending  for  Minority  Health,  excluding  the  Indian  Health 
Service. 

As  you  can  see,  the  Public  Health  Service  is  requesting 
$853,000,000  in  FY  1993,  an  increase  of  $227,000,000  over  FY  1992.  I 
should  also  mention  that  this  chart  includes  only  direct  minority 
programs  and  not  such  items  as  CDC's  Lead  Poisoning  Program. 
Even  though  such  programs  are  not  specifically  a  minority  program 
and  as  such  are  not  included  in  this  chart,  a  high  proportion  of  that 
money  would  go  to  minority  populations  in  inner  cities. 

Immunization  is  one  of  the  most  cost  effective  public  health  tools 
available.  We  are  requesting  a  total  of  $602,000,000  for  vaccine  de- 
velopment and  immunization  activities  throughout  the  Public 
Health  Service  in  FY  1993.  This  includes  $2,800,000  for  the  Nation- 
al Vaccine  Program  Office. 

The  Adolescent  Family  Life  Program  has  demonstrated  that  a 
comprehensive  approach  to  the  problem  of  early  adolescent  sexual- 
ity, pregnancy  and  parenting  can  have  very  positive  results.  We 
are  requesting  $12,000,000  for  the  Adolescent  Family  Life  Program. 

The  President's  Council  on  Physical  Fitness  and  Sports  is  respon- 
sible for  promoting  awareness,  knowledge  and  understanding  about 
the  importance  of  physical  fitness  for  all  Americans.  We  are  re- 
questing $2,000,000  for  the  President's  Council  in  FY  1993.  - 

The  Secretary  has  delegated  all  Departmental  emergency  pre- 
paredness responsibilities  to  the  Public  Health  Service  and  this 
year,  we  are  requesting  $1,000,000  for  these  efforts. 

For  the  mandatory  Retirement  Pay  and  Medical  Benefits  for 
Commissioned  Officers  appropriation,  we  are  requesting 
$141,000,000.  We  are  requesting  $100,000,000  for  a  new  account,  the 
Capital  Improvement  Fund,  as  an  advance  appropriation.  This 
amount  will  become  available  on  October  1,  1993  for  transfer  to  the 
Public  Health  Service  agencies.  We  believe  this  approach  to  fund- 
ing repairs  and  improvements  is  necessary  to  preserve  our  infra- 
structure investment. 

Mr.  Chairman,  and  Members  of  the  Subcommittee,  we  would  be 
happy  to  answer  any  questions  that  you  may  have. 

[The  statement  of  Dr.  Mason  follows:] 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

Statement  of  the  Assistant  Secretary  for  Health 
on 

Budget  Request  for  the  Office  of  the  Assistant  Secretary  for  Health 
Mr.  Chairman  and  Members  of  the  Committee 


I  am  pleased  to  be  here  today  with  my  colleagues  to  discuss  the 
Fiscal  Year  (FY)  1993  budget  request  for  the  Office  of  the  Assistant 
Secretary  for  Health.    We  are  requesting  resources  in  FY  1993  for 
two  appropriations:     $64  million  for  the  Public  Health  Service 
Management  account,  and  $141  million  for  the  Retirement  Pay  and 
Medical  Benefits  for  Commissioned  Officers  account.     In  addition, 
$100  million  is  requested,  as  an  advance  appropriation,  for  a  new 
account,  the  Capital  Improvement  Fund. 

PUBLIC  HEALTH  SERVICE 

The  Public  Health  Service  consists  of  eight  agencies  whose  missions 
extend  from  basic  research  to  disease  prevention  to  provision  of 
health  services,  and  to  ensuring  public  safety  through  the 
regulation  of  foods,  drugs,  biologies,  and  cosmetics.    None  of  these 
functions  is  confined  to  a  single  agency.    For  example,  confronting 
the  problem  of  AIDS  involves  all  public  health  service  agencies. 
Preventing  the  spread  of  HIV  is  a  major  challenge  facing  the  Nation. 
The  PHS  has  the  leadership,  responsibility  and  the  expertise  to  lead 
the  National  effort.    The  PHS  mission  for  addressing  this  epidemic 
is  through  programs  of  research,  risk  assessment,  education  and 
prevention;  developing  effective  therapies  for  those  already 
infected;  and  enhancing  the  capacity  of  the  Nation's  public  and 
private  organizations  to  deliver  effective  AIDS  prevention, 
treatment  and  health  care  programs . 

The  recent  emergence  of  multiple  antibiotic-resistant  tuberculosis 
requires  a  coordinated  urgent  attack  by  the  Public  Health  Service. 
For  example,  basic  studies  on  drugs  and  vaccines  are  being 
undertaken  through  the  leadership  of  NIH.     CDC  is  analyzing  the 
epidemiology  of  the  infections  and  providing  technical  assistance 
and  grants  to  States  and  localities.     FDA's  rapid  action  is  required 
to  ensure  the  availability  of  existing  drugs  and  to  evaluate  new 
therapies.    HRSA's  unique  role  in  linking  migrant  health  and 
community  health  centers  addresses  the  needs  of  those  medically 
under served,    while  the  IHS  meets  the  needs  of  this  epidemic  with 
Native  Americans. 

Another  example  of  the  coordinative  efforts  of  the  Office  of  the 
Assistant  Secretary  for  Health  is  the  establishment  of  a  working 
group,  led  by  NIH  and  FDA,  in  response  to  recent  concern  about  the 
safety  of  breast  implants. 

Additionally,  we  play  a  leadership  role  in  international  activities 
such  as  the  lead-agency  interacting  with  the  World  Health 
Organization  (WHO)  and  serving  on  the  Executive  Board  of  WHO, 
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reacting  to  public  health  emergencies  as  exemplified  by  our 
participation  in  the  Gulf  Task  Force,  and  representing  the  health 
sector  at  the  United  Nations  Conference  on  Environment  and 
Development. 

All  of  these  activities  are  cited  as  examples  of  the  vital  value- 
added  coordination  of  the  Office  of  the  Assistant  Secretary  for 
Health.    Through  our  dedicated  staff,  the  development  and  analysis 
of  policy,  the  leadership  of  public  health  task  forces,  the 
implementation  of  highly  integrative  programs  such  as  the  National 
Vaccine  Program  and  the  Healthy  People  2000.  and  the  oversight  of 
all  PHS  activities,  at  a  budget  level  of  $19.6  billion,  is 
accomplished  with  the  expenditure  of  $64  million  in  0ASH. 

Leadership  Activities 

The  PHS  provides  the  leadership,  integration  and  direction  to  ensure 
that  these  priority  activities  are  effective,  both  in  terms  of 
helping  the  people  for  whom  the  programs  were  intended,  and  assuring 
that  the  taxpayers  are  getting  their  money's  worth.    In  order  to  do 
this,  I  have  taken  the  lead  to  routinely  meet  with  groups  across  the 
country  to  get  feedback  on  program  effectiveness,  suggestions  about 
program  improvements,  and  advance  warning  about  emerging  problems. 
I  would  like  to  provide  a  few  examples: 

o         Over  the  last  few  years,  I  initiated  regular  meetings  with  the 
Association  of  State  and  Territorial  Health  Officials,  the 
National  Association  of  County  Health  Officers,  and  the  U.S. 
Conference  of  Local  Health  Officials  to  improve  service 
integration  of  PHS  and  state,  county  and  local  health 
programs . 

o         Likewise,  we  have  strengthened  our  linkages  with  our 

counterpart  agencies  in  HHS  (the  Health  Care  Financing 
Administration,  the  Social  Security  Administration,  and  the 
Administration  for  Children  and  Families)  so  that  we  are 
better  coordinated  in  addressing  the  health  needs  of  those 
under served,  especially  children,  the  disabled  and  those 
suffering  from  AIDS. 

o         We  have  aggressively  worked  to  initiate  and  expand  PHS 

programs  that  will  reduce  infant  mortality.     I  am  especially 
proud  of  the  Healthy  Start  Program.    As  you  know,  the  goal  of 
this  initiative  is  to  reduce  infant  mortality  rates  by  50 
percent  in  15  communities  with  excessively  high  infant 
mortality.    In  addition,  we  hope  to  use  the  lessons  learned  in 
the  15  communities  in  other  areas  nationwide  in  order  to  at 
least  reach  the  Year  2000  goal  of  a  national  infant  mortality 
rate  of  not  more  than  7  deaths  for  every  1,000  births. 

o         Recently,  I  participated  with  my  NIH  colleagues  in  a  meeting 
with  researchers  and  research  groups  to  obtain  input  from  the 
scientific  community  concerning  how  we  can  best  ensure  the 
responsiveness  of  the  research  system  to  priorities  and  high 
opportunity  areas .    The  end  purpose  of  this  meeting  and  other 
similar  meetings  being  conducted  by  NIH  is  to  assist  in  the 
development  of  a  visionary  strategic  plan  for  biomedical 
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research. 

o         Within  the  Executive  Branch,  I  chair  the  Committee  on  Life 
Sciences  and  Health  with  primary  responsibility  for 
biotechnology  research  as  part  of  the  Federal  Coordinating 
Council  on  Science,  Engineering  and  Technology  (FCCSET).  This 
effort  ensures  that  Federal  biotechnology  efforts  are  well 
coordinated  within  the  Executive  Branch  and  are  given  an 
appropriate  priority  when  resource  decisions  are  made  so  that 
the  U.S.  will  continue  its  preeminence  in  the  biotechnology 
field  to  improve  public  health,  enhance  the  quality  of  life 
and  contribute  to  economic  growth. 

o         We  are  aware  of  and  agree  with  the  need  to  improve  our  process 
of  addressing  the  issues  of  research  integrity.    While  the 
OASH  Office  of  Scientific  Integrity  Review  has  done  well  in 
its  policy  role,  to  respond  to  Congressional  concerns  and  to 
deal  with  our  own  concerns  and  those  of  the  extramural 
research  community,  we  are  working  to  improve  all  facets  of 
our  efforts  in  this  area.    The  Secretary  is  now  considering  my 
reorganization  proposal  that  we  believe  will  substantially 
contribute  to  alleviating  concerns  about  our  ability  to 
manage  a  fair,  effective  and  efficient  process. 

o       The  Office  on  Women's  Health  was  formed  in  1991  to  provide  a 
PHS-wide  focus  for  issues  directly  affecting  the  health  of 
women.     The  Office  has  developed  an  action  plan  based  on 
objectives  in  Healthy  People  2000  that  will  strengthen  the 
health  of  families  by  assuring  that  disparities  that  lead  to 
premature  death,  chronic  diseases  and  conditions  unique  to 
women  are  appropriately  addressed  in  the  programs  of  all  our 
agencies . 

o         Dr.  Antonia  Novello,  the  Surgeon  General,  has  made  an 

outstanding  contribution  to  the  health  of  the  American  people 
through  her  leadership  in  bringing  the  issue  of  family 
violence  and  its  prevention  before  the  medical  community,  her 
participation  in  the  Department's  childhood  immunization 
campaign,  her  on-going  work  to  eliminate  the  consumption  of 
alcohol  by  youth,  and  her  sustained  efforts  to  decrease  the 
number  of  smokers,  especially  among  our  youth.    I  have  also 
given  her  the  special  responsibility  for  efforts  to  improve 
the  health  of  our  Hispanic  citizens.    In  addition,  the  Surgeon 
General  manages  the  personnel  system  for  the  PHS  Corps ,  a 
uniformed  service  of  over  6,400  women  and  men  whose  mission  is 
to  carry  out  programs  to  provide  health  services  to  the  Nation 
and  conduct  research  at  NIH,  ADAMHA,  CDC,  FDA  and  AHCPR. 

PUBLIC  HEALTH  SERVICE  MANAGEMENT 

Mr.  Chairman,  I  would  also  like  to  mention  and  acknowledge  the 
support  provided  by  the  OASH  staff  offices.    These  are  the  people 
who  work  behind  the  scenes  and  help  me  to  make  sure  that  PHS 
programs  are  coordinated,  effective  and  function  with  vision  and 
purpose.    For  example: 

o         Planning  and  Evaluation  staff  -  this  office  is  the  focal  point 
for  policy  development  and  analysis  for  activities  which  cut 
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across  all  agencies.     For  example,  this  office  led  the 
Administration's  efforts  to  design  the  Healthy  Start 
initiative,  and  they  recently  completed  an  interagency  process 
of  developing  regulations  to  implement  the  Clinical  Laboratory 
Improvement  Act  of  1988.     I  also  rely  on  this  office  to  work 
with  the  agencies  on  their  strategic  plans  for  PHS  programs 
and  activities,  such  as  the  Strategic  Plan  for  the  Elimination 
of  Childhood  Lead  Poisoning. 

0  The  PHS  budget  staff  assists  me  in  ensuring  that  PHS-wide 
priorities  are  incorporated  throughout  the  PHS  agency  budgets. 
The  PHS  discretionary  budget  totals  $19.7  billion  and 
represents  60  percent  of  the  HHS  discretionary  budget.  It 
includes  almost  three  hundred  budget  activities  and 
subactivities  which  receive  critical  review  and  scrutiny 
because  of  their  impact  on  the  people  for  whom  they  were 
intended.     The  appropriations  justifications  and  supporting 
material,  before  you  today,  could  not  have  been  completed 
without  the  dedication  and  work  of  my  budget  staff.    They  also 
maintain  appropriation  fund  controls  to  ensure  that  the  funds, 
once  appropriated,  are  used  for  the  purposes  intended  by  the 
Congress . 

There  are  many  other  management  offices  and  staffs  whose  work  is 
integral  to  the  success  of  the  PHS  programs.    However,  at  this  time, 

1  would  like  to  move  to  the  special  health  initiatives  included  in 
this  request. 

Special  Health  Initiatives 

In  addition  to  leadership  and  direction  of  the  PHS  agencies,  my 
staff  and  I  manage  several  cross-cutting  programs  of  high  priority 
to  the  Federal  Government's  public  health  efforts.    I  believe  the 
most  important  of  these  are  activities:      to  combat  the  Acquired 
Immune  Deficiency  Syndrome  (AIDS);  to  achieve  National  Healthy 
People  2000  goals;  to  catalyze  our  Nation's  efforts  to  improve  the 
health  of  minority  populations;  to  improve  vaccines  and  vaccine 
delivery  for  children  and  adults;  and  to  integrate  many  of  our 
categorical  programs  and  grants  so  that  services  at  the  local  level 
are  coordinated,  user  friendly  and  effective. 

AIDS /HIV  Leadership  and  Coordination 

The  number  of  people  diagnosed  with  AIDS  continues  to  climb 
steadily.    More  than  200,000  cases  have  been  reported  in  the  United 
States;  half  the  cases  were  reported  during  the  last  two  years. 
More  than  133,000  people  have  died  of  AIDS-related  complications, 
making  this  disease  the  second  leading  cause  of  death  among  men  25 
to  44  years  of  age  and  one  of  the  five  leading  causes  of  death  among 
women  aged  15  to  44  years.      Now,  the  number  of  new  cases  of  AIDS 
are  disproportionately  affecting  minorities  and  women. 

While  research  is  providing  important  advances  in  therapy, 
prevention  continues  to  be  the  only  sure  means  to  control  this 
disease.     Currently,  the  Centers  for  Disease  Control  estimates  that 
40,000  to  80,000  new  infections  occur  each  year.     In  FY  1993  the 
Public  Health  Service  budget  request  for  AIDS  activities  totals 
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$2.1  billion.  Within  this  total,  we  are  requesting  $4  million  for 
the  National  AIDS  Program  Office  (NAPO).  This  amount  is  less  than 
one-fifth  of  one  percent  of  the  PHS  AIDS  funding  request. 

NAPO,  under  the  direction  of  Dr.  James  R.  Allen,  provides  the 
leadership  in  PHS  for  the  coordination  of  complex  AIDS  policy  issues 
that  cut  across  PHS,  such  as:    vaccine  development;  health  care 
worker  guidelines;  prevention  of  transmission  of  HIV  through 
transplantation  of  human  tissues  and  organs;  a  blood  donor  deferral 
system;  partner  notification;  and    medical  exclusion  of  aliens 
infected  with  HIV. 

NAPO  provided  the  leadership  and  coordinated  the  development  of  a 
PHS  Strategic  Plan  to  Combat  HIV  and  AIDS.      Through  NAPO's 
leadership,  PHS  has  effectively  marshalled  and  organized  its 
resources  to  pursue  well-conceived  and  well-targeted  strategies 
encompassing  education  and  prevention,  biomedical  research, 
epidemiology,  and  health  care  services. 

I  want  to  emphasize  the  essential  nature  of  the  $4  million  request 
for  NAPO.    As  you  can  see,  HIV  and  AIDS-related  issues  are  numerous, 
complex  and  often  contentious.     The  AIDS  epidemic  has  not  been 
prevented  or  controlled.    This  level  of  funding  in  FY  1993  is 
critical  so  that  we  can  address  the  multiplicity  of  on-going  AIDS 
issues.      Dr.  Allen  and  his  staff  pull  all  of  our  efforts  together 
in  a  necessary  and  effective  manner. 

Disease  Prevention  and  Health  Promotion 

Under  my  direction,  the  Office  of  Disease  Prevention  and  Health 
Promotion  (ODPHP),  led  by  Dr.  J.  Michael  McGinnis,  manages  and 
coordinates  our  Healthy  People  2000  initiative  that  is  designed  to 
achieve  the  goals  of  increasing  the  span  of  healthy  life  for 
Americans,  reducing  health  disparities  among  the  Nation's  population 
groups,  and  achieving  access  to  preventive  services  for  all 
Americans.     I  monitor  progress  on  these  objectives  through  a  series 
of  monthly  meetings  which  bring  together  those  in  PHS  assigned  the 
responsibility  for  the  steps  necessary  to  achieve  success. 

Thus  far,  21  States  have  completed  development  of  their  own  Year 
2000  health  objectives,  25  States  are  in  the  process  of  developing 
objectives,  and  four  States  plan  to  begin  work  on  objectives  in  the 
near  future. 

ODPHP  is  taking  the  lead  in  developing  an  integrated  approach  to 
increasing  the  provision  of  clinical  preventive  services  by  primary 
health  care  providers.    ODPHP  is  developing  a  national  professional 
and  public  education  campaign,  entitled  "Put  Prevention  in 
Practice."    This  campaign  will  equip  physicians  and  other  health 
care  providers  with  practical  aids  to  ensure  that  appropriate 
immunization  schedules,  screening  procedures,  and  medical  counseling 
and  advice  are  appropriately  provided  to  all  patients. 

In  addition,  ODPHP  acts  as  our  principal  liaison  on  nutrition 
policy,  dietary  guidance,  and  nutrition  monitoring.    We  are 
requesting  $4.7  million  in  FY  1993  for  this  office. 
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Minority  Health 

The  Office  of  Minority  Health  (OMH)  is  directed  by  Acting  Deputy 
Assistant  Secretary  for  Minority  Health,  Dr.  Samuel  Lin.  This 
office  is  responsible  for  catalyzing  efforts  to  improve  the  health 
of  minority  populations.     He  works  closely  with  all  eight  of  the  PHS 
agencies  and  the  private  sector  to  coordinate  efforts  to  promote 
health  and  prevent  disease  and  develop  strategies  to  improve  the 
health  of  minorities.     The  FY  1993  budget  request  for  the  OMH  is 
$15.9  million. 

With  a  portion  of  these  funds,  OMH  administers  two  community 
demonstration  programs  to  assist  localities  in  developing  and 
implementing  innovative  interventions  for  outreach  and  service 
delivery  to  minority  populations.     These  programs  are  the  Minority 
Community  Health  Coalition  Demonstration  Program  and  the  Minority 
Male  Grant  Program.    As  of  the  end  of  FY  1991,  OMH  has  funded  40 
Minority  Community  Health  Coalition  Demonstration  grants  in  24 
different  States  and  the  District  of  Columbia.    The  FY  1993  budget 
request  includes  $3.2  million  for  this  grant  program. 

The  Minority  Male  Grant  Program  is  the  core  of  the  Secretary's 
Minority  Males  in  Crisis  Initiative.     Since  FY  1990,  more  than  $5 
million  has  been  awarded  to  97  grantees  through  this  program.     In  FY 
1993,  we  are  requesting  $5  million  for  the  Minority  Male  Grant 
Program  in  the  Health  Resources  and  Services  Administration  budget. 

In  its  coordinating  role,  OMH  oversees  all  PHS  minority  health  and 
assistance  programs.     In  FY  1993,  the  Public  Health  Service  is 
requesting  $2.8  billion  for  these  programs,  an  increase  of  $344 
million  over  FY  1992.     This  includes  a  $155  million  increase  for  the 
Secretary's  Five  Point  Plan,  which  is  aimed  at  reducing  health 
disparities  and  improving  access  to  health  care,  with  special 
emphasis  on  minority  and  underserved  populations. 

The  OMH  played  a  critical  role  in  the  development  of  the  Five-Point 
Plan.    The  Secretary's  Plan  builds  upon  the  solid  foundation  of 
health  care  service  delivery  programs  which  we  already  know  are 
working  effectively.     It  expands  the  availability  of  primary  care 
services ,  removes  barriers  to  placement  and  retention  of  health  care 
providers  in  underserved  areas,  enhances  preventive  activities  for 
high-blood  pressure  and  hypertension,  assures  that  children  are 
"ready  to  learn"  in  school  and  encourages  early  preventive  care  for 
children. 

National  Vaccine  Program 

Another  area  of  special  concern  is  vaccine  development  and 
immunization  activities.     Immunization  is  one  of  the  most  cost- 
effective  public  health  tools  available.     Our  National  Vaccine 
Program  Office  (NVPO)  is  headed  by  Dr.  Kenneth  J.  Bart.    We  are 
requesting  $2.8  million  in  FY  1993  to  facilitate,  direct,  and 
coordinate  the  immunization-related  activities  of  the  Federal 
government.     Continuation  requirements  for  high  priority  projects 
funded  in  FY  1992  by  this  office  will  be  supported  in  FY  1993  by  the 
PHS  agencies.     Throughout  PHS,  we  are  requesting  $602  million  in 
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FY  1993  for  vaccine  development  and  immunization  activities.  This 
is  an  increase  of  $59  million  over  the  FY  1992  level. 

We  have  made  substantial  progress  toward  the  development  of  an 
acellular  pertussis  vaccine.     On  December  17,  1991,  a  new  acellular 
pertussis  vaccine  was  licensed  for  use  as  the  4th  and  5th  doses. 
This  announcement  marks  the  first  time  that  an  acellular  pertussis 
vaccine  has  been  licensed  for  use  in  the  United  States. 

Under  the  leadership  of  the  NVPO,  we  are  developing  an  immunization 
strategic  plan  to  coordinate  the  vaccine-related  activities  of 
Federal  health,  income,  housing,  educational  and  nutritional 
programs.     Our  goal  is  to  attain  a  90  percent  immunization  level 
among  the  Nation's  children  by  their  second  birthday. 

Population  Affairs 

The  Office  of  Population  Affairs  under  the  direction  of  Deputy 
Assistant  Secretary  for  Population  Affairs,  Dr.  William  Reynolds 
Archer,  administers    the  Adolescent  Family  Life  and  the  Family 
Planning  programs.     For  Adolescent  Family  Life  we  are  requesting  $12 
million,  an  increase  of  $4  million  over  the  FY  1992  level.  This 
program  has  demonstrated  that  a  comprehensive  approach  to  the 
problem  of  early  adolescent  sexuality,  pregnancy  and  parenting  can 
have  very  positive  results. 

AFL  Care  programs  have  demonstrated  reductions  in  the  incidence  of 
low-birthweight  infants  born  to  enrolled  adolescent  mothers, 
significantly  improved  educational  attainment  and  a  lower  rate  of 
subsequent  pregnancies  within  one  to  two  years  following  the  birth 
of  their  child. 

AFL  Prevention  programs  have  demonstrated  increased  knowledge  of 
reproductive  health  and  the  consequences  of  early  sexuality.  For 
example,  outcome  data  from  one  of  our  prevention  projects  has  shown 
improvement  in  the  ability  of  project  clients  to  resist  peer 
pressure  and  more  positive  attitudes  on  their  part  regarding 
college,  career  plans  and  pregnancy  intent. 

We  are  requesting  $154.6  million  in  the  Health  Resources  and 
Services  Administration  budget  for  the  Family  Planning  Program. 
This  is  an  increase  of  $5  million  over  the  FY  1992  level.  The 
Family  Planning  Program  serves  approximately  4  million  clients 
annually;  over  85  percent  are  low- income  women  and  approximately 
one-third  are  adolescents. 

Emergency  Preparedness 

Our  Office  of  Emergency  Preparedness  (OEP),  directed  by  Thomas  P. 
Reutershan,  assists  me  and  my  principal  deputy,  Dr.  Audrey  F. 
Manley,  in  carrying  out  vital  PHS-wide,  Department -wide ,  and  Federal 
government -wide  leadership  responsibilities  involving  response  to 
urgent  health,  medical,  mental  health,  and  human  services  needs 
resulting  from  major  disasters  and  emergencies. 
The  OEP  also  serves  as  the  Headquarters  office  for  the  National 
Disaster  Medical  System  (NDMS),  a  nationwide  medical  mutual-aid 
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network  that  organizes  and  coordinates  a  variety  of  government  and 
non- government  resources  to  provide  timely  and  effective  medical 
response  (through  locally  organized  volunteer  Disaster  Medical 
Assistance  Teams  -  DMATs),  patient  evacuation  systems,  and 
definitive  care  through  voluntarily  pre-committed  non-Federal  acute 
care  hospital  beds.     The  NDMS  is  available  to  assist  State  and  local 
authorities  following  any  catastrophic  disaster  or  emergency. 

The  responsibilities  of  OEP  are  similar  to  those  of  other  OASH 
programs  in  that  they  involve  issues  that  are  numerous,  complex,  and 
staff -intensive ;  multi-agency  and  multi-sector  participation  is 
essential  for  success;  and  central  leadership  is  required  at  the 
Headquarters  and  Regional  levels.     Upon  the  occurrence  of  a 
catastrophic  earthquake  or  other  major  incident  producing  thousands 
of  victims,  the  PHS  leadership  capabilities  are  the  subject  of 
intense  public  interest.     The  timely  and  effective  execution  of  our 
emergency  preparedness  responsibilities  will  make  the  difference 
between  lives  saved  and  lives  lost. 

In  FY  1993,  we  are  requesting  $1  million  for  emergency  preparedness. 
The  requested  resources  will  assist  us  in  carrying  out  all 
Departmental  emergency  preparedness  responsibilities  that  have  been 
delegated  to  us. 

These  resources  will  be  used  to  initiate  support  for  an  urgently 
needed  emergency  preparedness  structure  in  five  of  our  ten  Regional 
Offices.    A  portion  of  the  funds  will  be  used  to  support  emergency 
response  equipment  and  training  needs  of  volunteer,  local  community- 
based  Disaster  Medical  Assistance  Teams  that  have  been  organized  as 
part  of  the  National  Disaster  Medical  System. 

Physical  Fitness  and  Sports 

The  President's  Council  on  Physical  Fitness  and  Sports,  whose 
Executive  Director  is  Mr.  John  Butterfield,  is  responsible  for 
promoting  awareness,  knowledge  and  understanding  about  the 
importance  of  physical  fitness  and  sports  for  all  Americans.  The 
Council  Chairman,  Arnold  Schwarzenegger,  has  carried  out  a  campaign 
to  convince  Governors  and  the  States  of  the  importance  of  quality 
physical  education,  the  need  for  youth  fitness,  and  the  attention 
which  should  be  given  to  both  body  and  mind.     He  has  completed 
visits  in  43  States  and  his  pledge  to  visit  all  50  States  will  be 
realized  in  Ohio  on  April  20,  1992. 

The  request  of  $2  million  for  the  President's  Council  on  Physical 
Fitness  and  Sports  includes  an  increase  of  $611,000  to  target 
improved  fitness  for  the  aging  population. 


RETIREMENT  PAY  AND  MEDICAL  BENEFITS  FOR  COMMISSIONED  OFFICERS 

For  the  Retirement  Pay  and  Medical  Benefits  for  Commissioned 
Officers  appropriation,  we  are  requesting  $140.8  million  for  this 
entitlement  account.     Legislation  has  been  submitted  to  convert  the 
Commissioned  Corps  retirement  system  into  an  accrual  system  similar 
to  those  established  for  the  military  and  the  civil  service. 
Benefit  levels  would  not  be  affected  by  this  proposal. 
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CAPITAL  IMPROVEMENT  FUND 

A  new  item  in  our  request  this  year  is  the  establishment  of  a 
Capital  Improvement  Fund  to  finance  repairs  and  improvements  of 
buildings  and  facilities  owned  or  operated  by  the  Public  Health 
Service.    We  are  requesting  $100  million  as  an  advance  appropriation 
to  become  available  on  October  1,  1993  for  transfer  to  the  PHS 
agencies.    We  believe  this  type  of  approach  to  funding  repairs  and 
improvements  is  necessary  to  preserve  our  infrastructure  investment 
with  current  replacement  value  of  $5  billion.    The  normal  budget 
processes  and  mechanisms  have  proven  to  be  less  than  optimal  for 
this  purpose  because  this  type  of  activity  does  not  compete  well 
with  high  priority  program  needs. 

Mr .  Chairman ,  I  hope  the  paragraphs  above  point  out  the  depth  of 
efforts  in  the  Assistant  Secretary's  office  on  behalf  of  better 
health  for  all  our  citizens.    My  colleagues  and  I  would  be  happy  to 
answer  any  questions  that  you  or  members  of  the  Committee  may  have. 
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JAMES  0.  MASON,  M.D. ,  Dr.P.H., 
Head  of  the  U.S.  Public  Health  Service 
and  Assistant  Secretary  for  Health 
The  Department  of  Health  and  Human  Services 

Dr.  James  0.  Mason  commands  the  largest  public  health  service 
agency  in  the  world  and  has  used  his  joint  position  as  head  of  the 
Public  Health  Service  and  HHS  Assistant  Secretary  for  Health  to 
advance  women's  health  issues,  reduce  infant  mortality,  promote 
preventive  medicine  and  establish  a  strong  public  health  presence  in 
environmental  contaminants  (such  as  lead)  and  in  acts  of  violence. 

In  the  1990  development  of  the  program  and  the  hefty  volume 
called  Healthy  People  2000.  Dr.  Mason  set  the  Nation's  health  goals 
and,  despite  the  constraints  of  the  Federal  budget,  has  found  ways 
to  reach  toward  them.    He  has  protected  and  strengthened  the  budgets 
and  programs  of  the  agencies  within  PHS,  most  notably  the  powers  and 
budget  of  the  director  of  the  National  Institutes  of  Health. 

There  are  what  are  called  "plum''  --  easy        jobs  in  Washington, 
but  a  book  developed  by  the  Council  for  Excellence  in  Government 
lists  Dr.  Mason's  job  as  among  the  toughest  scientific  and  technical 
positions  in  Washington.     The  book  is  called  the  Prune  book. 
Perhaps  in  recognition  of  the  toughness  of  his  job,  Congress  has 
rewarded  him  with  four  stars  in  the  PHS  Commissioned  Corps  --  the 
highest  rank  ever  for  the  head  of  the  Public  Health  Service.     He  and 
other  members  of  the  Corps  often  wear  a  Navy-like  uniform,  a 
reminder  that  the  agency  dates  back  to  an  act  signed  by  President 
John  Adams  in  1798  providing  for  the  care  of  sick  or  disabled 
seamen.     The  Public  Health  Service  now  boasts  a  much  broader  mission 
as  the  family  of  health  agencies  within  the  Department  of  Health  and 
Human  Services  --  NIH,  the  Centers  for  Disease  Control  and  the  Food 
and  Drug  Administration  among  them. 

Dr.  Mason  was  sworn  in  as  HHS  Assistant  Secretary  for  Health  -- 
the  head  of  PHS  —  on  April  21,  1989,  after  being  nominated  by 
President  Bush  April  7,  1989,  and  confirmed  by  the  Senate 
April  19,  1989. 

He  had  served  since  1983  as  director  of  the  Centers  for  Disease 
Control  and  administrator  of  the  Agency  for  Toxic  Substances  and 
Disease  Registry.     During  his  tenure  at  CDC,  Dr.  Mason  also  served 
as  acting  HHS  Assistant  Secretary  for  Health  from  February  to 
December  1985.    Dr.  Mason  served  as  executive  director  of  the  Utah 
Department  of  Health,  with  responsibility  for  health  care  financing, 
from  1979  to  1983. 

He  was  associate  professor  and  chairman  of  the  division  of 
community  medicine  in  the  department  of  family  and  community 
medicine  at  the  University  of  Utah  College  of  Medicine  from  1978  to 
1979.     He  directed  a  multiple-hospital  health  care  corporation  owned 
by  the  Church  of  Jesus  Christ  of  Latter-day  Saints  from  1970-1975. 

Today,  Dr.  Mason  directs  the  activities  of  the  Public  Health 
Service,  which  includes  eight  agencies.     Besides  NIH,  FDA  and  CDC, 
these  are  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration, 
the  Agency  for  Toxic  Substances  and  Disease  Registry,  the  Health 


1079 


Resources  and  Services  Administration,  the  Indian  Health  Service, 
and  the  Agency  for  Health  Care  Policy  and  Research.    There  are  also 
a  PHS  Office  of  the  Surgeon  General,  the  National  Toxicology 
Program,  a  PHS  Office  of  Population  Affairs,  an  Office  of  Minority 
Health  and  an  Office  of  Disease  Prevention  and  Health  Promotion. 

Dr.  Mason  also  advises  and  assists  HHS  Secretary  Louis  W. 
Sullivan,  M.D.,  on  health  policy  and  on  all  health-related 
activities  of  the  department.    In  a  departure  from  past  practice,  he 
also  meets  regularly  with  state  health  department  heads,  sharing 
problems,  goals  and  ideas. 

Dr.  Mason  is  a  member  of  the  Institute  of  Medicine  of  the 
National  Academy  of  Sciences,  and  is  the  U.S.  delegate  to  the  World 
Health  Organization    in  Geneva,  Switzerland.    Among  his  proudest 
awards  is  the  University  of  Utah's  Distinguished  Alumni  Award. 

He  was  born  June  19,  1930  in  Salt  Lake  City,  Utah,  and  received 
his  B.A.  and  M.D.  degrees  from  the  University  of  Utah  in  1954  and 
1958.    He  received  his  master  of  public  health  and  doctorate  of 
public  health  from  the  Harvard  School  of  Public  Health  in  1963  and 
1967.    Dr.  Mason  served  his  intership  at  Johns  Hopkins  Hospital  in 
Baltimore  from  1958  to  1959,  and  was  an  internal  medicine  resident 
at  Peter  Bent  Brigham  Hospital,  Harvard  Medical  Service,  in  Boston 
from  1961  to  1962. 

He  is  married  to  the  former  Marie  Smith.    They  have  five  sons 
and  two  daughters. 
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PHS  OBJECTIVES 

Mr.  Natcher.  Dr.  Mason,  how  long  have  you  been  the  Assistant 
Secretary  for  Health? 

Dr.  Mason.  I  am  just  a  few  days  short  of  three  years,  Mr.  Chair- 
man. 

Mr.  Natcher.  What  are  the  major  objectives  of  the  Public 
Health  Service  for  the  coming  year,  Doctor? 

Dr.  Mason.  The  major  objectives  of  the  Public  Health  Service 
relate  to  improving  the  quality  of  life,  the  life  span,  and  the  health 
of  all  Americans. 

With  a  budget  of  $19.6  billion,  we  are  involved  in  research  that  is 
absolutely  imperative  to  our  country,  in  the  regulation  of  our  foods, 
drugs,  and  medical  devices,  in  the  combat  of  diseases  like  AIDS  and 
tuberculosis,  and  in  the  reduction  of  drug  abuse. 

I  could  outline  about  ten  specific  important  areas  that  are  part  of 
our  major  thrust  and  initiatives  for  FY  1993. 

TUBERCULOSIS 

Mr.  Natcher.  Doctor,  to  what  extent  is  TB  becoming  a  serious 
problem  in  this  country? 

Dr.  Mason.  Tuberculosis  is  a  serious  problem.  This  is  a  good  ex- 
ample of  how,  often  in  public  health,  before  we  eradicate  the  dis- 
ease, we  eradicated  the  program  responsible  for  taking  care  of  the 
disease. 

As  we  saw  the  number  of  cases  going  down  in  the  1970s  and 
1980s,  we  did  not  approach  TB  as  vigorously  and  as  boldly  as  we 
should  have.  Now,  with  the  number  of  refugees  coming  into  our 
country  and  the  AIDS  epidemic,  where  people  are  immuno-compro- 
mised,  we  see  an  upsurge  in  this  area,  particularly  in  the  number 
of  cases  of  multi-drug  resistant  TB.  This  Nation  must  multiply  its 
efforts  to  get  this  terrible  problem  under  control. 

Mr.  Natcher.  Dr.  Mason,  do  you  believe  the  1993  budget  request 
before  the  Committee  will  adequately  address  the  tuberculosis 
problem  that  we  have  now? 

Dr.  Mason.  Major  increases  in  the  CDC  budget  will  certainly 
permit  us  to  expand  capacity  and  get  at  the  problems  that  are  oc- 
curring at  the  State  and  local  level.  Funding  at  the  National  Insti- 
tutes of  Health  to  improve  TB  research,  will  hopefully  produce 
better  serological  diagnostic  tests  and  new  antibiotics  that  will  be 
useful  against  multi-drug  resistant  organisms.  The  money  in  the 
1993  request  for  CDC  and  NIH  along  with  increases  for  community 
and  migrant  health  centers  at  HRSA  and  in  the  Indian  Health 
Service,  will  help  to  get  us  on  top  of  this  problem. 

FULL-TIME  EQUIVALENTS 

Mr.  Natcher.  The  Department's  press  release  on  the  President's 
budget  indicates  on  page  38  that  a  total  of  979  full-time  equivalent 
staff  will  be  supported  in  1993  under  the  Office  of  the  Assistant 
Secretary  for  Health.  This  is  an  increase  of  89,  or  10  percent,  over 
the  1991  level.  Why  do  you  need  the  10  percent  increase  in  staff, 
Dr.  Mason? 

Dr.  Mason.  In  FY  1993,  the  Office  of  the  Assistant  Secretary  for 
Health  will  support  a  total  of  979  full-time  equivalents.  This  is  an 
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increase  of  28  FTEs  over  the  FY  1992  level  of  951  FTEs.  This  is  a 
reflection  of  what  is  shown  on  the  PHS  chart.  The  total  budget  of 
the  eight  PHS  agencies  is  increasing  as  a  result  of  your  favorable 
consideration  of  agency  budgets,  and  with  that  increase  is  an  asso- 
ciated responsibility  in  the  area  of  coordination,  management  and 
leadership. 

We  find,  for  example,  with  regard  to  our  National  AIDS  Program 
Office,  that  if  we  are  going  to  coordinate  those  activities,  we  need 
to  put  staff  in  our  10  regional  offices.  This  is  also  true  for  the 
Office  of  Minority  Health  so  we  can  specifically  impact  people  at 
the  regional  level. 

Most  of  our  increases  are  directly  related  to  1993  program  in- 
creases in  the  agencies  and  in  the  Office  of  Assistant  Secretary  for 
Health. 

Mr.  Natcher.  Of  the  total  of  979,  Dr.  Mason,  how  many  are  fi- 
nanced by  the  appropriations  account  that  we  are  discussing  today? 

Dr.  Mason.  Of  the  979  FTEs,  494  will  be  supported  by  the  Public 
Health  Service  Management  appropriation.  The  PHS  Service  and 
Supply  Fund,  which  provides  consolidated  services  for  all  eight 
agencies,  will  support  a  total  of  414  FTEs  in  FY  1993.  There  are  an 
additional  71  FTEs  associated  with  reimbursable  activities,  such  as 
international  health,  where  USAID  supports  people  in  health. 

Mr.  Natcher.  For  the  record,  if  you  will,  provide  an  organiza- 
tional chart  for  the  Office  of  Assistant  Secretary  and  indicate  how 
many  full-time  equivalents  are  assigned  to  each  major  office.  Will 
you  place  that  in  the  record  for  us? 

Dr.  Mason.  We  will  be  happy  to  do  that. 

[The  information  follows:] 
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DELAYED  OBLIGATIONS 

Mr.  Natcher.  In  the  1992  Appropriations  Act,  there  is  a  total  of 
$1,053  billion  in  delayed  obligations  for  the  Public  Health  Service, 
with  the  largest  portion  being  in  NIH. 

Some  of  these  were  requested  by  the  Administration  in  the  1992 
budget.  What  impact,  Doctor,  are  these  delayed  obligations  having 
on  the  operations  of  your  various  programs? 

Dr.  Mason.  Mr.  Chairman,  from  the  standpoint  of  the  agencies,  I 
could  say  that  all  of  them  would  just  as  well  have  funds  appropri- 
ated without  any  delay.  But  on  the  other  hand,  they  would  rather 
have  a  delay  than  no  appropriation. 

CDC  and  HRSA  can  accommodate  this  quite  well  because  often 
they  are  on  a  cycle  that  can  accommodate  awarding  grants  later  in 
the  fiscal  year.  There  is  more  trouble  at  NIH  where  this  does  get  in 
the  way  of  their  grant  program.  But  as  I  say,  we  understand 
budget  limitations  and  the  agreement  between  the  Administration 
and  Congress. 

If  this  is  the  way  to  get  those  needed  funds,  we  are  very  pleased 
that  they  are  coming. 

Mr.  Natcher.  Your  1993  budget  includes  an  increase  in  delayed 
obligations  to  a  new  total  of  $1,097  billion.  That  figure  is  correct, 
isn't  it? 

Dr.     Mason.     The     total     amount     appropriated  includes 
$1,097,100,000  for  which  obligations  are  to  be  delayed  in  FY  1993. 
Mr.  Natcher.  All  right. 

Dr.  Mason.  That  is  an  increase  of  $102  million  over  FY  1992. 

Mr.  Natcher.  Do  you  still  feel  this  is  the  right  way  to  proceed, 
delayed  obligations?  This  started  downtown.  It  did  not  start  on  this 
Committee. 

They  took  us  on  on  the  Floor  over  there  and  it  was  roll  call  vote 
after  roll  call  vote.  They  don't  generally  do  us  that  way. 

Mr.  Stokes,  Mr.  Early,  Mr.  Porter  and  Mr.  Weber  will  tell  you. 

Do  you  feel  this  is  the  way  to  operate,  Dr.  Mason? 

Dr.  Mason.  We  support  the  President's  budget  request  for  de- 
ferred obligations. 

FY  1992  REDUCTIONS 

Mr.  Natcher.  All  right,  we  will  take  you  with  us  when  we 
present  the  bill  this  time.  You  can  take  the  day  off,  Doctor. 

Doctor,  the  1992  Appropriations  Act,  as  you  know,  includes 
across-the-board  reductions  in  salaries  and  expenses  and  in  travel 
costs  for  the  Department.  What  was  the  Public  Health  Service's 
share  of  these  overall  reductions,  Doctor? 

Dr.  Mason.  The  salaries  and  expenses  reduction  for  PHS  was 
$99,444,000.  The  travel  reduction  for  PHS  was  $12,915,000. 

Mr.  Natcher.  Do  you  know  how  your  share  was  determined, 
Doctor? 

Dr.  Mason.  Not  entirely.  The  Department  looked  at  where  dis- 
cretionary funds  were  going,  the  relative  size  of  budgets,  and  the 
number  of  full-time  equivalents  in  each  of  those  areas  receiving 
discretionary  funds. 

Maybe  Mr.  Williams  would  like  to  comment. 
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Mr.  Williams.  Mr.  Chairman,  there  were  two  kinds  of  reduc- 
tions, one  related  to  travel  and  the  other,  salaries  and  expenses. 

On  the  travel  reduction,  there  were  two  parts,  one  an  $8,000,000 
reduction  targeted  to  the  Public  Health  Service.  The  second  reduc- 
tion was  a  Department-wide  reduction  of  $9,500,000,  with  allocation 
at  the  discretion  of  the  Secretary.  For  that  portion,  the  Department 
simply  prorated  the  travel  reduction  according  to  the  size  of  travel 
in  each  of  the  major  operating  divisions. 

For  the  salaries  and  expenses  reduction,  the  allocation  was  done 
in  two  steps.  Half  of  the  reduction  was  allocated  in  proportion  to 
each  operating  division's  total  salaries  and  expenses,  and  the 
second  half  of  the  reduction  was  allocated  in  relation  to  the 
amount  of  increase  over  the  President's  budget  which  that  operat- 
ing division  received  in  the  1992  appropriation. 

Mr.  Early.  Mr.  Chairman,  would  you  yield? 

Mr.  Natcher.  Yes. 

Mr.  Early.  You  took  $8,000,000  for  travel  funds  out  of  the  Public 
Health  Service.  How  did  you  arrive  at  that  figure? 

Mr.  Williams.  The  $8,000,000  was  in  statute;  it  was  in  the  Ap- 
propriations Act. 

Mr.  Early.  That  you  should  take  out  $8,000,000? 

Mr.  Williams.  Yes,  $8,000,000  from  the  Public  Health  Service. 
There  were  two  travel  reductions  in  the  Appropriations  Act.  One 
was  $8,000,000  targeted  in  the  Appropriations  Act  to  the  Public 
Health  Service  and  the  other  was  for  the  Department  to  allocate. 
We  allocated  it  on  the  pro  rata  basis. 

Mr.  Early.  But  it  was  entirely  on  a  pro  rata  basis.  The  Public 
Health  Service  cut  was  not  higher  than  any  of  the  others? 

Mr.  Williams.  It  was  all  pro  rata,  including  the  Public  Health 
Service. 

Mr.  Early.  But  the  Public  Health  Service  did  not  get  a  higher 
pro-rata  cut  than  any  of  the  other  agencies? 
Mr.  Williams.  On  the  second  reduction,  no. 

On  the  first  reduction,  PHS  got  the  whole  thing,  because  that 
was  done  by  law. 

Mr.  Early.  Why  wouldn't  it  be  better  budgetary  practice  if  PHS 
got  the  first  part,  but  not  any  part  of  the  second  reduction? 

Mr.  Williams.  That  was  one  option  that  we  considered.  As  com- 
pensation, the  $8,000,000  reduction  that  was  targeted  to  the  Public 
Health  Service  was  taken  out  of  the  base  first.  In  this  way,  we  did 
not  use  it  when  we  allocated  the  second  reduction.  We  felt  the 
second  travel  reduction  should  be  spread  across  everyone. 

Mr.  Early.  I  think  it  would  have  been  more  practical.  Since  they 
took  the  $8,000,000  cut,  you  might  have  left  them  out  of  the  addi- 
tional cut. 

Mr.  Williams.  If  we  had  done  that,  the  percentage  reductions  in 
the  other  operating  divisions  would  have  been  much  more  severe. 

Mr.  Early.  Much  more  severe  for  them,  but  I  think  the  Public 
Health  Service  does  more  on  its  travel. 

Mr.  Williams.  We  needed  to  consider  the  impact  on  the  other  op- 
erating divisions  in  the  Department.  In  the  Social  Security  Admin- 
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istration,  for  example,  there  is  a  great  deal  of  travel  related  to  ben- 
eficiary travel.  It  is  not  just  Federal  employee  travel. 
Mr.  Early.  Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Dr.  Mason,  how  did  you  allocate  the  Public  Health 
Service  share  among  the  various  agencies? 

Dr.  Mason.  The  share  was  prorated  on  travel  and  their  former 
travel  budget.  We  reduced  them  on  the  basis  of  how  much  they 
would  have  to  absorb  of  what  the  PHS  had  to  pick  up. 

The  travel  requirements  of  the  PHS  agencies  are,  for  all  practi- 
cal purposes,  the  same.  We  felt  just  an  across-the-board  reduction 
was  a  reasonable  way  to  go. 

Mr.  Natcher.  What  has  been  the  impact  of  these  administrative 
reductions  within  the  Public  Health  Service?  Is  there  any  serious 
effect  as  a  result  of  the  reductions? 

Dr.  Mason.  For  travel,  we  prioritized  what  we  did.  Patient  care 
travel  was  not  reduced,  and  in  fact,  has  increased  by  $52,000  over 
FY  1991.  Advisory  board  and  council  meeting  travel  was  reduced 
by  21  percent  across  the  Public  Health  Service.  Meeting  travel  and 
conference  attendance  was  reduced  by  $9.7  million,  a  decrease  of 
42.5  percent. 

The  salaries  and  expenses  reduction  of  $99.4  million,  decreased 
funds  for  employee  training,  equipment  and  supplies.  New  activi- 
ties were  delayed  or  put  off.  There  were  a  number  of  things  that 
we  did  to  accommodate  that  $99.4  million  reduction. 

Mr.  Natcher.  Have  the  reductions  been  restored  in  the  1993 
budget? 

Dr.  Mason.  All  of  the  salaries  and  expenses  reduction,  and  part 
of  the  travel  reductions  have  been  restored. 

Mr.  Natcher.  Do  you  feel  that  the  1993  request  for  administra- 
tive expenses  is  fully  justified,  Dr.  Mason? 

Dr.  Mason.  I  do.  I  have  already  mentioned  some  of  the  cuts  that 
were  taken.  We  have  the  same  cost-of-living  problems  that  occur 
with  the  rest  of  the  Nation's  economy.  All  of  those  can  be  justified 
by  legitimate,  mandatory  cost  increases  over  which  we  have  abso- 
lutely no  control. 

Mr.  Natcher.  Mr.  Porter,  I  yield. 

Mr.  Porter.  Thank  you,  Mr.  Chairman. 

Welcome,  Dr.  Mason. 

Dr.  Mason.  Thank  you. 

TITLE  X  COUNSELING  REGULATIONS 

Mr.  Porter.  I  would  like  to  discuss  with  you,  if  I  may,  the  regu- 
lations that  have  been  adopted  regarding  pregnancy  counseling  in 
Title  X  clinics.  How  soon  will  those  go  into  effect? 

Dr.  Mason.  The  guidelines  that  were  sent  out  to  our  ten  Region- 
al Health  Administrators  went  out  on  the  20th  of  March. 

Dr.  Archer,  would  you  take  the  vacant  chair?  Dr.  Archer  is  the 
Deputy  Assistant  Secretary  for  Population  Affairs. 

Will  you  respond? 

Dr.  Archer.  The  guidance  went  out  March  20.  The  Regional 
Health  Administrators  have  a  two-week  period  to  distribute  it  to 
the  grantees.  The  grantees  will  then  have  30  days  to  determine 
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whether  they  intend  to  comply  with  the  regulation  and  another  30 
days  beyond  that  in  which  to  do  so. 

So  approximately  74  days  from  the  20th  of  March  the  regulations 
will  take  effect. 

Mr.  Porter.  If  they  advise  you  that  they  will  not  comply  with 
the  regulations,  then  funding  would  cease  at  that  point? 

Dr.  Archer.  First,  we  will  work  to  ensure  that  services  are  con- 
tinued by  selecting  a  new  grantee  to  provide  services  in  the  com- 
munity. We  would  use  the  funds  from  the  organization  that  chose 
not  to  comply  to  support  new  grantees  who  would  provide  services. 

Mr.  Porter.  Can  you  walk  me  through  the  new  regulations?  Let 
me  begin  by  saying  that  there  is  a  doctor  in  the  Title  X  clinic  and  a 
woman  comes  in,  facing  an  unintended  pregnancy. 

What  can  the  doctor  say  to  that  woman? 

Dr.  Archer.  The  physician  should  act  according  to  his  best  medi- 
cal judgment,  deal  with  her  in  whatever  situation  he  feels  is  appro- 
priate for  that  client. 

Mr.  Porter.  Does  she  have  to  say,  "I  didn't  intend  to  be  preg- 
nant," or,  "I  am  pregnant  and  didn't  intend  it"? 

Dr.  Archer.  We  would  hope  a  physician  would  treat  a  patient 
with  courtesy  and  respect  for  her  as  an  individual.  Our  real  intent 
is  not  to  involve  ourselves  in  the  dialogue  between  the  patient  and 
the  doctor. 

It  is  appropriate  for  the  physician,  in  his  best  medical  judgment, 
to  make  determinations  at  that  time. 

Mr.  Porter.  Can  the  doctor  counsel  her  as  he  would  outside  a 
Title  X  clinic,  as  to  all  options,  including  abortion? 

Dr.  Archer.  I  would  continue  to  say  whatever  the  physician  feels 
is  appropriate  is  what  we  would  expect  him  to  do. 

Mr.  Porter.  Can  he  refer  her  to  have  an  abortion? 

Dr.  Archer.  As  is  consistent  with  the  regulation  and  the  guid- 
ance, all  patients  will  be  referred  to  comprehensive  health  care. 

Mr.  Porter.  Does  that  mean  that,  if  there  is  a  determination 
that  the  facility  is  not  comprehensive,  it  would  be  to  Planned  Par- 
enthood? 

Dr.  Archer.  If  they  comply  with  the  restrictions  of  the  regula- 
tions, they  can  be  on  the  list.  They  must  comply  with  the  standards 
to  be  on  the  list. 

Mr.  Porter.  That  means  pregnancy-related  comprehensive 
health  care  services? 

Dr.  Archer.  Yes,  prenatal  care.  An  abortion  can  be  performed  at 
that  location  as  long  as  it  is  not  the  principal  business. 

Mr.  Porter.  Is  this  a  change  from  the  previous  regulation? 

Dr.  Archer.  It  is  completely  consistent  with  the  previous  regula- 
tion. 

Mr.  Porter.  Consistent  with  the  previous  regulations? 

Dr.  Archer.  Yes.  It  has  always  been  said  by  the  Department  that 
complete  care  will  be  given  by  the  staff.  It  was  clarified  by  the 
President's  letter  of  November  4  and  is  consistent  with  the  guid- 
ance we  sent  out  March  20. 

Mr.  Porter.  Has  the  language  of  the  regulation  been  changed? 

Dr.  Archer.  The  language  of  the  regulation  has  not  been 
changed. 
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Mr.  Porter.  So  this  is  an  interpretation  of  the  previous  lan- 
guage? 

Dr.  Archer.  It  is  an  interpretation  of  the  language  that  has  been 
in  effect  since  1988. 

Mr.  Porter.  Whenever  a  poor  woman  came  into  a  Title  X  clinic 
and  sought  to  have  knowledge  of  her  medical  options,  including 
abortion,  when  she  was  talking  to  a  physician,  that  doctor  always 
had  the  authority  to  tell  her  about  her  right  to  have  an  abortion 
and  to  direct  her  to  a  place  that  might  provide  an  abortion  to  her  if 
she  wished,  provided  they  were  comprehensive  providers  of  preg- 
nancy services,  right? 

Dr.  Archer.  From  the  beginning  of  my  tenure  in  this  office,  I 
have  always  felt  that  way. 

Mr.  Porter.  Under  the  1988  regulations? 

Dr.  Archer.  Yes,  sir. 

PREGNANCY  COUNSELING  BY  NON-PHYSICIANS 

Mr.  Porter.  Let's  switch  to  the  other  side.  There  is  not  a  doctor 
in  this  Title  X  clinic,  and  there  are  not  in  most  Title  X  clinics.  She 
is  seeing  another  health  professional,  a  nurse,  a  nurse  practitioner 
or  a  physician's  assistant,  and  has  the  same  problem  and  needs  the 
same  kind  of  nondirective  counseling. 

What  happens  then? 

Dr.  Archer.  The  other  health  care  providers  will  be  allowed  to 
say,  if  she  asks  about  abortion,  yes,  it  is  your  right  to  have  one. 
Here  is  a  list  of  health  care  service  providers  for  you  where  you 
may  seek  information  or  treatment  with  regard  to  whatever  your 
concern  is. 

Mr.  Porter.  What  if  she  doesn't  mention  abortion  or  doesn't 
know  about  abortion  or  simply  says,  what  are  my  options? 

Dr.  Archer.  Again,  the  issue  is  the  same.  She  will  be  told  that, 
you  have  many  options,  you  are  now  pregnant,  this  is  a  family 
planning  clinic,  and  we  don't  do  pregnancy  services.  She  will  be 
told  that,  here  is  a  list  of  everyone  in  the  community  who  will  pro- 
vide services  to  you  during  pregnancy,  and  you  may  go  to  any  of 
them  and  discuss  your  options. 

Mr.  Porter.  So  she  would  have  to  raise  the  question  of  abortion 
herself? 

Dr.  Archer.  This  has  always  been  the  standard  of  the  family 
planning  clinic,  that  the  client  should  be  the  initiator  of  that  dis- 
cussion. 

Mr.  Porter.  But  not  so  in  the  case  of  a  physician? 
Dr.  Archer.  It  has  always  been  the  standard  of  the  physicians, 
as  well. 

Mr.  Porter.  Prior  to  the  regulation? 
Dr.  Archer.  Yes,  sir. 

Mr.  Porter.  The  physician  would  not  raise  the  aspects  of  abor- 
tion unless  she  raised  it  first? 

Dr.  Archer.  That  has  been  the  standard  of  the  1981  guidelines, 
which  mandated  abortion  counseling  or  options  counseling. 

Mr.  Porter.  No  one  is  talking  about  encouraging  someone  to 
have  an  abortion.  No  one  should  ever  encourage  anyone  to  have  an 
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abortion.  But  to  inform  them  of  their  rights  and  options  is  a  sepa- 
rate question. 

Dr.  Archer.  As  an  obstetrician,  I  think  it  would  be  inappropriate 
to  presume  what  the  pregnant  woman's  desire  was.  It  would  be  ap- 
propriate to  ask  her  how  she  is  feeling  or  thinking,  and  if  the  pa- 
tient does  not  lead  you  to  the  place  of  dealing  with  that  question,  it 
may  be  inappropriate  for  a  health  care  provider  to  do  so. 

But  if  a  client  is  pregnant,  you  don't  know  what  her  desires  are. 
To  presuppose  you  should  impose  an  options  message  on  her  may 
be  inappropriate.  It  should  be  the  client's  choice  to  initiate  that. 

Mr.  Porter.  That  is  the  way  you  would  handle  it  outside  a  Title 
X  situation?  A  woman  comes  in  and  says,  "I  am  pregnant  and  I 
don't  want  to  be  pregnant.  What  can  I  do  about  it?" 

Dr.  Archer.  Then  she  is  asking  you  about  the  abortion  option. 

Mr.  Porter.  She  is  asking  about  all  her  options. 

Dr.  Archer.  The  physician  can  discuss  with  her  about  whatever 
she  would  like  to  do. 

Mr.  Porter.  In  medical  ethics,  he  would  have  to  tell  her  all  her 
medical  options,  and  he  would  be  guilty  of  malpractice  if  he  did 
not? 

Dr.  Archer.  I  don't  believe  that  is  correct. 

Mr.  Porter.  Do  you  think  the  doctor  would  tell  the  patient  less 
than  all  the  options? 

Dr.  Archer.  You  could  not  lie  to  the  patient,  but  it  is  not  man- 
dated that  you  must  provide  an  abortion  option.  There  is  nothing 
in  medical  ethics  that  says  you  must  provide  that  option. 

Mr.  Porter.  There  is  nothing  in  medical  ethics  that  says  you 
must  tell  a  patient  all  their  legal  options  when  they  have  a  medical 
situation  where  the  decision  as  to  their  health  is  up  to  them? 

Dr.  Archer.  If  it  is  a  medical  situation,  that  is  different.  If  the 
woman's  life  is  in  danger,  or  her  health,  that  would  be  different. 

Mr.  Porter.  Why  is  it  different? 

Dr.  Archer.  Because  it  is  not  an  abortion  as  a  method  of  family 
planning. 

PREGNANCY  COUNSELING 

Mr.  Porter.  I  think  you  are  putting  your  judgment  on  what  is 
family  planning  if  you  are  making  that  decision. 

Dr.  Archer.  She  won't  need  family  planning  if  she  is  pregnant. 

Mr.  Porter.  She  is  probably  going  to  the  place  where  she  can  get 
the  only  health  care  she  can  get.  She  cannot  afford  a  private 
doctor. 

She  is  asking  for  options,  and  you  are  telling  me  the  doctor  does 
not  have  a  responsibility  to  tell  her  all  those  options? 

Dr.  Archer.  If  that  is  what  he  deems  under  his  medical  judg- 
ment, that  is  what  he  should  do. 

Mr.  Porter.  So  it  is  up  to  the  individual  doctor  in  his  view  of  his 
obligations  as  a  physician? 

Dr.  Mason.  Many  doctors  in  private  practice  might  not  bring  up 
the  abortion  option  unless  they  felt  that  was  an  important  thing  to 
do. 

Dr.  Archer  is  saying  that  physicians  can  do  the  same  thing  in 
the  Title  X  clinic  that  they  would  in  any  other  setting. 
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Mr.  Porter.  But  other  health  professionals  could  not  do  the 
same  thing  doctors  would  do? 
Dr.  Mason.  That  is  correct. 
Mr.  Porter.  Why  is  there  a  difference? 

Dr.  Mason.  President  Bush  in  his  instructions  recognizes  a  sig- 
nificant difference  between  doctor-patient  relationships  and  the  re- 
lationship of  the  patient  with  some  other  health  practitioner.  The 
reason  for  that  is  that  the  only  one  that  is  equipped  to  make  a 
medical  decision  is  the  physician.  The  other  health  practitioners 
are  providing  a  service,  and  the  service  is  family  planning  and  not 
pregnancy  care. 

Mr.  Porter.  What  medical  decision? 

Dr.  Mason.  Decisions  as  to  what  you  do  after  the  woman  be- 
comes pregnant. 

Mr.  Porter.  Isn't  that  a  decision  for  the  woman? 

Dr.  Mason.  Yes,  but  it  can  be  made  at  the  referral  site  for  com- 
prehensive care  for  pregnant  women.  We  are  referring  them  to  a 
site  for  comprehensive  services,  including  abortion,  where  the  op- 
tions can  be  looked  at  and  weighed  at  that  point. 

Mr.  Porter.  What  about  the  woman  who  may  have  other  health 
problems  where  the  pregnancy  would  be  a  danger  to  her  health 
and  perhaps  to  her  life,  and  she  is  seeing  a  nurse  practitioner? 

Dr.  Mason.  Then  it  would  be  incredibly  important  that  the 
woman  be  referred  to  a  physician  rather  than  to  a  place  where  she 
can  just  have  an  abortion.  There  may  be  underlying  physicial  con- 
ditions, such  as  diabetes,  that  have  to  be  checked.  That  is  the 
reason  that  this  is  between  the  physician  and  the  patient  and  not 
with  some  other  health  care  provider. 

There  would  be  a  serious  problem  if  there  was  an  underlying 
medical  condition  without  medical  evaluation. 

Mr.  Porter.  What  would  be  the  discussion  ensuing  in  that  kind 
of  situation? 

Dr.  Mason.  It  would  be  one  of  referral,  to  where  the  woman 
could  get  the  kind  of  medical  care  that  she  deserves  in  the  context 
of  her  condition  and  pregnancy. 

Mr.  Porter.  Thank  you. 

HIV  IN  CORRECTIONAL  FACILITIES 

Mr.  Natcher.  Mr.  Stokes. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Mason,  it  is  good  to  see  you  again.  I  received  a  copy  yester- 
day of  a  report  you  have  prepared  pursuant  to  language  we  put  in 
our  fiscal  year  1992  report.  That  is  your  report  on  the  HIV  in  cor- 
rectional facilities. 

Would  you  comment  a  little  bit  about  that  report  and  give  us 
sort  of  a  fingernail  sketch  of  what  your  findings  where? 

Dr.  Mason.  It  is  obvious  that  HIV  in  the  setting  of  correctional 
facilities  is  an  area  of  concern  and  problems.  It  is  a  complex  area 
because  of  jurisdictional  aspects,  too. 

We  feel  it  is  important  that  there  be  guidelines  for  health  care  in 
correctional  facilities  at  the  Federal  level.  Because  of  the  number 
of  departments  at  the  Federal  level,  those  who  are  responsible  for 
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health  care  are  not  the  same  as  those  who  manage  the  correctional 
facilities. 

When  I  was  at  CDC,  I  brought  in  the  Department  of  Justice  and 
the  correctional  medical  system,  and  worked  on  guidelines  that 
are  currently  in  place. 

As  we  tried  to  meet  the  requirements  of  this  congressional  lan- 
guage, we  discovered  the  need  to  do  a  lot  more  collaboration  in 
bringing  people  together  to  complete  the  activities  that  would 
result  in  optimal  care  for  HIV  in  correctional  facilities. 

HISTORICALLY  BLACK  COLLEGES  AND  UNIVERSITIES 

Mr.  Stokes.  I  also  see  your  report  on  'The  Report  to  Congress  of 
Historically  Black  Colleges  and  Universities." 

Dr.  Mason.  I  will  turn  that  over  to  Dr.  Lin,  if  I  might. 
Mr.  Stokes.  Fine. 

Dr.  Lin.  In  FY  1991,  the  Public  Health  Service  provided 
$103,000,000  in  support  of  the  Historically  Black  Colleges  and  Uni- 
versities. This  was  an  increase  of  approximately  32  percent  in  the 
amount  of  Public  Health  Service  funds  going  to  the  colleges  and 
universities  over  FY  1990. 

The  large  increase  is  due  to  continued  PHS  encouragement  from 
all  PHS  agency  heads  and  managers  for  internal  support.  Much  of 
that,  you  must  attribute  to  the  Secretary  and  the  Assistant  Secre- 
tary for  Health. 

We  will  provide  a  chart  for  lists  the  funds  by  PHS  agency,  that 
went  to  HBCUs  in  FY  1990  and  FY  1991,  and  the  increase  over  FY 

1990. 

[The  information  follows:] 

PHS  HBCU  INITIATIVE 

[In  thousands  of  dollars] 

Fiscal  year— 

  Increases 

1990  1991 


Agency: 

AHCPR   118  300  +182 

ADAMHA   4,567  6,174  +1,607 

CDC   1,763  2,943  +1,180 

FDA   452  974  +522 

HRSA   24,620  36,902  +12,282 

NIH   46,537  55,143  +8,606 

0ASH   523  649  +126 

Total   78,580  103,085  +24,505 


MINORITY  HEALTH  SPENDING 

Mr.  Stokes.  Okay.  Dr.  Mason,  I  was  looking  at  the  chart  that  you 
have  there,  Minority  Health  Spending.  There  is  obviously  a  signifi- 
cant increase  from  1989  to  fiscal  year  1993,  a  short  period  of  time 
and  a  very  rapid  increase.  That  is  certainly  very  positive.  I  want  to 
see  if  I  can  put  it  in  perspective. 

We  look  at  the  1985  Secretary's  report,  which  advised  that  there 
were  60,000  excess  deaths  in  six  different  areas  relating  to  minori- 
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ties.  In  look  at  your  chart,  we  see  there  has  been  a  significant  at- 
tempt to  try  and  start  to  do  something  in  this  area,  and  I  am 
pleased  to  see  what  the  figures  look  like  at  this  point,  but  can  we 
see  significant  increases  in  terms  of  that  1985  report  and  what  we 
would  have  to  report  today  in  terms  of  minority  health? 

Dr.  Mason.  Mr.  Stokes,  I  think  we  still  have  a  very  long  way  to 
go,  and  it  is  going  to  take  a  number  of  activities  to  get  us  there. 

Certainly,  this  is  the  beginning.  I  am  very  pleased,  proud,  and 
give  credit  to  Secretary  Sullivan  for  his  encouragement.  There  also 
is  interest  on  the  part  of  all  the  PHS  agencies.  They  are  not  being 
lead  kicking  and  screaming  into  doing  this  but  are  doing  it  because 
they  want  to  do  it. 

Three  of  the  PHS  agencies  have  set  up  Offices  of  Minority 
Health.  This  momentum  is  going  to  increase. 

I  am  particularly  pleased,  as  well,  by  President  Bush's  compre- 
hensive reform  initiative,  which  would  provide  access  to  health 
care  services. 

I  went  back  to  the  Journal  of  the  American  Medical  Associa- 
tion's report  on  heart  disease  and  coronary  artery  bypass  surgery, 
and  the  incidence  of  coronary  artery  disease  in  blacks  and  whites  is 
about  the  same,  and  may  be  higher  in  whites. 

Yet  for  surgery  there  is  a  ratio  of  three  surgeries  in  whites  to 
one  in  blacks.  Let's  assume  the  right  amount  of  surgery  is  being 
done  in  whites  then  two-thirds  less  is  being  done  in  black  people. 
In  the  southern  States,  there  is  a  7  to  1,  up  to  a  9  to  1  difference.  It 
is  an  indication  that  we  do  not  have  the  necessary  access  to  care, 
and  that  access  is  disproportionately  weighted  against  minority 
people.  We  have  to  solve  the  access  problem. 

We  also  have  behavior  problems.  We  know  that  tobacco  and  alco- 
hol companies  are  targeting  ads  into  minority  communities.  There 
is  a  greater  use  of  substances  that  result  in  serious  health  conse- 
quences. So  we  really  will  make  a  difference  in  minority  health. 

We  will  begin  to  close  that  gap  of  60,000  only  when  we  provide  a 
lot  of  things  simultaneously:  access  to  health  care  services,  access 
to  the  preventive  services,  and  working  to  encourage  behaviors 
that  result  in  less  disease.  I  think  above  all  else,  we  need  an  influx 
of  hope  and  a  sense  of  future. 

In  other  words,  the  health  problems  are  bigger  than  the  Depart- 
ment of  Health  and  Human  Services.  We  use  race  as  a  surrogate 
for  socio-economic  status.  That  is  where  the  difference  is.  It  is  not 
that  blacks  or  Hispanics  are  any  more  inclined  to  be  sick  or  have 
more  unhealthy  behaviors.  We  are  talking  about  poverty,  lack  of 
education,  lack  of  opportunity,  and  lack  of  hope. 

All  of  those  are  really  going  to  have  to  change  if  we  are  going  to 
make  a  significant  difference  in  those  excess  mortalities.  We  are 
bound  and  determined  to  do  everything  we  can  in  the  Department 
and  work  with  other  departments  in  the  Federal  government  to  try 
to  close  those  gaps. 

1985  REPORT  UPDATE 

Mr.  Stokes.  I  would  certainly  concur  with  everything  you  said.  I 
know  your  commitment  in  this  area  and  the  work  that  you  have 
done  to  try  to  make  some  of  these  things  come  true. 
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Isn't  it  about  time  then  maybe  that  we  ought  to  try  and  have  an 
update  of  that  1985  report  so  that  we  can  have  some  accurate  point 
of  reference? 

Dr.  Mason.  I  agree  totally  with  you  that  we  need  an  update  and 
the  update  ought  to  be  more  comprehensive.  The  1985  report  was 
wonderful  because  it  showed  people  the  tragedy  of  excess  mortali- 
ty. But  I  think  we  need  to  go  beyond  the  mortality  data.  We  need 
to  look  at  morbidity  data.  We  need  to  look  at  the  quality  factors. 

Dr.  Lin,  I  know  you  are  working  on  that.  Maybe  you  can  give  us 
some  details. 

Dr.  Lin.  If  you  reference  back  to  the  Secretary's  report  in  1985,  it 
was  a  report  of  some  very  negative  happenings  in  this  country,  but 
it  did  not  have  answers. 

It  has  taken  us  some  time  to  sort  out  the  appropriate  types  of 
methodologies  we  can  use  in  working  on  those  numbers.  The  proc- 
ess that  followed  after  the  report,  which  contained  431  recommen- 
dations, included  the  was  development  of  a  categorization  of  the 
kinds  of  recommendations.  They  covered  the  disparities,  not  just  in 
minority  and  non-minority  health  status,  but  they  covered  dispari- 
ties in  areas  of  education,  in  education  of  professionals,  health 
services,  non-federal  sectors,  the  lack  of  data  development  as  well 
as  things  like  basic  research  genders. 

There  were  ten  health  issues  working  groups  which  tried  to  look 
at  the  issues  inside  the  Department.  As  a  result  of  that,  a  strategic 
planning  process  was  put  together. 

There  were  technical  review  groups  that  reviewed  what  was  put 
together.  All  of  that  was  good  but  it  was  only  one  step  in  the  proc- 
ess and  without  answers. 

Since  that  time  we  have  had  a  number  of  things  that  have  had 
in  their  own  right,  an  impact  on  minority  health.  We  had  Healthy 
People  2000,  in  which  two  or  three  major  objectives  were  focused  on 
minority  populations.  We  had  Secretary  Sullivan's  leadership  in 
1990  for  the  Minority  Male  Initiative.  We  have  the  Secretary's  Five 
Point  Plan,  which  looks  at  vulnerable  areas  like  health  care  for 
young  children.  Public  Law  101-527  was  significant  in  its  own  right 
as  an  activity  that  impacted  minority  health. 

I  think  at  this  point  we  have  now  finally  come  up  with  what  I 
would  call  the  common  thread  to  interweave  all  these  different  and 
sometimes  independent  activities  in  minority  health. 

We  are  calling  it  "A  Critical  View  of  Status  and  Trends  in  the 
Health  and  Quatity  of  Life  of  Minority  Populations  in  the  United 
States." 

The  first  part  will  be  to  look  at  the  issues  of  excess  death  with 
accountable  methodologies  in  the  statistical  areas  since  1985.  The 
second  part  of  that,  Dr.  Mason  has  talked  about  with  regard  to  the 
issues  of  quality  of  life  and  morbidity,  as  well  as  disability. 

We  need  to  design  culturally  sensitive  material  with  outside  con- 
sultants as  to  how  we  can  come  up  with  those  kinds  of  criteria  and 
move  beyond  just  looking  at  the  deaths.  Those  are  significant,  but 
we  must  develop  processes  where  the  Federal  sector  can  enter  into 
the  areas  and  try  to  improve  the  morbidity. 

What  we  need  to  do  as  part  of  this,  is  to  develop  a  computerized 
surveillance  system  which  looks  prospectively  down  the  line  so  we 
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can  see  where  have  we  gone,  where  are  we  now,  and  where  must 
we  go. 

This  complements  and  supplements  what  was  simply  a  report  in 
1985  that  got  our  attention  and  tweaked  the  system.  We  have  to  go 
beyond  that. 

Mr.  Stokes.  Thank  you  very  much. 

My  time  has  expired. 

Mr.  Early,  I  yield  to  you. 

MINORITY  HEALTH  SPENDING 

Mr.  Early.  Thank  you  very  much. 

Dr.  Mason,  it  is  always  a  pleasure  to  see  you.  Doctor,  on  spending 
for  minority  health  spending,  I  really  want  to  compliment  my  col- 
league here,  Congressman  Stokes,  because  that  is  what  he  has  been 
seeking  increases  for.  In  looking  at  the  chart  there,  the  real  in- 
creases in  that  area  are  in  NIH,  where  he  has  been  constantly 
working  to  increase  funding,  and  I  think  in  HRSA,  which  has  big 
increases.  Is  that  because  of  the  infant  mortality  initiative  that  will 
address  this  problem  in  minority  groups? 

Dr.  Mason.  A  lot  of  HRSA's  programs  relate  to  special  initia- 
tives, such  as  the  Secretary's  Minority  Male  in  Crisis  Initiative, 
and  the  Secretary's  Five  Point  Minority  Health  Plan,  which  in- 
cludes increases  in  community  and  migrant  health  centers,  and  ini- 
tiates Healthy  Children  Ready  to  Learn. 

NATIONAL  VACCINE  PROGRAM 

Mr.  Early.  Right.  Mr.  Stokes  has  been  so  consistent  on  that,  and 
I  want  to  compliment  you  because  I  think  you  have,  in  the  last 
three  years,  addressed  the  minority  health  problems  to  a  high 
degree. 

But,  I  have  a  lot  of  problems  with  your  budget  request.  The  FY 
1992  budget  for  the  vaccine  program  is  $7,900,000.  Your  FY  1993 
budget  request  is  $2,800,000,  a  $5,100,000  decrease  from  the  FY 
1992  level. 

Why  have  you  proposed  such  a  substantial  reduction  in  this  pro- 
gram, or  are  you  moving  the  funds  elsewhere? 

Dr.  Mason.  I  really  understand  why  you  and  others  have  con- 
cerns. One  of  the  problems  is  that  most  people  don't  like  to  put 
money  into  the  Office  of  the  Assistant  Secretary  for  Health  be- 
cause they  think  it  is  just  a  management  system,  eating  up  re- 
sources. That  is  why,  even  in  the  Office  of  Minority  Health,  the 
budget  has  remained  stable  over  a  period  of  time. 

Mr.  Early.  I  noticed  that,  and  I  couldn't  understand,  why  your 
specific  office,  why  that  hasn't  grown  at  all. 

Dr.  Mason.  We  didn't  intend  it  to  grow.  We  intended  OASH  to 
be  a  catalyst  for  growth  in  the  agencies  of  the  Public  Health  Serv- 
ice. I  think  you  can  see  that  that  catalyzing  effect  has  occurred. 
That  is  what  we  are  interested  in,  as  well,  with  regard  to  the  Na- 
tional Vaccine  Program.  It  isn't  how  big  the  NVP  is  in  the  Office 
of  the  Assistant  Secretary  for  Health;  it  is  how  big  the  immuniza- 
tin  effort  is  in  the  Public  Health  Service. 

Mr.  Early.  That  is  all  I  am  concerned  with — getting  it  done— 
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Dr.  Mason.  Exactly.  I  can  say  that  regarding  immunization 
spending,  the  PHS  is  going  up  from  $543,000,000  to  $602,000,000  an 
increase  of  $59,000,000  from  FY  1992  to  FY  1993. 

Mr.  Early.  Where  is  that,  Doctor?  I  am  looking  at  the  National 
Vaccine  Program. 

Dr.  Mason.  Yes. 

Mr.  Early.  In  FY  1991,  the  NVP  was  $9,600,000;  1992,  $7,900,000; 
and  now  $2,800,000. 

Dr.  Mason.  You  are  right.  We  need  a  chart  just  like  the  one  dis- 
played for  Minority  Health  for  vaccines. 

Mr.  Early.  I  don't  want  the  charts.  I  want  the  vaccines. 

Dr.  Mason.  Okay.  We  have  a  $59,000,000  increase  between  FY 
1992  and  FY  1993  for  PHS  vaccine  expenditures.  The  National  In- 
stitutes of  Health  is  going  up  $11,000,000.  Pertussis  and  the  other 
highest  priority  projects  that  would  have  been  funded  out  of  the 
Office  of  Assistant  Secretary  for  Health,  out  of  the  National  Vac- 
cine Program  resources,  will  be  carried  out  by  CDC  and  NIH. 

Mr.  Early.  Okay.  So  you  are  telling  me  that  it  is  being  trans- 
ferred to  other  agencies  or  to  other  institutes? 

Dr.  Mason.  I  am  saying,  that  the  projects  that  would  have  been 
funded  by  the  NVP  will  be  funded  in  other  PHS  agencies. 

IMMUNIZATION  IN  MASSACHUSETTS 

Mr.  Early.  Doctor,  doesn't  Massachusetts,  not  to  be  parochial,  but 
doesn't  Massachusetts  do  better  than  the  other  49  States  as  far  as 
outreach  in  immunization  getting  the  youngsters  from  age  two  to 
four  vaccinated?  My  Public  Health  Department  told  me  that  in 
Massachusetts  we  are  vaccinating  79  percent  of  all  the  youngsters, 
which  on  a  national  level  suggests  that  we  are  not  getting  to  the 
youngsters  age  two  and  five;  is  that  true? 

Dr.  Mason.  We  do  nicely  on  school  enterers  of  about  five  years  of 
age.  But  we  really  have  failed  and  have  had  some  disasters,  like 
the  measles  epidemics  is  with  our  two-year-old's  who  are  only 
about  40  to  50  percent  and,  in,  some  better  communities,  60  percent 
immunized  at  age  two.  We  have  been  in  the  communities.  Secre- 
tary Sullivan,  Dr.  Novello,  Dr.  Roper  and  I  went  to  communities 
where  large  sections  of  innercities,  had  immunization  levels  for 
two-year-olds  around  10  percent. 

Mr.  Early.  I  am  concerned  about  that.  In  your  budget  justifica- 
tion, you  indicate  that  18,000  new  cases  of  measles  were  reported 
in  1989,  and  that  children  are  dying  of  measles  in  the  United 
States  for  the  first  time  since  1971.  That  really  concerns  this  whole 
committee.  I  am  sure  it  concerns  you,  and  I  want  to  make  sure 
that  we  are  addressing  that. 

What  I  am  going  to  ask  you  to  do  first,  I  want  for  the  record, 
okay?  The  justification  indicates  that  continuation  requirements 
for  high  priority  projects  funded  in  1992  will  be  supported  by  other 
HHS  agencies.  I  want  to  know,  for  the  record,  how  many  projects 
are  being  transferred  to  other  agencies,  what  the  total  continuation 
cost  is  for  the  project?  The  justification  indicates  that  the  high  pri- 
ority projects  will  be  funded  elsewhere.  I  also  want  to  know  if  any 
of  the  National  Vaccine  projects  are  being  terminated. 
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Dr.  Mason.  I  would  like  to  ask  Dr.  Bart  to  respond  to  that. 

Dr.  Bart.  Mr.  Early,  your  attention,  as  always,  to  this  program  is 
welcome;  and  I  think  the  children  of  this  country  welcome  your  at- 
tention as  well.  As  Dr.  Mason  and  the  Department  have  said,  the 
immunization  of  children  in  an  age-appropriate  way  at  two  years  of 
age  has  been  its  highest  priority.  The  development  of  Department- 
wide  funding  has  been  the  focus  of  attention.  Our  attention  is  fo- 
cused on  repair  of  our  infrastructure,  and  our  ability  to  reach  those 
children  we  have  not  reached. 

The  principal  purpose  of  the  National  Vaccine  Program  is  one 
that  you  have  just  spoken  to;  that  is  the  leadership,  coordination 
and  the  direction  that  is  integral  to  all  that  Dr.  Mason's  office  does. 
We  mirror  that  function.  We  provide  interagency  responsibilities 
and  integration  of  those  activities.  Most  of  the  highest  priority  ac- 
tivities previously  funded  by  the  NVP  will,  in  fact,  be  taken  up  by 
the  agencies. 

We  work  very  closely  with  the  agencies.  They  value  the  leader- 
ship that  Dr.  Mason  provides  as  Director  of  the  National  Vaccine 
Program.  This  value-added  whole,  greater  than  the  sum  of  the 
parts,  has  provided  a  unique  opportunity. 

This  office  was  created  in  1987,  and  I  think  we  have  begun  to 
reach  the  potential  of  Congress'  intentions.  Although  I  don't  think 
we  have  fully  reached  that  yet. 

Mr.  Early.  No,  you  have  not. 

Dr.  Bart.  We  welcome  your  reminding  us. 

Mr.  Early.  Thank  you.  Doctor,  if  it  is  not  true,  tell  me.  Is  Massa- 
chusetts doing  better  than  most  states  as  far  as  out  reaching  With 
its  own  money;  is  it  doing  a  much  better  job  reaching  out  to  get  the 
two-year-olds  that  you  are  talking  about? 

Dr.  Bart.  I  think  Dr.  Mason's  statement  is  an  accurate  one.  That 
is,  the  uniqueness  of  problems  in  innercity  populations  are  not  dis- 
tinctive to  any  particular  city.  Massachusetts  has  done  a  little  bit 
better  than  other  states,  but  pretty  uniformly  across  the  country, 
we  have  not  reached  high-risk  populations.  We  have  not  done  as 
well  as  we  could  or  should  do. 

Mr.  Early.  My  Public  Health  people  tell  me  they  are  reaching 
98  percent  of  the  children. 

Dr.  Mason.  I  suspect  they  are  talking  about  school  enterers,  be- 
cause if  you  are  at  98  percent  of  two-year-olds,  you  are  really  way 
ahead  of  the  rest  of  the  Nation. 

Mr.  Early.  Will  you  double-check? 

Dr.  Mason.  We  sure  will. 

Mr.  Early.  I  really  do  want  to  know  that. 

[The  information  follows:] 

Immunization  in  Massachusetts 

A  school  enterer's  assessment  report,  completed  in  Massachusetts,  indicated  that 
98  percent  of  all  enrollees  for  the  1991  school  year,  were  appropriately  immunized 
at  the  time  of  admission  to  first  grade.  However,  the  Centers  for  Disease  Control 
has  just  completed  a  retrospective  study  of  871  children  in  kindergarten  for  the 
Boston  School  District.  This  survey  utilizes  data  from  school  records  to  provide  an 
immunization  level  history.  The  results  show  that  at  24  months  of  age,  only  57.7% 
of  the  children  were  fully  immunized.  These  same  children  at  5  years  of  age,  show  a 
full  immunization  rate  of  88.2%.  Age  appropriate  full  immunization  for  both  24 
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months  and  60  months  requires  the  4th  dose  of  DTP,  3rd  dose  of  polio  and  1st  dose 
of  MMR. 

Dr.  Mason.  Since  neither  Boston  nor  any  of  your  other  major 
cities  was  the  recipient  of  one  of  our  immunization  visits,  you  must 
be  doing  pretty  well.  We  targeted  our  visits  to  some  of  the  areas 
where  immunization  levels  were  very  low. 

PHS  VACCINE  PROJECTS 

Mr.  Early.  Fine.  Because  let  your  conscience  be  your  guide, 
Doctor.  My  state  is  providing  its  own  money  for  that;  so  perhaps 
you  should  be  giving  my  state  more  money  for  something  else. 
Doctor,  would  you  provide  for  the  record  a  list  of  those  projects 
being  transferred,  the  agencies  to  which  they  are  being  transferred, 
and  the  continuation  costs  or  the  approved  level  for  each  in  1993? 

[The  information  follows:] 
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FY  1993  CONTINUATION  COSTS  FOR  NVP  PROJECTS 

The  FY  1992  National  Vaccine  Program  fund  allocations  have  not 
been  finalized.    Historically,  these  decisions  are  made  in  the  third 
quarter;  in  FY  1991  they  were  not  completed  until  the  fourth 
quarter.     The  estimates  listed  below  assume  each  agency  will  receive 
its  total  resource  request  currently  being  considered  for  release  to 
the  National  Vaccine  Program  review  group.     The  FY  1993  estimated 
continuation  costs  for  National  Vaccine  Program  funded  immunization 
projects  by  agency  are  as  follows: 

Food  and  Drug  Administration 


Pertussis  Research  Activities    $  437,000 

Computerized  System  to  Track  and 
Analyze  Lot-Specific  Relations  to 

Adverse  Events    163,000 

Investigations  on  the  Neurovirulence  of 

Oral  Poliovirus    264,000 

Immunogenicity  of  Antigens  (CVI)    100,000 

Mechanisms  of  Adverse  Events    312,000 

Measles  assays  on  Serum  Samples   75,000 


$1,351,000 

Centers  for  Disease  Control 

Post -Marketing  Surveillance  (Hemophilus 

influenzae  type  b)  (NCID)    $  630,000 

Applied  Pertussis  Research  (NCID)    390,000 

Influenza  Vaccine  Designed  to  Overcome 

Antigenetic  Drift  (NCID)    220,000 

Combination  Oral  and  Parenteral  Vaccine  for 

Gonorrhea  (NCID)    219,000 

Characterization  of  EZ  Strain  of  Measles  (NCID)  ..  210,000 
Large  Linked  Data  Bases  to  Monitor  Adverse 

Events  (NCPS)    500,000 

Chronic  Arthrothropy  from  Rubella  Vaccine  (NCPS)   .  480,000 


$2,649,000 

National  Institutes  of  Health 
National  Institute  for  Allergy  and  Infectious  Diseases 

Support  for  Acellular  Pertussis  Vaccine 

Clinical  Field  Trial    $1,000,000 

Tuberculosis  Vaccine  Initiative    1,000,000 


$2,000,000 
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MEASLES 

Mr.  Early.  The  National  Vaccine  Advisory  Committee  recently 
released  a  report  entitled  the  Measle  Epidemic,  which  you  just 
spoke  about.  Summarize,  very  quickly,  the  problems  this  report 
identified  and  the  recommendations  it  made. 

Dr.  Mason.  The  report  by  the  National  Vaccine  Advisory  Com- 
mittee was  very  valuable  to  this  Nation  because  it  identified  more 
clearly,  than  I  think  ever  before,  that  we  don't  have  a  user-friendly 
system  for  providing  immunizations. 

We  do  a  nice  job,  as  I  said,  by  the  time  they  are  school  enterers. 
When  we  talk  about  getting  the  first  dose  of  DTP  in  at  age  two  and 
then  a  series  of  doses,  measles,  polio,  Haemophilus  Type  B  and 
others  ,  we  have  a  system  that  is  not  user  friendly. 

In  fact,  there  are  many  barriers  to  the  system  out  there.  As  a 
result  of  the  recommendations  provided  in  this  highly  useful 
report,  we  are  now  trying  to  tear  down  those  barriers.  We  are 
trying  to  integrate  immunization  services  at  WIC,  Aid  to  Families 
with  Dependent  Children,  Medicaid,  wherever  there  is  a  clinical 
interaction  with  a  mother  and  a  baby  and  a  child.  We  want  to  use 
that  as  an  opportunity  for  immunization. 

Too  many  of  our  innercity  clinics  have  been  open  from  9:00  in 
the  morning  until  5:00  at  night.  If  you  have  a  working  mother  and 
father,  they  can't  interact  with  the  system  at  those  times.  With 
many  of  our  clinics,  you  have  to  run  all  around  town,  because 
there  are  no  integrated  services. 

children's  vaccine  initiative 

Mr.  Early.  That  is  why  the  Committee  wants  to  make  sure  that 
we  have  enough  money. 

Mr.  Chairman,  I  will  stay  within  my  ten  minutes.  I  want  to  ask 
one  other  question. 

Doctor,  I  am  bothered  by  the  comment  about  the  Children's  Vac- 
cine Initiative,  the  future,  it  says,  to  be  achieved — this  is  a  reduc- 
tion now.  You  are  saying  that  this  is  to  be  achieved  by  simplifying 
the  immunization  schedule  through  reduced  doses  of  vaccines  and 
combination  of  vaccines.  We  are  not  giving  the  kids  anything  less 
but  the  best,  are  we,  to  get  control  of  the  cost? 

Dr.  Bart.  There  is  something  very  important  in  the  linkage  be- 
tween your  question  and  Dr.  Mason's  statement  about  the  repair  of 
the  infrastructure.  Part  of  our  problem  of  access  is  compliance,  sir. 
That  is,  children  who  touch  our  health  system  once  don't  come 
back.  We  don't  fully  understand  the  dynamics  of  why  they  don't 
come  back,  through  the  Children's  Vaccine  Initiative,  and  we  are, 
in  a  sense,  attempting  to  use  technology  to  enhance  our  ability  to 
bring  children  back. 

If  we  can  reduce  the  number  of  times  they  must  attend  clinics, 
we  are  likely  to  complete  immunization  in  fewer  visits.  Also,  it  is 
clear  with  the  technology  that  is  being  developed,  we  are  able  to 
develop  new  vaccines  which  will  not  require  multiple  injections. 
Parents  and  health  care  providers  stand  concerned  that  a  two- 
month-old  or  a  four-month-old  receives  three  or  four  separate  injec- 
tions at  a  single  visit. 
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The  need  to  combine  those  vaccines  in  a  single  injection  is  a 
chemistry  experiment,  if  you  will,  and  it  is  one  that  we  are  about 
to  undertake.  The  Children's  Vaccine  Initiative  is  attempting  to 
stimulate  both  the  public  and  private  sector  to  begin  to  think  cre- 
atively about  making  the  system  user-friendly,  in  a  sense,  by  creat- 
ing a  single  vaccine  which  can  be  given  as  a  single  dose  at  a  single 
visit. 

Mr.  Early.  Mr.  Chairman,  I  have  other  questions  which  I  will 
ask  on  the  next  round. 
Mr.  Natcher.  Fine.  Mr.  Porter,  I  yield  again. 

TITLE  X  CLINICS 

Mr.  Porter.  If  Dr„  Archer  could  come  back  up? 

Dr.  Mason.  Glad  to  have  Dr.  Archer  at  the  table. 

Mr.  Porter.  Can  I  look  at  this  the  other  way  around  so  that  I 
understand  it  fully?  In  what  situations  is  it  conceivable  that  a 
woman  coming  into  a  Title  X  clinic  with  an  unintended  pregnancy 
not  be  informed  of  her  medical  option  to  an  abortion? 

Now  you  described  one  situation  where  she  sees  a  doctor,  and 
you  said  the  doctor  may,  in  his  own  medical  judgment,  not  bring 
that  matter  up  with  her  at  all.  That  is  one  instance.  In  what  other 
instances  if  you  are  a  woman  coming  to  a  Title  X  clinic,  and  have 
an  unintended  pregnancy,  how  can  you  not  be  told  of  your  option 
to  have  an  abortion? 

Dr.  Archer.  If  a  woman  asks  about  her  option  for  abortion,  she 
will  be  told  about  that  by  the  provider. 

Mr.  Porter.  If  she  asks  

Dr.  Archer.  If  she  says,  is  it  legal  for  me  to  have  an  abortion  in 
this  country?  The  answer  would  be,  absolutely,  it  is  legal  in  this 
country  to  have  an  abortion. 

Mr.  Porter.  All  right.  So  she  would  be  told  this  by  the  doctor  or 
a  nurse  practitioner? 

Dr.  Archer.  She  may  be  told  if  she  inquires  about  that. 

Mr.  Porter.  She  will  be  told,  no  matter  who  she  is  talking  to? 

Dr.  Archer.  She  will  be  told  factually  that  there  is  a  legal  option 
for  an  abortion,  but  there  will  not  be  counseling  going  on  in  lieu  of 
that  discussion. 

Mr.  Porter.  I  want  to  know  the  other  circumstances  where  she 
wouldn't  be  told. 

Dr.  Archer.  If  a  woman  doesn't  request  that  option,  it  may  be 
that  she  doesn't  want  to  know  about  that  option. 

Mr.  Porter.  Okay.  So  in  any  circumstance  where  she  doesn't  re- 
quest the  information,  she  wouldn't  be  told? 

Dr.  Archer.  Any  pregnant  woman  will  be  told  that,  if  she  says, 
what  do  I  do  now?  Well,  we  have  comprehensive  health  care  for 
you,  you  should  go  there.  You  can  ask  any  question  you  want 
there.  They  will  provide  you  with  information,  they  will  provide 
you  with  services,  and  here's  the  full  list  that  is  available  to  you  in 
your  community. 

Mr.  Porter.  Okay.  But  that  full  list  may  not  be — let's  say  it  is  a 
community  where  the  full  list  is  a  very  short  list  and  those  that 
provide  comprehensive  health  care  are  religiously  opposed  to  abor- 
tion. They  wouldn't  provide  her  with  that  information,  would  they? 
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Dr.  Archer.  I  assume  whatever  the  state  law  would  require 
would  be  what  the  providers  would  be  doing.  The  fact  is  that  all 
providers  would  be  included  on  the  list.  There  would  be  no  exclu- 
sion of  providers  in  the  community. 

Mr.  Porter.  As  long  as  they  provided  comprehensive  

Dr.  Archer.  As  long  as  they  provided  comprehensive  health  care 
and  did  not  have  abortion  as  their  principal  business. 

Mr.  Porter.  All  right.  But  she  could  be  referred  to  a  provider  of 
that  type  that  themselves  wouldn't  give  her  that  information, 
unless  she  raised  it? 

Dr.  Archer.  We  can't  predict  what  is  going  to  happen  in  the 
comprehensive  health  care  setting.  She  would  be  dealt  with  just  as 
any  other  client  in  that  very  same  setting. 

Mr.  Porter.  I  understand,  but  I  am  trying  to  get  at  under  what 
circumstances  would  an  individual  not  be  told  of  her  medical  op- 
tions. 

Dr.  Archer.  I  would  assume  that  in  any  setting  of  comprehen- 
sive health  care,  a  full  discussion  that  whatever  the  woman  wanted 
to  discuss,  that  she  brought  up,  would  be  discussed  with  her.  They 
may  not  say,  we  think  it  is  a  good  idea  for  you  to  have  an  abortion. 

Mr.  Porter.  They  can't  say  that,  can  they? 

Dr.  Archer.  But  in  the  referral  site,  they  can  say  anything  they 
want  to.  These  regulations  do  not  limit  what  is  said  at  the  site  of 
referral. 

Mr.  Porter.  But  you  could  have  a  comprehensive  provider  that 
not  only  does  not  provide  abortion  counseling  or  abortion  services 
but  is  opposed  to  abortion,  whereas  you  can  have  on  the  other  side 
a  noncomprehensive  provider  that  provides  just  abortion  services 
that  would  not  be  referred  to  because  they  weren't  on  the  list. 

Dr.  Archer.  I  am  not  sure  what  your  question  is. 

Mr.  Porter.  Well,  I  guess  what  I  am  trying  to  get  at  is  that  you 
could  come  to  a  Title  X  clinic  and  in  a  number  of  circumstances 
never  be  told  that  it  is  a  medical  option  to  have  an  abortion  under 
these  regulations. 

Dr.  Archer.  It  is  just  as  likely  that  prior  to  these  regulations,  a 
woman  may  not  have  been  given  all  of  her  options.  If  a  woman  did 
not  request  that  information,  it  was  not  given  to  her  prior  to  the 
regulations,  as  well. 

Mr.  Porter.  Under  the  old  regulations,  the  19  

Dr.  Archer.  The  1981  guidelines. 

Mr.  Porter  [continuing].  If  she  didn't  request  it,  she  wouldn't 
know  of  it  either? 
Dr.  Archer.  That  is  possible. 

TITLE  XX  PROJECTS 

Mr.  Porter.  All  right.  Let's  go  to  Title  XX  for  a  minute,  if  we 
may.  What  evidence  is  there  that  the  Title  XX  prevention  projects 
are  effective  in  reducing  teen  pregnancy,  Dr.  Mason? 

Dr.  Mason.  I  will  refer  to  Dr.  Archer. 

Dr.  Archer.  As  you  know,  in  the  study  of  behavorial  science,  it  is 
very  difficult  to  attain  that  knowledge.  The  methodologies  that  we 
are  using  have  been  carefully  evaluated  by  an  expert  in-house  eval- 
uator  who  is  looking  at  the  issue. 
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Indeed,  what  we  know  specifically  is  that  our  programs  can  and 
do  reduce  sexual  activity.  We  have  findings  from  some  programs 
that  show  this  reduction  in  sexual  activity — it  follows  that  adoles- 
cents who  are  less  sexually  active  would  have  reduced  pregnancy 
rates.  That  does  not  mean,  at  this  point  that  we  have  significant 
data  to  show  that  pregnancy  rates  are  reduced.  We  can  only  ex- 
trapolate from  the  fact  that  if  you  reduced  sexual  activity  rates 
among  adolescents  that  you  will  have  fewer  pregnancies. 

Mr.  Porter.  How  do  you  obtain  the  data  that  you  use  to  make 
the  evaluations,  from  what  sources? 

Dr.  Archer.  From  the  different  programs  that  we  have  around 
the  United  States.  We  have  data  from  people  who  do  pre-  and  post- 
test  analyses  of  adolescents  who  have  been  involved  in  or  taking 
our  courses. 

Mr.  Porter.  So  these  are  surveys  before  the  program  and  after 
the  program? 

Dr.  Archer.  It  depends  on  the  particular  program  which  is  devel- 
oped by  that  grantee.  Some  collect  data  at  six  months,  others  at 
one  and/ or  two  years. 

Mr.  Porter.  Now,  are  these  attitude  surveys  or  behavior  sur- 
veys? 

Dr.  Archer.  Our  early  programs  used  attitudinal  surveys,  which 
are  often  used  for  studies  in  the  behavorial  sciences.  In  our  more 
recent  studies,  we  are  looking  at  behavorial  changes.  From  prelimi- 
nary data  and  in  small  numbers,  we  are  seeing  effects.  A  program 
in  the  State  of  Wisconsin  showed  that  of  the  sexually  active  adoles- 
cents who  took  the  program,  only  9  percent  were  sexually  active  at 
the  post-test.  In  a  comparison  group,  39  percent  were  sexually 
active.  So  we  are  seeing,  as  we  tighten  the  methodologies  for  evalu- 
ating our  programs,  we  are  seeing  results  of  a  decreased  sexual  ac- 
tivity rate. 

Mr.  Porter.  The  program  has  been  going  on  maybe  five  or  six 
years  now? 

Dr.  Archer.  The  program  started  in  1981.  The  first  five  years,  I 
believe,  were  very  much  a  learning  experience  for  everyone.  It  is 
important  to  realize  this  is  not  a  service  program.  It  is  a  demon- 
stration program,  which  studies  ways  to  encourage  kids  not  become 
sexually  involved  while  they  are  adolescents. 

Mr.  Porter.  How  many  of  these  programs  are  located—I  don't 
know  whether  this  is  easy  to  answer,  but  what  percentage  of  the 
programs  are  located  in  your  innercity  schools  as  opposed  to  those 
in  suburban  or— 

Dr.  Archer.  In  excess  of  fifty  percent  of  those  we  serve  are  from 
minority  groups,  Hispanic,  Black,  Asian.  The  remainder  are  White. 
It  is  a  cross-section  of  people  in  this  country. 

Mr.  Porter.  Are  they  given  in  both  public  and  private  schools? 

Dr.  Archer.  There  may  be  some  private  schools,  but  they  would 
be  nonsectarian  private  schools. 

Mr.  Porter.  So  mostly  public  schools? 

Dr.  Archer.  Yes,  sir. 

Mr.  Porter.  And  by  this  time,  do  you  have  hard  data  on  how 
successful  these  are  in  behavior,  really? 

Dr.  Archer.  I  can  only  point  to  specific  circumstances.  There  is  a 
program  in  East  Saint  Louis,  in  your  state,  that  prior  to  the  pro- 
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gram  had  ten  pregnancies  a  year  in  the  elementary  school,  and 
after  the  institution  of  the  program,  they  had  none.  In  the  middle 
school,  they  had  had  44  pregnancies  and  after  the  institution  of  the 
program,  there  were  ten.  So  I  would  say  that  that  is  significant. 
Mr.  Porter.  Yes. 

Dr.  Archer.  A  significant  decrease  in  pregnancies. 
Mr.  Porter.  I  have  a  lot  of  other  questions  for  the  record.  If  I 
may  submit  them,  I  would  like  to  do  that. 

NATIONAL  MUSEUM  OF  HEALTH  AND  MEDICINE 

Mr.  Porter.  Let  me  take  just  one  minute  to  ask  a  question  on 
the  National  Museum  of  Health  and  Medicine.  Can  you  kind  of 
bring  me  up  to  date,  Dr.  Mason,  on  what  is  happening  with  that 
project? 

Dr.  Mason.  As  you  know,  funds  have  been  in  our  appropriation 
over  the  last  two  years  to  help  support  the  planning  for  that  par- 
ticular activity.  A  few  weeks  ago,  we  saw  the  preliminary  drawings 
of  a  proposed  building  that  would  be  built  in  conjunction  with  the 
Humphrey  Building. 

We  have  a  committee  in  the  Department  of  Health  and  Human 
Services  that  is  looking  at  our  relationship  with  the  National 
Museum.  We  are  also  working  closely  with  the  Department  of  De- 
fense and  other  people  to  see  what  might  be  done. 

Mr.  Porter.  Our  committee  has  indicated  that  no  additional 
funds  will  be  provided  unless  it  is  requested  in  the  administration's 
budget.  But  you  are  at  this  point  willing  to  see  this  thing  through? 

Dr.  Mason.  We  are  not  quite  sure  what  this  thing  is  yet.  We  are 
working  with  the  Medical  Museum  at  the  Armed  Forces  Institute 
of  Pathology.  Dr.  Koop,  the  former  Surgeon  General,  is  volunteer- 
ing his  time  to  head  up  a  group  of  fund-raisers. 

I  met  recently  with  Senator  Mark  Hatfield,  who  has  a  personal 
interest  in  that,  and  what  we  are  trying  to  put  a  foundation  togeth- 
er. GSA  did  a  wonderful  job  of  what  might  be  available  around  the 
Humphrey  Building.  So  those  things  are  moving  along. 

Mr.  Itteilag  may  have  more  information  about  this  project  in  the 
FY  1993  budget. 

Mr.  Itteilag.  Part  of  the  money  that  was  provided  in  the  1992 
appropriation  is  being  used  to  establish  an  Office  of  the  PHS  Histo- 
rian. The  PHS  Historian  will  be  the  focus  of  this  effort.  As  such, 
the  funding  for  the  Historian  is  continued  in  the  1993  budget.  But 
the  other  special  funds  that  were  provided  in  1992  are  not  contin- 
ued in  1993  because  we  are  not  certain  what  we  would  use  those 
funds  for  at  this  time. 

Mr.  Porter.  Okay.  I  think  I  am  going  to  have  to  go  vote,  so  we 
will  recess. 

[Recess.] 

measles 

Mr.  Early  [presiding].  Dr.  Mason,  if  I  could  just  continue  my 
questioning,  we  were  talking  about  the  measles  epidemic  and  the 
National  Vaccine  Advisory  Committee's  report.  Are  there  funds  in 
the  1993  budget  request  either  for  NVPO  or  other  agencies  to  im- 
plement these  recommendations,  and  if  so,  for  what  purpose? 
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Dr.  Mason.  Yes,  there  are.  The  most  significant  change  in  the 
1993  budget  is  in  CDC  where  in  1992  there  is  almost  $302,000,000, 
and  the  President's  1993  budget  has  $354,000,000  or  an  increase  of 
$52,000,000  over  the  1992  budget,  for  implementation  of  immuniza- 
tion activities.  This  includes  buying  50  percent  of  all  vaccines  that 
are  administered  to  children  in  the  United  States;  it  includes 
money  for  operations  and  for  those  applied  research  activities  that 
are  being  carried  on  at  CDC.  That  is  a  very  significant  increase,  a 
17.3  percent  change. 

Mr.  Early.  I  want  to  make  sure  its  on  the  record  as  far  as  vacci- 
nating all  the  kids  that  we  spoke  about  earlier. 

Dr.  Mason.  Yes.  Generally,  the  Federal  private  ratio  has  been 
50/50.  We  have  tried,  and  Congress  certainly  has  complemented 
President  Bush,  to  make  sure  that  there  was  enough  money  avail- 
able so  that  we  could  buy  50  percent  of  all  vaccines  needed  by  chil- 
dren, including  Hepatitis  B.  I  think  there  has  been  a  solid  progres- 
sion of  support.  We  are  giving  more  vaccines  than  we  used  to  be- 
cause of  science  and  technology,  and  I  think  it  has  been  a  nice 
partnership. 

NATIONAL  VACCINE  PLAN 

Mr.  Early.  That  is  something  that  we  should  be  political  about  at 
all,  Doctor.  Doctor,  when  will  the  national  vaccine  plan  be  com- 
pleted? 

Dr.  Mason.  We  are  working  on  that  plan,  and  it  is  overdue,  as 
you  know. 
Mr.  Early.  It  is  overdue,  Doctor. 
Dr.  Mason.  Yes,  it  is. 
Mr.  Early.  Yes. 

Dr.  Mason.  Dr.  Ken  Bart,  why  don't  you  come  up?  The  plan  will 
be  going  to  the  National  Vaccine  Advisory  Committee  in  April. 
They  need  to  give  a  last  look,  and  as  soon  as  they  have  given  it 
their  okay,  we  will  send  it  rapidly  through  the  clearance  process.  It 
probably  will  be  toward  the  end  of  the  summer  when  you  receive 
it,  I  would  think. 

Ken,  any  comments?  You  know  better  than  I  do  on  how  that  is 
coming  on  a  day-to-day  basis. 

Dr.  Bart.  I  am  not  sure  I  can  add  anything  specifically  to  the 
time  line  Dr.  Mason  created.  We  are  anxious  to  see  the  completion 
of  the  plan,  as  you  are. 

Mr.  Early.  I  would  appreciate  it  if  you  can  get  that  to  our  staff 
as  quickly  as  possible  so  that  we  can  review  it  and  determine  what 
we  can  implement,  what  we  think  would  be  reasonable  and  would 
be  practical  in  this  budget. 

Dr.  Mason.  A  major  part  of  the  delay  was  getting  the  National 
Vaccine  Advisory  Committee  set  up,  and  then  creating  subcommit- 
tees that  could  look  at  the  various  components  of  the  plan.  I  think 
now  everything  is  coming  together.  We  have  a  good  group  of  out- 
side experts  and  they  know  what  their  responsibilities  are.  We  are 
set  up  to  support  them,  and  I  think  everything  is  on  schedule. 

Mr.  Early.  Could  Dr.  Bart  or  you  give  us  a  preview  of  what  the 
plan  calls  for? 

Dr.  Bart.  Are  you  asking  me  to  do  that  now? 
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Mr.  Early.  Yes.  If  you  can  do  it  briefly. 

Dr.  Bart.  The  plan  calls  for  emphasis  in  four  areas,  Mr.  Early. 
Particularly,  first  and  foremost,  are  the  issues  that  you  addressed 
earlier,  and  that  is  recognition  and  repair  of  the  dimensions  of  the 
problems  associated  with  the  infrastructure. 

The  second  part  of  the  plan  is  directed  at  the  improvement  of 
currently  available  vaccines  and  the  development  of  new  vaccines; 
that  is,  the  harvesting  of  our  currently  available  technology.  The 
use  of  all  of  the  new  technologies  that  can  come  from  the  National 
Institutes  of  Health  and  all  the  research  that  this  country  provides. 

Third  is  emphasis  on  the  safety  of  vaccines,  to  assure  that  we 
minimize  the  adverse  events  that  are  fortunately  rare  and  unfortu- 
nately unavoidable. 

And  finally,  the  fourth  area  of  emphasis  is  to  continue  in  our  re- 
sponsibilities as  a  principal,  global  participant  in  the  control  of 
communicable  diseases.  Dr.  Mason  has  committed  himself,  both  in 
his  domestic  and  international  role,  to  the  eradication  of  polio  glob- 
ally. 

I  think  you  appreciated  just  a  few  moments  ago  the  dimensions 
of  what  can  happen  when  measles  return  to  a  country  like  our 
own — deaths  for  the  first  time  in  two  decades. 

So  in  summary,  there  are  four  parts  of  the  plan.  First,  repair  of 
the  infrastructure.  Second,  improvement  of  available  vaccines  and 
development  of  new  vaccines.  Next,  emphasis  on  safety  and  the  im- 
portance of  minimizing  adverse  events  that  occur.  This  begins  at 
the  bench  and  goes  right  through  to  the  marketing  process  with 
awareness  and  concern  about  safety  at  all  levels.  Finally,  maintain- 
ing and  assuring  our  global  and  domestic  responsibilities  in  terms 
of  eradication  and  control  of  communicable  disease. 

INTERNATIONAL  VACCINE  EFFORTS 

Mr.  Early.  Dr.  Mason,  on  that  fourth  point,  let  me  ask  you  in 
your  professional  opinion,  how  would  you  judge  that  as  far  as  for- 
eign policy,  as  far  as  establishing  long-term  appreciation  by  these 
countries? 

Dr.  Mason.  I  think  there  are  two  initiatives  that  are  particularly 
deciding.  The  first  one  is  polio  eradication,  and  second,  a  public/ 
private  partnership. 

Mr.  Early.  We  are  talking  internationally  now,  right? 

Dr.  Mason.  Right.  The  Rotarians  internationally  have  literally 
put  up  millions  of  dollars  for  vaccines.  We  are  approaching  the 
eradication  of  poliomyelitis  in  the  whole  continent  of  the  Americas. 

And  that  is  exactly  what  happened  with  small  pox.  We  eliminat- 
ed small  pox  on  the  American  continent,  and  then  we  went  to  the 
World  Health  Organization  and  got  all  of  those  nations  to  agree  to 
do  it  on  a  global  basis.  There  is  already  that  excitement,  that 
indeed,  we  have  the  technology.  There  needs  to  be  a  few  improve- 
ments, but  I  think  we  are  really  talking  about  polio  eradication 
during  the  decade  of  the  1990s.  It  is  doable  if  we  all  get  together. 

Mr.  Early.  And  what  about  the  other  countries  that  still  can't 
handle  the  problem  of  malaria?  With  the  vaccines  that  we  have  for 
that,  couldn't  we  really  help  those  countries? 
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Dr.  Mason.  Malaria  kills  more  than  a  million  children  a  year 
internationally,  but  we  don't  have  the  technology  yet  for  eradica- 
tion. I  was  talking  to  people  from  Walter  Reed,  our  own  people  at 
NIH  and  CDC,  and  10  years  ago  they  were  optimistic  that  they 
were  on  the  verge  of  a  breakthrough  in  terms  of  a  malaria  vaccine. 

Mr.  Early.  We  don't  have  any  deaths  in  this  country  from  ma- 
laria, do  we? 

Dr.  Mason.  No,  but  malaria  didn't  ever  have  a  good  hold  in  the 
United  States  because  of  our  climate.  When  you  get  into  Asia  and 
Africa,  this  is  a  problem  that  is  growing  worse,  just  like  tuberculo- 
sis, because  we  used  to  have  inexpensive,  nontoxic  drugs  that  could 
treat  people  with  malaria.  Malaria  has  now  become  resistent  to 
Chloroquine. 

Now  it  is  making  greater  inroads,  and  we  don't  have  the  technol- 
ogy to  deal  with  malaria  today.  That  is  why  I  am  pleased  that  NIH, 
CDC  and  particularly  Walter  Reed,  are  on  the  cutting-edge,  and  we 
hope  there  will  be  a  breakthrough  there. 

Mr.  Early.  I  have  heard  other  people  say  that  health  was  the 
road  map  to  goodwill  of  the  countries  in  the  world.  Why  shouldn't 
you  be  requesting  the  President  to  give  you,  the  PHS,  some  of  the 
billions  of  dollars  for  foreign  aid? 

Dr.  Mason.  We  have  our  own  division  of  responsibility,  in  that 
we  are  a  domestic  agency,  and  the  State  Department,  USAID  re- 
ceives from  Congress  appropriated  money  for  international  activi- 
ties, including  health.  Fortunately  we  enjoy  a  very  close  working 
relationship  with  USAID,  and  that  is  where  the  money  has  come 
from.  They  have  been  willing  to  work  with  us,  and  I  think  we  have 
had  a  great  deal  to  contribute. 

office  of  emergency  preparedness 

Mr.  Early.  Well,  I  really  hope  you  develop  that. 

Mr.  Chairman,  I  have  two  quick  questions.  You  requested  a  mil- 
lion dollars  for  the  new  emergency  preparedness  program.  Why  is 
this  program  necessary  and  how  will  these  funds  be  used? 

Dr.  Mason.  The  Department  has  had  certain  delegated  responsi- 
bilities from  FEMA  for  a  number  of  years.  They  were  not  specifi- 
cally the  responsibility  of  the  Public  Health  Service,  but  a  little 
over  a  year  ago  the  Secretary  delegated  those  responsibilities  to 
PHS.  I  don't  want  to  in  any  way  depreciate  the  work  that  was 
going  on  in  other  parts  of  the  Department.  The  Office  of  Emergen- 
cy Preparedness  in  OASH  should  be  able  to  respond  to  health 
emergencies.  I  am  not  talking  about  nuclear  disaster,  but  about 
Hurricane  Hugo,  an  earthquake,  or  whatever  natural  disaster 
might  occur  in  the  United  States. 

Mr.  Early.  Some  of  the  things  Dr.  Krause  spoke  about  earlier 
this  morning. 

Dr.  Mason.  Yes.  What  we  are  trying  to  do  is  make  sure  that 
when  the  Department  is  called  upon,  that  we  have  the  ability  to 
respond.  The  $1,000,000  would  do  two  things:  part  of  it  would  pro- 
vide us  with  staff  in  some  of  our  most  vulnerable  regional  offices, 
in  five  of  the  ten,  and  it  would  also  enable  us  to  fund  eight  Disaster 
Medical  Assistance  Teams.  These  are  teams  of  health  professional 
volunteers,  organized  in  local  communities,  that  get  together  and 
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prepare  and  are  ready  to  respond  to  medical  emergencies.  They 
would  be  used  only  in  a  domestic  disaster,  such  as  hurricane  or  an 
earthquake.  We  don't  pay  a  salary  to  these  volunteers,  but  we  have 
to  give  them  money  for  training  and  equipment.  That  is  what  the 
remaining  portion  of  the  $1,000,000  is  for. 

Mr.  Early.  Doctor,  and  you  can  answer  this  for  the  record, 
should  funds  be  provided  for  this  program,  would  you  give  us  some 
idea  of  what  your  plans  are  for  the  next  couple  of  years  for  that 
program,  and  whether  you  anticipate  increasing  funds  for  the  pro- 
gram in  subsequent  years? 

[The  information  follows:] 

Long  Range  Estimates  for  Emergency  Preparedness  1 

FISCAL  YEAR  1993  REQUEST 

Year  1  (Total  $1.0  million):  This  level  of  funding  would  support  regional  Emergen- 
cy Preparedness  staff  in  the  PHS  Regions,  as  well  as  support  initial  equipment  and 
training  needs  of  National  Disaster  Medical  System  (NDMS)  Disaster  Medical  As- 
sistance Teams  (DMATs)  at  a  cost  of  $50,000  per  team. 

Year  2  (Total  $1.0  million):  Would  continue  support  for  Emergency  Preparedness 
staff  in  the  PHS  Regions.  The  equipment  and  training  of  the  DMATs  would  be 
maintained. 

Year  3  (Total  $1.0  million):  These  resources  would  maintain  support  for  Emergen- 
cy Preparedness  staff  in  the  PHS  Regions  and  the  equipment  and  training  require- 
ments of  DMATs  teams. 

Year  4  (Total  $1.0  million):  These  resources  would  maintain  support  for  Emergen- 
cy Preparedness  staff  in  the  PHS  Regions  and  the  equipment  and  training  require- 
ments of  DMATs  teams. 

president's  council  on  physical  fitness  AND  SPORTS 

Mr.  Early.  You  are  also  requesting  an  increase  of  $611,000  for 
physical  fitness  and  sports  programs,  for  fitness  programs  for  the 
elderly.  What  are  your  plans  in  that  area? 

Dr.  Mason.  We  have  a  wonderful  President's  Council  on  Physical 
Fitness  and  Sports.  Arnold  Schwarzenegger  is  the  Chairman  of  the 
Council,  and  is  a  very  active  individual.  Because  of  new  science  and 
new  discoveries,  we  know  now  that  people  rust  out  before  they  wear 
out.  The  increase  of  $0.6  million  will  provide  funds  for  a  survey  on 
fitness  for  adults  over  50.  As  far  as  I  am  concerned,  those  are  young 
people. 

Mr.  Early.  Young  as  can  be. 

Dr.  Mason.  If  we  can  have  good  physical  fitness  programs,  ema- 
nating from  the  workplace  and  homes,  for  our  senior  citizens,  we 
can  enhance  the  quality  of  life.  That  is  where  we  are  going  to  use 
that  money.  It  is  earmarked  for  people  50  years  of  age  and  over,  to 
evaluate  more  about  what  can  be  done,  to  apply  all  the  wonderful 
things  that  are  already  there  and  make  them  more  available  to 
Americans. 

Mr.  Early.  Thank  you,  Mr.  Chairman. 

CAPITAL  IMPROVEMENT  FUND 

Mr.  Natcher.  Now,  Dr.  Mason,  you  are  requesting  $100,000,000 
for  a  new  capital  improvement  fund  for  Public  Health  Service 


1  Taken  from  the  Long  Range  Projections  presented  with  the  FY  1993  President's  Budget. 
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Agencies.  Explain  to  us,  if  you  will,  what  is  this  request  all  about, 
Doctor? 

Dr.  Mason.  It  is  a  bit  complex.  First  of  all,  in  the  Public  Health 
Service,  we  have  over  2,600  buildings,  laboratories,  warehouses, 
and  office  buildings  with  a  replacement  value  of  over 
$5,000,000,000.  We  have  been  underfunding  repairs  and  improve- 
ments of  these  facilities.  Each  year  our  infrastructure  is  collapsing 
around  us.  And  each  time  we  come  to  the  President,  OMB,  and  to 
Congress,  we  try  to  put  money  into  repairs  and  improvements,  but 
all  of  us  underfund  it,  and  then  it  begins  to  cave  in. 

This  is  asking  Congress  to  appropriate  $100,000,000  as  an  ad- 
vance appropriation,  so  that  we  would  know  this  fiscal  year  that  it 
would  be  available  on  the  first  of  October  1993.  $100,000,000  repre- 
sents about  two  percent  of  the  value  of  our  assets,  and  if  we  knew 
we  had  that  beginning  on  October  1,  1993,  then  we  could  begin  to 
do  a  better  job  of  caring  for  our  buildings.  Ultimately,  you  have  to 
pay  for  repairs,  and  since  it  costs  far  more  if  you  let  things  go,  this 
is  a  way  to  get  this  in  a  stable  funding  mode. 

Mr.  Natcher.  Doctor,  what  is  wrong  with  the  current  system  of 
appropriating  funds  directly  to  each  agency? 

Dr.  Mason.  Well,  only  that  we  have  a  20  or  30  year  experience  of 
not  doing  it,  and  in  the  process,  giving  them  inadequate  amounts  to 
take  care  of  their  buildings.  As  an  example,  the  Clinical  Center  at 
NIH  can't  even  be  repaired;  it  has  gone  too  far. 

The  same  is  going  on  at  CDC  and  FDA.  This  is  just  a  stable  way 
to  get  enough  funds.  Well,  it  isn't  enough,  actually.  An  expert  in 
the  field  would  say  you  ought  to  allow  about  four  percent  for  re- 
pairs and  improvements.  This  is  two  percent,  just  to  make  sure  we 
have  a  stable  funding  level.  Then  we  can  sit  down  and  put  that 
$100,000,000  where  the  needs  are  the  greatest. 

I  don't  think  it  is  a  matter  of  the  agencies  versus  us;  it  is  a  way 
to  get  a  stable  funding  line  for  repairs  and  improvements,  and  then 
putting  it  where  the  needs  are  greatest. 

Mr.  Natcher.  Mr.  Stokes,  any  additional  questions? 

Mr.  Stokes.  Just  a  couple,  Mr.  Chairman. 

Mr.  Natcher.  Go  right  ahead. 

VIOLENCE 

Mr.  Stokes.  Dr.  Mason,  the  matter  of  violence  in  the  United 
States  is  becoming  an  issue  that  is  being  discussed  more  and  more, 
and  I  think  now  we  see  a  move  toward  recognizing  it  as  a  public 
health  problem.  What  are  your  views  regarding  that? 

Dr.  Mason.  Violence  is  a  disastrous,  terrible  problem  in  the 
United  States.  When  we  look  at  leading  causes  of  death,  particular- 
ly in  males  15  through  about  35  years  of  age,  we  see  that  it  isn't 
heart  disease  or  cancer,  but  is  the  result  of  violence.  Violence  isn't 
something  that  just  happens.  We  are  beginning  to  understand  more 
and  more  about  the  root  causes  of  violence. 

We  need  to  do  a  great  deal  more  in  the  Public  Health  Service  to 
not  only  count  the  deaths  and  injuries,  but  we  need  to  apply  the 
knowledge  that  is  already  available.  At  Harvard,  for  example,  Dr. 
Woody  Tuckson  and  others  have  looked  at  this  extensively  and 
know  exactly  what  we  can  begin  to  do  to  reduce  the  cycle  of  vio- 
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lence  and  destruction.  We  need  to  do  more  in  a  place  like 
ADAMHA,  where  violence  is  related  to  mental  health,  drug  abuse, 
substance  abuse,  and  alcohol  abuse. 

At  CDC,  they  have  injury  epidemiology  and  surveillance  and 
demonstration  programs.  Dr.  Roper  has  already  brought  forward 
the  concept  of  developing  a  center  on  injury,  which  would  include 
intentional  injury  or  violence.  This  would  give  us  an  opportunity  to 
really  focus  on  one  of  the  leading  causes  of  death,  particularly 
among  certain  ages  in  our  population,  and  begin  to  apply  what  we 
now  know. 

Mr.  Stokes.  We  had  a  very  good  violence  symposium  out  in 
Cleveland,  and  Dr.  Lin  was  good  enough  to  come  out  and  made  a 
great  contribution  to  the  symposium  we  had,  and  we  appreciate  it 
very  much. 

In  terms  of  funding,  what  level  of  funding  is  in  your  budget  for 
violence  prevention  activities  in  fiscal  year  1993? 

Dr.  Mason.  Specifically,  we  have  money  for  violence  in  the 
ADAMHA  budget.  We  have  research  programs  and  demonstration 
grants  that  will  be  funded  at  $49,400,000  in  FY  1993.  There  are  also 
programs,  such  as  the  Minority  Males  in  Crisis  Initiative,  where  we 
are  coordinating  and  working  with  HRSA,  IHS,  ADAMHA,  CDC, 
and  NIH  to  put  together  a  total  of  approximately  $160,000,000 
targeted  at  some  of  the  related  conditions  that  lead  to  violence.  We 
can  get  a  very  specific  breakdown,  if  you  would  like  to  have  that. 

Mr.  Stokes.  I  would  appreciate  that,  if  you  will. 

[The  information  follows:] 


1109 


PUBLIC  HEALTH  SERVICE 
Violence  Spending  Estimates 
(Dollars  in  Thousands) 


Agency 

FY  1991 

FY  1992 

FY  1993 

Change 

HRSA/OASH: 

N/A 

$90 

$90 

... 

Minority  Mule  Grsnt  Progr&m. 

250 

250 

250 

N/A 

476 

476 

- 

N/A 

565 

560 

Subtotal,  HRSA/OASH.  _  

250 

1381 

1381 

CDC: 

Minority  Youth  Violence  Prevention.  

1300 

3,000 

3,000 

4,100 

3,900 

3,900 

Subtotal,  CDC  

5,600 

6,900 

6,900 

NIH: 

N/A 

1,000 

1,000 

ADAM  HA; 

Conduct  Disorder  Demonstrations  

6300 

7,900 

7,900 

36,900 

39,600 

41300 

+  1,000 

Subtotal,  ADAMHA.  

43,400 

47,500 

49,400 

+  1,000 

Total,  PHS.  

*  $57,761 
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PUBLIC  HEALTH  SERVICE 
Minority  Males  In  Crisis 
(Dollars  In  Millions) 


Agency 

HRS  A/OAS  H: 
Minority  Male  Grant  Program  

IHS: 

Alcohol/Drug  Initiative  

CDC: 

Minority  Youth  Violence  Prevention  

NIH: 

Minority  Health  Research  

AD  AM  HA; 

High  Risk  Youth.  

Target  Cities   

Critical  Populations  

Criminal  Justice   

AIDS  Outreach  &  Education.  

Subtotal,  ADAMHA„ 


FY  1992 


FY  1993 


Change 


$5.0  1/ 
58.4 
3.0 


18.7 
12.0 
19.0 
5.0 
5.1 


$5.0 

692 

3.0 

8.0 

223 
13.2 
26.5 
8.1 
5.1 


+  10.8 


+8.0 


+  3.6 
+  12 
+  75 
+  3.1 


59.8 


752 


15.4 


1/    Includes  funds  provided  from  PHS  agencies  and  other 
components  of  the  Department  of  Health  and  Human  Services . 
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MINORITY  HEALTH  SPENDING 

Mr.  Stokes.  One  last  question,  going  back  to  the  minority  health 
chart.  As  I  look  at  the  various  agencies  there  with  reference  to  the 
appreciation  of  spending  in  each  one,  it  seems  to  me  that  the  least 
movement  appears  to  be  in  CDC.  Is  that  your  observation? 

Dr.  Mason.  That  is  very  true.  I  observed  that  myself  as  I  looked 
at  the  chart,  then  reflected  on  why  that  might  be  so. 

Mr.  Stokes.  I  would  be  interested  in  knowing  why  there  has  been 
such  a  minimal  increase. 

Dr.  Mason.  The  reason  is  that  the  $853,000,000  are  specifically 
for  those  programs  that  have  a  label  of  minority  on  them.  Many 
CDC  programs  don't  have  the  minority  label,  but  are  carried  out  in 
the  context  of  minority  populations.  I  think  lead  is  one  of  the  best 
examples  of  that,  where  90  percent  of  the  money  that  will  be  spent 
will  be  spent  in  the  Nation's  innercities.  It  isn't  on  that  chart,  be- 
cause it  doesn't  have  the  tag  "minority." 

If  we  add  up,  CDC's  programs  that  are  predominantly  minority 
or  where  the  major  affect  of  what  they  are  doing  is  minority,  this 
chart  would  be  different.  CDC  is  doing  more  on  minorities  with  the 
increase  in  time.  It  doesn't  show  up  on  this  chart  simply  because  of 
the  labels  we  are  putting  on  it.  There  are  many  programs  where 
you  just  can't  tell  how  much  money  goes  to  minorities.  A  lot  more 
is  going  into  this  than  appears  on  the  chart,  but  those  are  items 
that  are  strictly  labeled  for  minorities. 

Mr.  Stokes.  Also,  what  about  inflation  in  terms  of  those  figures? 
Wouldn't  inflation  have  to  be  figured  in  there  too? 

Dr.  Mason.  Yes,  inflation  is  a  factor.  But  in  terms  of  constant 
dollars,  I  promise  you  that  minority  health  spending  is  going  up 
faster  than  the  CPI.  That  is  a  growth  in  constant-value  dollars,  but 
you  would  have  to  subtract  a  little  from  that  difference. 

Mr.  Stokes.  Sure.  Thank  you  very  much,  Doctor. 

Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Mr.  Early,  I  yield. 

Mr.  Stokes.  Dr.  Lin,  did  you  want  to  say  something? 

Dr.  Lin.  Yes,  sir.  Just  to  underscore  the  commitment  of  CDC,  be- 
cause I  think  one  of  the  things  that  is  key  in  the  history  of  the  De- 
partment is  that  in  the  fall  of  1988,  a  CDC  Director  by  the  name  of 
Dr.  James  Mason,  was  the  first  agency  head  to  create  an  agency 
level  Office  of  Minority  Health,  demonstrating  both  the  importance 
of  that  issue,  as  well  as  his  personal  commitment.  Dr.  Reuben 
Warren,  whom  you  know,  is  currently  the  Director  and  has  been 
very  instrumental  in  helping  to  coordinate  and  advocate  the  issues 
of  minority  health  within  the  CDC. 

Mr.  Stokes.  I  appreciate  your  comments.  Thank  you. 

FY  1992  TRAVEL  REDUCTONS 

Mr.  Early.  Dr.  Mason,  in  earlier  testimony  on  cutbacks  in 
travel,  you  and  Dr.  Healy  said  that  the  patient  care  is  a  first  priori- 
ty, and  that  is  not  being  cut  back.  But  later  in  your  statement,  you 
said  to  one  of  the  members  that  the  1992  money  for  travel  was  cut 
way  back,  and  you  said  partial  travel  was  not  restored. 
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For  the  record,  tell  us,  on  the  partial  travel  cut  that  is  not  in  the 
1993  budget,  the  amount  of  money—what  specific  travel  was  cut, 
and  in  what  agency? 

Dr.  Mason.  We  would  be  happy  to  provide  that  to  you. 

[The  information  follows:] 
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FY  1992  PHS  TRAVEL  REDUCTION 

During  FY  1992,  PHS  sustained  a  travel  reduction  of 
$12.3  million  from  FY  1991  actual  travel.     The  FY  1993  President's 
Budget  for  travel  of  $39.7  million  includes  a  partial  restoration  of 
$8.6  million.     The  net  travel  increase  that  remains  unrestored  is 
$3.6  million.     This  consists  of  $5.7  million  in  unrestored  cuts 
offset  by  an  increase  over  FY  1991  of  $2.1  million.     The  travel 
areas  that  remain  unrestored  in  the  FY  1993  President's  Budget  are 
as  follows:     Information  meetings  -  $.7  million;  Speech  and 
Presentations  -  $1.5  million,  including  $.6  million  for  advisory 
committees;  Conference  attendance  -  $2.5  million;  Permanent  Change 
of  Station  Relocation  -  $.01  million;  and  International 
Bilateral /Multilateral  and  Scientific  Professional  Conferences  - 
$1.0  million.    The  increases  over  FY  1991  actual  travel  in  the 
FY  1993  President's  Budget  are  as  follows:     Site  Visits  - 
$1.1  million;  and  Special  Mission  (Patient  Care  Travel) 
$1.0  million.     Table  I  arrays  this  data  by  major  travel  category, 
including  travel  that  was  restored  in  the  FY  1993  President's 
Budget . 

An  agency  by  agency  display  of  actual  travel  for  FY  1991, 
FY  1992  Ceiling,  FY  1993  Request,  and  Amount  of  Unrestored  Travel  is 
at  Table  II. 
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DHHS  TRAVEL  TABLE  I 

PUBLIC  HEALTH  SERVICE  (excludes  FDA  and  IHS) 
Object  Class  21 
(Dollars  in  thousands) 


Obiect 

17V    1  QQ1 

Actual 

Ceiling 

ii  xyyj 
Request 

Unre stored 
Travel 

21.1 

Site  Visit 

$12,077 

$9,904 

$13,198 

-$1,121 

21.2 

Information  Meeting 

5,904 

3,656 

5,163 

+741 

21.3 

Speech/ Presentation 

6,516 

4,057 

5,010 

+1,506 

21.4 

Training  Attendance 

1,243 

920 

1,243 



21.5 

Conference  Attendance 

7,168 

3,482 

4,672 

+2,496 

21.6 

Relocation 

749 

651 

735 

+14 

21.7 

Entitlement 

51 

51 

53 

-2 

21.8 

Special  Mission 

6,039 

6,020 

6,992 

-953 

21.9 

International  - 

Bilateral,  Multilateral 

and  Scientific 

Professional 

Conferences 

3,654 

2,354 

2.662 

+992 

Total 

$43,401 

$31,095 

$39,728 

+$3,673 

DHHS  TRAVEL  TABLE  II 

PUBLIC  HEALTH  SERVICE  (excludes  FDA  and  IHS) 
Object  Class  21  by  Agency 
(Dollars  in  thousands) 


Agency 

FY  1991 
Actual 

FY  1992 
Ceiling 

FY  1993 
Request 

Unrestored 
Travel 

HRSA 

$4,511 

$2,970 

$5,154 

-$643 

CDC 

14,330 

9,981 

11,374 

+2,956 

NIH 

19,068 

14,396 

18,227 

+841 

ADAMHA 

3,929 

2,884 

3,780 

+149 

AHCPR 

427 

287 

392 

+35 

OASH 

1,136 

577 

801 

+335 

Total 

$43,401 

$31,095 

$39,728 

+$3,673 
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Mr.  Early.  Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  Dr.  Mason,  we  want  to  thank  you  and  your  associ- 
ates for  appearing  at  this  time  on  behalf  of  your  budget  request  for 
the  fiscal  year  1993.  It  has  been  a  good  hearing,  Doctor. 

Dr.  Mason.  Thank  you,  Mr.  Chairman. 

Mr.  Natcher.  You  come  back  and  see  us. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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QUESTIONS  SUBMITTED  BY  THE  SUBCOMMITTEE 

PHS  FULL  TIME  EQUIVALENT  EMPLOYMENT 

Mr.  Natcher:    Dr.  Mason,  what  are  the  procedures  for 
allocating  and  approving  staffing  changes,  particularly  increases, 
within  the  Public  Health  Service7 

Dr.  Mason:    Personnel  ceilings  in  PHS  have  a  direct 
correlation  to  program  development  and  program  execution.  FTE 
levels  are  developed  by  program  managers  at  the  time  of  budget 
development  and  represent  our  best  estimate  of  manpower  requirements 
to  manage  and  carry  out  our  responsibilities  for  both  intramural  and 
extramural  programs.     These  estimated  FTE  requirements  are  revised 
at  successive  levels  during  the  budget  decision  process  based  on 
dollar  amounts  available  for  program  responsibilities. 

FTEs  are  managed  within  the  Public  Health  Service  on  an  agency 
by  agency  basis,  not  by  individual  program.     This  permits  management 
the  flexibility  to  allocate  FTEs  to  programs  on  a  priority  basis, 
while  observing  the  overall  agency  FTE  ceiling.    When  an  agency 
requires  additional  FTEs,  a  request  is  submitted  to  the  Office  of 
the  Assistant  Secretary  for  Health  as  a  part  of  the  quarterly  DHHS 
Personnel  Monitoring  Report.     This  report  is  submitted  to  the  Office 
of  the  Secretary,  HHS,  with  the  appropriate  justifications  for 
requesting  an  increase  in  FTE  requirements.    Public  Health  Service 
agencies  are  to  wait  until  their  additional  FTE  request  is  acted 
upon  prior  to  taking  actions  to  employ  staff  in  excess  of  their  FTE 
ceiling  availability. 

Mr.  Natcher:    We  have  noted  that  numerous  PHS  agencies  and 
institutes  have  increased  staffing  significantly  above  the  levels 
which  were  requested  in  the  1992  budget.    Why  has  this  taken  place? 

Dr.  Mason:     Changes  in  full-time  equivalent  (FTE)  employment 
levels  are  periodically  reviewed  and  adjusted  to  reflect 
Congressional  action  as  well  as  current  programmatic  requirements. 
The  following  is  a  synopsis  of  the  change  in  FTE  requirements  from 
the  FY  1992  President's  Budget  to  the  FY  1992  column  of  the  FY  1993 
Budget. 

HEALTH  RESOURCES  AND  SERVICES  ADMINISTRATION  -  234  FTEs 

Additional  FTEs  are  required  for  Health 
Prof essions /Nursing  activities  to  maintain  staffing 
levels  that  were  proposed  for  elimination  in  the  FY  1992 
President's  Budget  and  later  restored  by  Congressional 
action.     Other  increases  are  included  for  the  Healthy 
Start  Initiative  and  for  the  Family  Planning  program  to 
maintain  the  FY  1991  staffing  levels.     Increases  were 
partially  offset  by  FTEs  transferred  to  the  Indian 
Health  Service  for  the  transfer  of  the  Perry  Point 
Supply  Service  Depot. 
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CENTERS  FOR  DISEASE  CONTROL  -  146  FTEs 

Increases  are  necessary  for  several  high  priority  areas 
such  as  Immunization  Activities,  Tuberculosis  Prevention 
Grants  Program,  Chronic  Environmental  Disease 
Prevention,  Lead  Poisoning  Prevention,  Occupational 
Safety  and  Health  and  for  Epidemic  Services. 

NATIONAL  INSTITUTES  OF  HEALTH  -  275  FTEs 

FTEs  to  support  the  newly  established  National  Center 
for  Biotechnology,  for  intramural  research  efforts  and 
research  management  and  support,  Women's  Health  Study, 
Minority  Health  Initiative  and  the  Office  of  Scientific 
Integrity.     These  increases  are  partially  offset  by 
delays  in  planned  program  requirements  for  Central 
Services  and  a  redirection  of  NCI  Cancer  Control  to 
support  management  of  NCI  research  programs  expanded  at 
the  direction  of  the  Congress. 

ALCOHOL,  DRUG  ABUSE  AND  MENTAL  HEALTH  ADMINISTRATION  -  71  FTEs 

Additional  FTEs  for  National  Institute  of  Alcohol  Abuse 
and  Alcoholism  for  Homeless  Demonstration  and  Intramural 
Research,  for  Office  of  Substance  Abuse  Prevention  and 
for  the  Office  of  Treatment  Improvement  for 
implementation  of  the  State  Systems  Development  Plan. 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH  -  20  FTEs 

20  FTEs  for  AHCPR  Legal  Medicine  Program,  additional 
support  for  the  National  Medical  Expenditure  Survey,  and 
dissemination  needs  of  the  Medical  Treatment 
Effectiveness  Program 

OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH  -  122  FTEs 

Additional  FTEs  for  the  Office  of  Minority  Health, 
National  Vaccine  Program,  PHS  Management  and 
reimbursable  activities. 

Mr.  Natcher:     Provide  for  the  record  a  table  of  all  staff 
(FTEs)  requested  in  the  1992  PHS  budget  by  appropriation,  the  total 
number  of  FTEs  currently  planned  for  1992,  the  legislative  basis  for 
any  increases  over  the  1992  request,  the  cost  of  any  staff  added 
over  the  request  and  the  source  of  financing  for  these  staff. 

Dr.  Mason:     The  following  table  provides  FTE  data  for  FY  1992 
for  the  Public  Health  Service  agencies. 
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PUBLIC  HEALTH  SERVICE  COMMISSIONED  CORPS 

Mr.  Natcher:    Approximately  how  many  people  are  currently  in 
the  Public  Health  Service  Commissioned  Corps? 

Dr.  Mason:    As  of  March  31,  1992,  there  were  a  total  of  6,436 
officers  on  active  duty  in  the  Public  Health  Service  Commissioned 
Corps . 

Mr.  Natcher:     To  what  extent  has  that  number  been  increasing 
in  recent  years? 

Dr.  Mason:     Since  the  advent  of  the  commissioned  corps 
revitalization  program  in  1987,  the  number  of  active  duty  officers 
has  increased  from  approximately  5,400  officers  to  the  current  total 
of  6,436.     This  represents  an  increase  of  nearly  20  percent. 

Mr.  Natcher:     How  many  are  currently  in  the  Regular  Corps? 

Dr.  Mason:  There  are  currently  2,238  officers  in  the  Regular 
Corps,  and  153  nominations  for  appointment  in  the  Regular  Corps  are 
pending  confirmation  by  the  United  States  Senate. 

Mr.  Natcher:    As  you  know,  the  1992  appropriations  act  limits 
the  Regular  Corps  to  no  more  than  2,400  officers.     To  what  extent  is 
this  limitation  creating  problems  in  moving  people  into  the  Regular 
Corps? 

Dr.  Mason:  I  should  first  point  out  that  the  Regular  Corps  is 
the  career  component  for  Public  Health  Service  officers  and  provides 
the  major  long-term  stability  to  the  corps  as  well  as  much  of  its 
direction  and  leadership.    The  Public  Health  Service  clearly 
benefits  by  having  a  cadre  of  career-oriented  health  professionals 
with  long-term  commitments  to  its  mission  and  goals. 

The  Regular  Corps  strength  was  reduced  from  2,800  to  2,400 
between  1984  and  1986  because  the  overall  size  of  the  corps  was 
reduced  substantially  after  closure  of  the  Public  Health  Service 
hospital  system  in  1981.     However,  as  I  have  indicated,  the  strength 
of  the  commissioned  corps  has  increased  by  over  1,000  officers  or 
nearly  20  percent  during  the  last  5  years. 

The  current  authorization  level  bars  highly-qualified  officers 
from  appointment.     For  example,  of  the  470  officers  who  applied  for 
Regular  Corps  appointment  in  1989,  only  139  could  be  nominated 
because  of  the  statutory  limitation  of  2,400.     In  1990,  395  officers 
were  considered,  but  only  105  were  nominated.     In  1991,  399  officers 
sought  Regular  Corps  status,  but  just  148  could  be  nominated  due  to 
the  ceiling  limitation. 

Even  more  important  is  the  fact  that  during  the  past  5  years, 
the  Public  Health  Service  has  made  a  concerted  and  highly  successful 
effort  to  increase  the  number  of  women  and  minorities  in  the  corps. 
Since  Public  Health  Service  has  invested  so  much  time,  energy,  and 
effort  to  recruit  these  individuals,  we  are  concerned  that  they  will 
become  frustrated  because  of  the  small  number  of  Regular  Corps  slots 
available.    There  is  a  demoralizing  effect  on  all  the  highly- 
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qualified  officers  who  cannot  be  nominated  for  Regular  Corps 
appointment  due  to  the  current  statutory  limitation. 

Mr.  Natcher:    Would  it  make  sense  to  raise  the  limitation  on 
the  Regular  Corps  in  the  1993  bill? 

Dr.  Mason:     I  can  see  several  advantages  in  having  the  Regular 
Corps  strength  authorization  increased  from  2,400  to  2,800.    We  want 
our  best  and  most  productive  officers  to  make  a  career  commitment  to 
the  Public  Health  Service.    We  also  want  to  make  sure  that  the 
young,  talented  officers  we  have  successfully  recruited  will  have 
the  opportunity  to  make  such  a  commitment  and  will  not  be  barred  by 
an  inadequate  number  of  Regular  Corps  slots.    We  are  particularly 
concerned  about  the  minorities  and  women  who  have  been  recruited 
into  the  commissioned  corps  during  the  past  five  years.  As 
illustrated  by  the  table  below,  there  have  been  dramatic  increases 
in  the  number  minorities  and  women  who  have  joined  the  commissioned 
corps.    We  want  these  officers  to  have  the  opportunity  to  make  a 
career  commitment  to  the  Public  Health  Service.    For  the  most  part, 
an  increase  in  the  authorized  strength  of  the  Regular  Corps  would 
not  require  any  additional  funds  because  the  pay  for  Regular  Corps 
officers  is,  except  in  unusual  circumstances,  the  same  as  for  active 
duty  Reserve  Corps  officers. 

PUBLIC  HEALTH  SERVICE  COMMISSIONED  CORPS 
CHANGES  IN  GENDER /MINORITY  PROFILE  1987-1992 


MINORITY 

6/30/87 

3/31/92 

PERCENT 
INCREASE 

GENDER  (F) 

1204 

1952 

62Z 

BLACK 

231 

366 

58Z 

NATIVE 
AMERICAN 

243 

366 

51Z 

HISPANIC 

126 

203 

61Z 

ASIAN 

146 

212 

452 

COMMISSIONED  CORPS  RETIREMENT  FUND 


Mr.  Natcher:     The  Administration  is  proposing  to  submit 
legislation  to  convert  the  Commissioned  Corps  retirement  system  to 
an  accrual-based  system.    Why  is  this  being  proposed? 

Dr.  Mason:     Public  Law  98-94  converted  the  military  retirement 
fund  from  a  pay-as-you-go  system  to  an  accrual  based  system  to 
improve  the  financial  management  of  the  Federal  government.  In 
1986,  Congress  established  the  Federal  Employees  Retirement  System 
(FERS),  an  accrual  based  system,  to  replace  the  pay-as-you-go  Civil 
Service  Retirement  System.     Consistent  with  the  improvements  made  in 
1986,  the  basic  purpose  of  the  proposal  is  to  provide  a  fiscally 
sound  methodology  to  account  for  the  costs  of  the  retirement 
benefits  for  Public  Health  Service  commissioned  officers.  The 
proposal  would  establish  a  Public  Health  Service  Commissioned  Corps 


1122 


Retirement  Fund  in  the  Treasury  Department  beginning  in  Fiscal  Year 
1993.     Once  the  fund  is  established,  the  Public  Health  Service  (and 
the  other  Federal  agencies  employing  Commissioned  Corps  officers), 
out  of  each  year ' s  appropriations ,  would  pay  into  the  Fund  an  amount 
to  cover  the  projected  future  retirement  costs  for  all  officers  on 
active  duty  during  that  year.     This  amount  would  be  determined 
actuarially  and  expressed  as  a  percentage  of  the  basic  pay  of  all 
active  duty  officers. 

The  estimated  $3.2  billion  unfunded  liability  for  the 
commissioned  corps  would  be  amortized  over  a  60-year  period  in  the 
same  manner  as  the  unfunded  liability  for  the  Armed  Forces  in  the 
Department  of  Defense.     Each  Fiscal  Year,  the  Treasury  Department 
would  deposit  an  amount  into  the  Commissioned  Corps  Retirement  Fund 
to  cover  the  amortized  portion  of  the  unfunded  liability.  This 
amount  would  not  be  reflected  as  part  of  the  Public  Health  Service 
budget. 

The  funds  provided  by  the  Public  Health  Service  to  cover  the 
future  retirement  costs  of  current  active  duty  officers  and  the 
funds  provided  by  the  Treasury  Department  to  amortize  the  unfunded 
liability  would  be  invested  in  Government  securities.  Interest 
received  from  the  investments  would  be  added  to  the  fund. 

Retired  pay  and  survivor  annuities  for  retired  officers  and 
their  survivors  would  be  charged  against  the  fund.     The  proposal 
would  not  affect  the  benefit  levels  of  active  duty  or  retired 
officers  or  their  survivors. 

Mr.  Natcher:    Was  this  legislative  proposal  considered  by  the 
authorizing  committee  last  year? 

Dr.  Mason:     The  proposal  to  establish  a  Public  Health  Service 
Commissioned  Corps  Retirement  Fund  was  initially  submitted  to  the 
Congress  by  Secretary  Sullivan  on  March  21,  1990.     However,  no 
action  was  taken  on  the  proposal.     The  proposal  was  resubmitted  to 
the  Congress  by  Secretary  Sullivan  on  September  17,  1991,  as  part  of 
a  larger  package  of  proposals  pertaining  to  administration  of  the 
commissioned  corps.     However,  the  proposal  was  not  considered  by  the 
authorizing  committee  last  year. 

Mr.  Natcher:    You're  projecting  a  5.2  percent  increase  in 
medical  care  costs  for  1993  in  the  Retired  Pay  account.     How  was 
that  percentage  derived? 

Dr.  Mason:     The  5.2  percent  increase  in  medical  care  costs  in 
the  Retired  Pay  account  was  provided  by  the  Office  of  Management  and 
Budget  for  use  in  preparing  estimates  for  the  FY  1993  budget. 

CAPITAL  IMPROVEMENT  FUND 

Mr.  Natcher:     You're  requesting  $100  million  for  a  new  Capital 
Improvement  Fund  for  the  Public  Health  Service  agencies.    Would  this 
new  account  be  a  substitute  for  all  of  the  buildings  and  facilities 
accounts  throughout  the  Public  Health  Service? 
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Dr.  Mason:     No.     This  account  will  be  used  only  for  repairs 
and  improvements.     Funds  for  construction  of  new  facilities,  as  well 
as  major  upgrades  of  existing  facilities,  will  continue  to  be 
requested  in  the  agencies'  individual  Buildings  and  Facilities 
budgets . 

Mr.  Natcher:    Would  funds  be  made  available  from  this  new 
account  to  the  Food  and  Drug  Administration  and  the  Indian  Health 
Service? 

Dr.  Mason:  Yes,  the  Food  and  Drug  Administration  and  the 
Indian  Health  Service  can  be  allocated  funds  from  this  account. 

Mr.  Natcher:    Why  are  you  requesting  this  as  an  advance 
appropriation  for  1994? 

Dr.  Mason:     Historically,  including  the  FY  1993  budget 
request,  the  PHS  agencies  have  budgeted  for  repairs  and  improvements 
under  their  respective  Buildings  and  Facilities  accounts.  By 
creating  the  Capital  Improvement  Fund  in  FY  1993  as  an  advance 
appropriation  available  on  October  1,  1993,  PHS  can  evaluate  and 
prioritize  the  agencies'  needs,  permitting  the  allocation  of  funds 
to  the  highest  priority  repair  and  improvements  projects.     The  use 
of  an  advance  appropriation  also  allows  the  PHS  the  flexibility  in 
planning  future  uses  of  funds  to  meet  the  agencies'  capital 
improvement  needs . 

Mr.  Natcher:    How  did  you  decide  on  the  figure  of 
$100  million? 

Dr.  Mason:     The  $100  million  request  represents  two  percent  of 
the  replacement  value  of  the  facilities  operated  by  the  Public 
Health  Service.     PHS  has  over  2,600  buildings  with  a  replacement 
value  of  over  $5  billion.    National  Research  Council  studies 
estimate  that  a  two  to  four  percent  factor  should  be  used  for 
facilities . 

Mr.  Natcher:    What  kind  of  procedure  would  you  use  to  allocate 
these  funds  among  the  various  agencies? 

Dr.  Mason:     The  funds  will  be  administered  by  a  Board  of 
Directors  composed  of  representatives  from  each  agency  and  the 
Office  of  the  Assistant  Secretary  for  Health.     The  Board  will 
allocate  the  fund  to  the  agencies  on  the  basis  of  highest  priority 
need. 

AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

Mr.  Natcher:    With  respect  to  the  new  Agency  for  Health  Care 
Policy  and  Research,  do  you  have  any  significant  criticisms  at  this 
time  of  its  work? 

Dr.  Mason:     The  Agency  for  Health  Care  Policy  and  Research 
(AHCPR)  has  accomplished  a  tremendous  amount  in  the  short  time  it 
has  been  in  existence:    the  MEDTEP  program  is  well  on  its  way  toward 
providing  a  sounder  basis  for  making  decisions  about  how  to  treat 
many  of  the  most  important  health  care  problems  in  our  Nation. 
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AHCPR  is  providing  excellent  leadership  in  bringing  the  medical 
profession,  allied  health  professions,  researchers,  payers, 
consumers,  and  policy-makers  together  to  work  on  developing  clinical 
guidelines,  investigating  what  works  and  what  does  not  in  American 
medicine,  and  providing  better  ways  to  make  sure  that  information  on 
effective  medical  practice  is  disseminated  and  used.     The  AHCPR  has 
also  made  considerable  progress  in  focusing  health  services  research 
on  issues  of  cost,  quality  and  access  to  care. 

Mr.  Natcher:    Are  you  getting  about  what  you  had  expected  from 
the  agency? 

Dr.  Mason:    We  are  getting  more  than  we  expected  from  AHCPR. 
The  Agency  released  its  first  two  clinical  practice  guidelines  in 
March,  the  first  on  pain  management  and  the  second  on  urinary 
incontinence.     They  have  both  been  very  well  received  and  have  been 
widely  reported  in  the  media.     These  and  other  guidelines  to  be 
released  in  the  future  should  make  a  major  contribution  to  the 
quality  and  effectiveness  of  health  care  in  this  country. 

In  addition,  to  its  work  in  medical  effectiveness  and 
guidelines,  AHCPR  is  a  are  source  for  the  Department  for  information 
and  analyses  on  health  insurance  coverage,  utilization  and  access  to 
services  by  underserved  populations,  medical  liability  and  quality 
assurance,  automated  medical  information  systems,  assessment  of 
health  technologies,  and  so  on. 

Mr.  Natcher:    What  significant  work  products  are  you  expecting 
from  this  agency  over  the  next  couple  of  years? 

Dr.  Mason:     In  the  area  of  medical  effectiveness  research,  we 
are  expecting  the  first  sets  of  findings  from  Patient  Outcomes 
Research  Teams  (PORTS),  including  significant  findings  about  the 
effectiveness  of  alternative  treatments  for  benign  prostate  disease, 
cataracts,  and  low-back  pain.    AHCPR  will  release  clinical  practice 
guidelines  on  a  range  of  very  important  medical  problems,  including 
sickle  cell  disease,  cancer  pain,  Alzheimer's  disease,  and  otitis 
media . 

In  addition,  AHCPR  will  generate  medical  review  criteria  to 
evaluate  the  quality  and  appropriateness  of  care  consistent  with  the 
guidelines.     In  the  area  of  cost,  access,  and  quality,  AHCPR  will 
produce  important  information  on  the  treatment  of  patients  with 
HIV/AIDS,  as  well  as  information  on  a  arrange  of  health  reform 
issues,  including  evaluations  of  medical  information  systems  and 
assessments  of  cost  and  quality  issues  in  coordinated  care  settings. 

Mr.  Natcher:     Do  you  feel  that  its  funding  level  has  about 
reached  the  appropriate  level  for  the  foreseeable  future? 

Dr.  Mason:    We  have  not  planned  for  any  additional  large-scale 
research  or  evaluation  activities  in  FY  1993.     Current  levels  can 
support  a  basic  program  of  research  to  examine  health  care  outcomes 
and  effectiveness  and  cost,  quality  and  access.     These  levels  will 
not,  however,  be  adequate  to  expand  existing  programs  or  to  support 
major  new  initiatives,  some  of  which  are  being  planned.     The  FY  1994 
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and  outyear  funding  levels  for  AHCPR,  however,  will  be  determined  in 
the  context  of  overall  discretionary  funding  priorities. 

AIDS 

Mr.  Natcher:    What  is  the  1993  budget  request  for  AIDS 
programs  for  the  Public  Health  Service,  and  how  does  it  compare  with 
the  1992  amount? 

Dr.  Mason:     The  FY  1993  budget  request  for  PHS  AIDS  programs 
is  $2.1  billion,  an  increase  of  $101  million  or  5.2  percent  over 
FY  1992. 

Mr.  Natcher:    Where  do  the  principal  increases  occur  in  1993? 

Dr.  Mason:     In  FY  1993,  the  5.2  percent  increase  over  FY  1992 
in  support  of  AIDS  research  and  education/ prevention  activities  in 
the  Public  Health  Service  occurs  in  the  following  areas. 

•  FDA  -  increase  of  $3.1  million  (4.3  percent)  over  FY  1992  to 
maintain  the  same  level  of  program  operations.  Activities 
include:     review,  evaluation  and  approval  of  new  drug  and 
biologic  applications,  medical  devices,  candidate  vaccines, 
and  test  kits;  inspections  to  assure  the  safety  of  the  blood 
supply  through  monitoring  of  blood  and  blood  products;  and 
initiatives  to  improve  donor  screening  and  other  efforts  to 
lower  the  risk  of  the  disease  through  transmission. 

•  HRSA  -  increase  of  $27.0  million  (8.5  percent)  over  FY  1992  to 
continue  and  expand  the  Ryan  White  Act  Title  I  emergency 
relief  grants  to  24  eligible  metropolitan  areas  (an  increase 
of  six  areas  over  FY  1992). 

•  CDC  -  increase  of  $24.5  million  (5.1  percent)  over  FY  1992  to 
increase  activities  relating  to: 

-  HIV  Infection  in  Women  (+$5  million) , 

-  HIV  Related  Tuberculosis  (+$15  million),  and 

-  Hemophilia  and  other  bleeding  disorders  (+$1  million). 

•  NIH  -  increase  of  $32  million  (3.8  percent)  over  FY  1992 
emphasize  the  infrastructure  for  future  vaccine  clinical 
trials . 

•  ADAMHA  -  increase  of  $12.9  million  (5.5  percent)  over  FY  1992: 
to  increase  focus  on  critical  gaps  in  neuropathological 
effects  of  the  HIV  retrovirus  effective  assessment  techniques 
for  diagnosing  HIV  related  dementing  conditions;  treatment  for 
AIDS  Dementia  Complex;  therapies  to  prevent  AIDS  Dementia 
Complex;  basic  science  research  on  interrelationship  among  HIV 
infection  and  effects  of  drugs  of  abuse  on  the  immune, 
neuroendocrine  and  central  nervous  systems. 

•  OASH  -  increase  of  $1.5  million  (33.6  percent)  over  FY  1992: 
supports  the  continued  funding  of  minority 

education/ prevention  grants,  data  collection  studies,  and 
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regional  and  national  meeting  on  AIDS  in  minority  populations ; 
also  restores  the  National  AIDS  Program  Office  to  the  FY  1991 
level . 

•         AHCPR  -  decrease  of  $0.3  million  (-2.6  percent)  under  FY  1992: 
the  eight  currently  funded  research  grants  and  four  new 
research  grants  will  be  funded  in  FY  1993,  as  well  as  the  same 
level  of  contract  support. 

Mr.  Natcher:     Can  you  continue  to  make  progress  against  this 
disease  with  the  budget  that  you  are  proposing  for  1993? 

Dr.  Mason:     The  PHS  continues  to  make  significant  progress 
against  the  AIDS  epidemic.     The  FY  1993  budget  request  of 
$2.1  billion  is  a  net  increase  of  $101  million  (5.2Z)  over  FY  1992. 

In  Basic  Science  Research  the  request  includes  $931  million, 
an  increase  of  $43  million  (4.8Z)  over  the  FY  1992  level  of 
$889  million.     In  biomedical  research  (+$15.1  million)  we  will 
conduct  studies  to  examine  the  factors  effecting  the  entry  of  HIV 
into  target  cells;  investigate  designing  drugs  capable  of 
interacting  with  and  neutralizing  the  disease-producing  effects  of 
the  AIDS  virus ;  develop  of  new  methods  to  culture  Pneumocystis 
carinii;  determine  the  early  oral  manifestations  of  HIV  infection 
that  often  precede  overt  symptomatic  disease;  and  conduct  added 
research  into  the  effects  of  HIV  infection  on  the  developing  immune 
system  of  infants  and  children. 

In  the  area  of  therapeutic  agents  (+$12.1  million)  increases 
provide  for  expansions  in  projects  to  intensify  studies  toward  an 
understanding  of  the  cause  and  control  of  opportunistic  infections 
and  fund  an  increase  in  the  screening  of  new  drugs  for  the  treatment 
and  prevention  of  symptomatic  disease.     In  the  area  of  clinical 
trials  we  will  enhance  utilization  of  the  Community  Programs  for 
Clinical  Research  on  AIDS  to  answer  clinical  research  questions  at 
the  community  level  and  increase  the  number  of  AIDS  outpatients 
being  treated.     Our  improvements  in  vaccines  are  designed  to  develop 
safe  and  effective  vaccines  for  HIV  infection,  which  includes 
examination  of  mechanisms  of  protective  immunity. 

In  risk  assessment  and  prevention,  our  request  includes 
$705.3  million,  an  increase  of  $33.5  million  (5.0Z)  over  the  FY  1992 
level  of  $671.8  million.     The  majority  of  the  increase  will  be 
dedicated  to  improve  and  enhance  information  and  education/ 
preventive  services  (+$24.8  million)  particularly  related  to  women 
and  infants  and  HIV-related  TB,  to  assure  that  necessary  information 
reaches  those  who  need  it;  other  researchers,  the  medical  care 
community,  high  risk  persons,  and  the  public. 

In  product  evaluation,  research,  and  monitoring,  our  request 
includes  $75.4  million,  an  increase  of  $3.1  million  (4.3Z)  over  the 
FY  1992  level  of  $72.3  million.     This  will  allow  us  to  continue 
expedited  review  and  evaluation  of  applications  for  newly  developed 
drugs,  vaccines  and  candidate  vaccines,  and    assure  the  safety  of 
the  blood  supply. 
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Our  clinical  health  services  research  and  delivery  request 
includes  $352.5  million,  an  increase  of  $27.7  million  (8.5Z)  over 
the  FY  1992  level  of  $324.8  million  targeted  toward  Emergency  Care  - 
Title  I  of  Ryan  White  Care  Act. 

Our  PHS-wide  activities  request  includes  $4.0  million,  a  net 
decrease  of  $5.5  million  below  the  FY  1992  level  of  $9.5  million, 
attributable  to  a  reduction  in  construction  expenditures  and  other 
efficiencies . 

Mr.  Natcher:    How  many  cases  of  AIDS  have  been  reported  up  to 
this  time? 

Dr.  Mason:     Through  January  1992,  the  cumulative  number  of 
reported  AIDS  cases  to  the  CDC  is  209,693. 

Mr.  Natcher:    What  is  the  outlook  for  the  next  few  years  in 
terms  of  new  cases? 

Dr.  Mason:     In  1991,  45,506  AIDS  cases  were  reported  in  the 
United  States,  representing  a  52  increase  compared  with  the  previous 
year.    We  estimate  that  increases  in  the  annual  number  of  reported 
cases  will  continue  to  occur  in  the  next  1-2  years  and  may  reach  a 
plateau  by  1994  at  about  60,000-70,000  cases.     CDC  has  proposed  an 
expansion  of  surveillance  measures  to  include  all  HIV-infected 
persons  with  laboratory  evidence  of  significant  immune  system 
dysfunction. 

Mr.  Natcher:    Will  the  situation  continue  to  get  worse? 

Dr.  Mason:     In  addition  to  AIDS  cases,  which  occur  on  average 
ten  years  after  HIV  infection,  HIV-infected  persons  also  need  health 
services  throughout  the  full  course  of  their  disease.     It  is 
estimated  that  as  many  as  1  million  persons  are  infected  with  HIV, 
the  virus  that  causes  AIDS,  and  40,000  new  infections  occur 
annually.     The  medical  and  social  service  needs  of  HIV-infected 
individuals  will  continue  to  increase  as  new  infections  occur  and 
HIV-infected  persons  live  longer  due  to  additional  and  improved 
therapy.    Approximately  200,000  persons  are  estimated  to  be  living 
with  AIDS  this  year  and  this  number  is  expected  to  continue  to 
increase  through  1994. 

Mr.  Natcher:     In  which  population  groups  is  the  disease 
spreading  the  fastest? 

Dr.  Mason:    Although  AIDS  cases  associated  with  male-to-male 
sexual  activity  continue  to  account  for  the  majority  of  AIDS  cases 
nationally,  cases  due  to  heterosexual  transmission  of  HIV, 
especially  among  female  sex  partners  of  male  injecting  drug  users 
are  increasing  most  rapidly.     Similarly,  although  whites  continue  to 
account  for  the  majority  of  cases,  cases  are  increasing  more  rapidly 
among  black  and  Hispanic  Americans.    Reported  cases  among  women  are 
also  increasing  more  rapidly  than  those  among  men. 

Mr.  Natcher:    Doctor,  are  we  anywhere  close  to  having  a 
vaccine  for  AIDS? 
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Dr.  Mason:    Vaccine  research  will  be  one  of  the  top  trans-NIH 
AIDS  research  priorities  for  the  coming  years.     Critical  and 
encouraging  progress  in  this  area  should  allow  us  to  meet  a  goal  of 
initiating  HIV  vaccine  efficacy  studies  by  December  1993.  Efforts 
are  now  focusing  on  the  development  of  vaccine  candidates,  taking 
into  account  variations  of  HIV  in  different  geographic  regions.  The 
development  of  vaccine  "cocktails"  capable  of  eliciting  an  immune 
response  to  several  viral  strains  may  be  required  to  provide 
protection  against  HIV  infection.     Preclinical  evaluation  of  vaccine 
candidates  involves  testing  in  primate  and  non-primate  animal  models 
for  demonstration  of  safety  and  efficacy.    More  than  one  vaccine, 
perhaps  many,  will  be  required.     Current  vaccine  candidates  under 
development  include  whole  killed  virus,  purified  viral  products, 
synthetic  viral  peptides,  rocombinant  products,  genetic  recombinant 
products,  and  anti-idiotypic  antibodies.    Vaccine  efficacy  studies 
will  require  significant  infrastructure  support  and  development  in 
both  domestic  and  international  sites  with  populations  at  high  risk 
of  HIV  infection.     Presently  there  are  6  candidate  vaccines  in  NIH 
Phase  I  studies. 

NATIONAL  VACCINE  PROGRAM 

Mr.  Natcher:    You're  requesting  only  $2,828,000  for  the 
National  Vaccine  Program.    Why  are  you  proposing  such  a  big 
reduction  here? 

Dr.  Mason:     Congress  intended  that  the  National  Vaccine 
Program  Office  (NVPO)  stimulate,  direct,  facilitate  and  catalyze  the 
federal  immunization  program  as  well  as  to  provide  policy  advice  and 
coordination.     However,  it's  primary  function  is  not  program 
operations  (i.e.  purchasing  vaccines  or  awarding  grants).     The  NVPO 
FY  1993  budget  supports  program  coordination,  but  not  immunization 
project  funding.     These  resources  are  requested  for  the  highest 
priority  projects  by  NIH,  CDC  and  FDA. 

Mr.  Natcher:     How  successful  has  this  program  been? 

Dr.  Mason:     The  National  Vaccine  Program  has  been  successful 
in  its  effort  to  facilitate  and  catalyze  the  federal  immunization 
program  and  provide  policy  advice  and  coordination  to  the  Assistant 
Secretary  for  Health.     The  NVP  provides  a  "value-added"  component  to 
the  Federal  immunization  program  through  the  use  of  "seed  money"  to 
nurture  promising  vaccine  initiatives  and  encourage  the  development 
of  new  and  innovative  ideas  to  improve  vaccine  research,  development 
and  delivery. 

Mr.  Natcher:     If  it's  working  well,  why  should  we  change  it? 

Dr.  Mason:     The  National  Vaccine  Program  Office's 
responsibilities  will  continue  to  involve  catalyzing  the  full 
spectrum  of  "vaccinology " ,  from  education  of  the  general  public  and 
health  professionals  on  the  benefits  of  immunization  and  the  risk  of 
disease  in  the  non-vaccinated,  to  the  need  for  the  development  of 
new  and  improved  vaccines.     The  NVPO  serves  as  a  formal  structure  to 
coordinate  the  establishment  and  attainment  of  unified  national 
immunization  programs.    NVPO  provides  policy  advice  and  staff 
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support  to  the  Assistant  Secretary  for  Health  on  Federal 
immunization  issues. 

Mr.  Natcher:    At  some  point,  Doctor,  will  the  Department 
submit  a  National  Vaccine  Plan  to  the  Congress? 

Dr.  Mason:    Under  the  auspices  of  the  National  Vaccine  Program 
Office,  the  National  Vaccine  Plan  is  being  developed  in 
collaboration  with  the  Public  Health  Service  agencies,  the  Agency 
for  International  Development,  the  Department  of  Defense  and  with 
the  advice  of  the  National  Vaccine  Advisory  Committee  (NVAC).  After 
the  National  Vaccine  Plan  is  presented  to  the  full  NVAC  in  April, 
the  Committee  will  consult  with  the  private  sector  (e.g.  the 
American  Academy  of  Pediatrics)  and  industry.     The  Plan  will  then 
undergo  Departmental  clearance.     Congress  should  receive  the  Plan 
toward  the  end  of  this  summer. 

ADOLESCENT  FAMILY  LIFE  PROGRAM 

Mr.  Natcher:     On  page  25  of  the  justification,  you  indicate 
that  the  Adolescent  Family  Life  program  has  supported  a  total  of 
about  200  demonstration  and  research  projects  since  its  inception  in 
1981.     Doctor,  is  there  anything  left  to  demonstrate  in  this  area? 

Dr.  Mason:    Yes,  there  is  much  left  to  be  done  in  this  area. 
Preventing  early  initiation  of  sexual  activity,  premarital  pregnancy 
and  transmission  of  STDs  among  adolescents  is  of  the  utmost 
importance,  as  is  providing  medical,  social  and  educational  services 
for  pregnant  and  parenting  adolescents.    Adolescent  Family  Life 
demonstration  projects  have  developed  a  number  of  program  models,  as 
well  as  educational  materials  and  curricula,  for  both  prevention  and 
care  programs.     It  remains  necessary  to  replicate  and  rigorously 
test  these  models  and  materials  over  diverse  populations  and 
geographic  areas. 

Mt.  Natcher:    You're  proposing  a  55  percent  increase  in  this 
program  for  1993.    Why  is  this  necessary  in  a  difficult  budget  year? 

Dr.  Mason:     The  increase  is  necessary  to  restore  the  program 
to  its  original  scope  and  purpose.     The  request  is  reasonable, 
particularly  in  light  of  the  continuing  rise  in  sexual  activity 
rates  among  adolescents,  the  fact  that  these  rates  are  rising  most 
among  the  youngest  cohorts,  and  the  accompanying  rising  rates  of 
sexually  transmitted  diseases  among  adolescents  and  young  adults. 

Mr.  Natcher:     On  page  26  we  find  the  following  statement: 
"Adolescent  Family  Life  research  has  found  that  closeness  in 
parent-child  relationships  and  traditional  parental  values  led  to  a 
reduced  incidence  of  early  sexual  activity  for  daughters.  Another 
project  found  that  the  risk  of  unwed  motherhood  was  reduced  for 
girls  who  were  supervised  by  their  parents."    Doctor,  wouldn't 
common  sense  confirm  these  two  statements? 

Dr.  Mason:     Findings  in  social  science  research  often  seem  to 
confirm  common  sense.    However,  research  will  often  pick  up 
differences  between  or  among  groups  and  indicate  areas  that  need 
further  attention.     For  example,  while  traditional  parental  values 
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and  closeness  in  parent-child  relationships  lead  to  reduced 
incidence  of  early  sexual  activity  for  daughters,  this  does  not  hold 
for  sons.    This,  in  turn,  underscores  the  importance  of  including 
boys,  as  well  as  girls,  in  prevention  programs  focused  on  reducing 
the  incidence  of  early  sexual  activity. 

Mr.  Natcher:     For  the  record,  provide  a  list  of  current 
research  grantees  showing  the  amount  of  the  grant  and  a  summary  of 
the  grant's  purpose. 

Dr.  Mason:     The  following  is  a  listing  of  all  current  AFL 
research  grants: 

Title:    Antecedents  of  Adolescent  Sexual  Attitudes  and  Behavior 
Principal  Investigator:    Kristin  A.  Moore,  Ph.D. 

Child  Trends,  Inc. 

Washington,  DC  20037 

FY  1992  Funding:  $133,200 

Summary:        The  aim  of  this  research  is  to  examine  the  socio- 

cultural,  peer,  family,  psychosocial,  and  biological 
factors  that  influence  attitudes  regarding  sexual 
behavior  and  the  initiation  of  sexual  intercourse  during 
the  teen  years.     Analyses  will  use  data  from  the 
National  Survey  of  Children,  a  nationally  representative 
survey  with  longitudinal  data  on  a  sample  of  1150  youth 
aged  18-22  in  1987. 

Title:    Adoption  Versus  Parenting:  Consequences  for  Young  Women 
Principal  Investigator:     Pearila  B.  Namerow,  Ph.D. 

Columbia  University 

Center  for  Population  and  Family  Health 
New  York,  NY 
FY  1992  Funding:  $164,439 

Summary:        This  study  will  compare  young  women  who  parent  with 
those  who  relinquish  their  children  four  years  after 
they  made  their  decision.     It  will  examine  the 
consequences  of  parenting  versus  placing  a  child  for 
adoption.     Parenting  and  placing  mothers  will  be 
compared  on  a  outcomes  related  to  education,  occupation, 
fertility  ,  marital  and  economic  status,  and  on  a  series 
of  social  psychological  and  psychological  outcomes 
including  comfort  with  the  pregnancy  resolution 
decision,  life  satisfaction,  future  outlook,  self-esteem 
and  other  measures  of  psychological  well-being. 

Title:     Consequences  of  the  Adoption  Decision:  5  Year  Follow-up 
Principal  Investigator:     Steven  D.  McLaughlin,  Ph.D. 

Battelle  Human  Affairs  Research  Center 

Health  and  Population  Study  Center 

4000  N.E.  41st  St. 

Seattle,  WA  98105 
FY  1991  Funding:  $157,749 

Summary:        The  objective  of  this  study  is  to  examine  the 

consequences  of  the  decision  to  either  parent  or 
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relinquish  a  child  through  adoption  for  the  well-being 
of  the  adolescent  mother  five  years  after  the  birth. 
The  specific  outcomes  to  be  examined  include: 
educational  attainment;  subsequent  pregnancies  and  their 
resolution;  marriage  and  living  arrangements;  marital 
dissolution;  and  economic  and  social-psychological  well- 
being. 

Title:     The  Background,  Education  and  Employment  of  Teen  Fathers 
Principal  Investigator:    Maureen  Pirog-Good,  Ph.D. 

School  of  Public  and  Environmental 
Affairs 

Indiana  University 

Bloomington,  IN 
FY  1991  Funding:  $136,986 

Summary:        Using  data  from  the  National  Longitudinal  Survey  of 
Labor  Market  Experiences  -  Youth  Cohort  (NLSY) ,  this 
study  will  describe  the  distinctive  characteristics  of 
those  males  who  become  teen  fathers.  The  research  will 
focus  on  the  background  and  social-psychological 
characteristics  of  the  young  men  as  well  as  their 
educational  attainment  and  labor  force  participation. 
The  study  will  attempt  to  determine  how  the  experiences 
of  teen  fathers  change  over  time  and  whether  these 
changes  compare  favorably  or  unfavorably  with  non- 
fathers  . 

Title:  Openness  in  Adoption:  Birthmother  Adjustment  Patterns 
Principal  Investigator:    Ruth  G.  McRoy,  Ph.D. 

University  of  Texas  at  Austin 

School  of  Social  Work 

2609  University  Ave. 

Austin,  TX  78712 
FY  1991  Funding:  $145,691 

Summary:        The  goal  of  this  project  is  to  conduct  four  studies  on 
developmental  patterns  of  birthmothers  participating  in 
confidential,  semi-open,  and  fully-disclosed  adoptions. 
Study  one  will  test  predicted  outcomes  in  both  the  self- 
concept  and  relational  domains  for  birthmothers  who  have 
placed  their  children  in  varying  degrees  of  open 
adoptions.     Study  two  is  designed  to  develop  a 
predictive  model  of  birthmother  adjustment  by  examining 
personal  and  social  background  factors  that  influence 
post-placement  adjustment.     Study  three  will  compare 
teen  birthmothers  and  adult  birthmothers  on  the  factors 
which  led  to  their  choice  of  openness,  satisfaction  with 
their  choice  and  adjustment  factors  as  measured  by 
identity  and  intimacy  development,  subsequent  fertility 
and  health  problems.  Study  four  intensively  explores  the 
links  between  birthmothers'  close  relationships  with 
peers  and  with  the  adoptive  family. 
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Title:     Premarital  Sexual  Activity  in  a  Rural  Black  Community 
Principal  Investigator:    Anne  L.  Dean,  Ph.D. 

Psychology  Dept. 

University  of  New  Orleans 

New  Orleans ,  LA 
FY  1991  Funding:  $106,954 

Summary:        The  objectives  of  this  study  are  to  collect  and  analyze 
qualitative  data  pertaining  to  the  social  context  of  a 
low- income,  rural  black  community,  and  to  compare  black 
and  white  samples  of  pregnant  and  never  pregnant  girls 
on  their  patterns  of  relationships  with  their  parents 
and  their  attitudes  about  premarital  sexual  activity. 
The  subjects  are  30  black  and  white  adolescent  mothers- 
to-be,  and  comparable  numbers  of  never  pregnant  black 
and  white  adolescent  girls  recruited  from  the  local  high 
school.    An  ethnographic  approach  involving  the  use  of 
participant  observation,  formal  and  informal  interviews, 
collaboration  with  key  informants,  and  the  demographic 
and  census  materials  are  used. 

Title:     School-Based  Services  for  Teen  Parents:  A  Study 
Principal  Investigator:     Diane  Fuscaldo,  MSW 

National  Committee  for  the  Prevention 
of  Child  Abuse,  New  Jersey  Chapter 

35  Halsey  St. 

Newark,  NJ 
FY  1991  Funding:  $100,603 

Summary:        This  project  has  as  its  aim  the  evaluation  of  a  program 
in  New  Jersey,  which  provides  services  for  young  mothers 
and  their  babies  in  a  school  setting.     The  aims  of  the 
evaluation  are  to  (1)  test  the  utility  of  a  corporate/ 
private /public  partnership  in  achieving  positive 
outcomes  for  teen  mothers  and  their  babies;   (2)  improve 
upon  previous  evaluations  of  programs  of  this  kind  by 
the  inclusion  of  control  groups  and  follow-up  of  teen 
mothers  and  their  babies;   (3)  measure  outcomes  for 
mothers  such  as  the  success  of  this  program  in  relieving 
stress  and  its  symptoms  as  major  barriers  to  achievement 
among  mothers  in  school  and  in  their  parenting  roles; 
(4)  measure  the  impact  of  a  school-based  facility  of 
this  kind  on  the  broader  population  of  high  school 
students,  the  faculty,  and  the  staff  of  the  school. 

Title:     The  Consequences  of  Early  Childbearing 
Principal  Investigator:     Debra  S.  Kalmuss,  Ph.D. 

Center  for  Population  and  Family  Health 

Columbia  University 

New  York,  NY 
FY  1991  Funding:  $172,211 

Summary:        The  aim  of  this  research  project  is  to  examine  the 

consequences  of  teenage  childbearing  for  young  mothers 
and  children.     The  consequences  of  interest  are 
educational  attainment,  subsequent  fertility,  and  child 
health  and  development.     The  data  to  be  used  in  this 
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study  come  from  the  National  Longitudinal  Survey  of 
Youth  Cohort  (NLSY) ,  a  longitudinal  survey  of  youth  who 
were  between  the  ages  of  14  and  21  when  they  were  first 
interviewed  in  1979,  and    who  were  reinterviewed 
annually  through  1986. 

NATIONAL  AIDS  PROGRAM  OFFICE 

Mr.  Natcher:    Why  are  you  seeking  an  increase  of  $1,368,000 
and  13  full-time  equivalents  for  the  National  AIDS  Program  Office? 

Dr.  Mason:    We  are  requesting  this  increase  to  fully  support 
NAPO  activities  in  headquarters,  as  well  as  the  regions,  in  FY  1993. 
These  funds  and  staff  are  needed  for  the  very  staff-intensive 
coordinative  role  that  NAPO  carries  out. 

We  believe  that  FY  1993  will  bring  increased  demands  on  this 
office  because  the  numbers  of  people  who  are  infected  with  HIV  and 
the  numbers  of  people  living  with,  and  dying  because  of  AIDS, 
continues  to  climb;  the  overall  PHS  HIV  and  AIDS  budget  is 
increasing  from  $1,962  billion  in  FY  1992  to  $2.06  billion  in 
FY  1993;  NAPO's  involvement  in  handling  already  intense 
Congressional  and  Public  interest  in  AIDS  issues  will  increase 
commensurately ;  and  it  is  anticipated  that  the  initiation  of  broad- 
based  clinical  trials  of  several  potential  AIDS  vaccines,  combined 
with  the  acceleration  of  intergovernmental  and  international 
agreements  for  vaccines  testing  and  evaluation,  will  increase  the 
importance  of  NAPO's  coordinative  roles. 

In  addition,  if  NAPO  is  not  funded  at  the  request  level,  we 
will  have  to  curtail  important  activities  being  done  by  NAPO.  The 
response  to  the  AIDS  epidemic  in  the  PHS  is  a  complex  and  massive 
set  of  programs  and  activities  that  cut  across  all  the  PHS  agencies. 
NAPO  has  the  critical  role  to  coordinate  and  link  the  diverse 
components.     This  provides  the  only  overview  of  our  programs  and  is 
essential  to  identify  areas  in  which  increased  collaboration  can 
result  in  greater  efficiency  and  more  rapid  progress. 

For  example,  we  have  developed  collaborative  arrangements: 

•  Among  NIH,  CDC,  and  ADAMHA  on  epidemiologic  studies  in  women; 

•  Among  NIH,  FDA,  and  HRSA  on  clinical  trials  to  improve  access 
for  indigent  people; 

•  Between  HRSA  and  ADAMHA  to  improve  primary  care  for  persons  in 
drug  abuse  treatment  programs. 

These  not  only  improve  efficiency,  they  are  important  for 
persons  who  are  being  served  by  these  programs.     One  of  NAPO's 
primary  functions  is  to  identify  these  potential  areas  of 
collaboration  and  facilitate  them. 

NAPO  would  have  to  postpone  indefinitely  development  of  a 
vital  project  to  enhance  our  ability  to  track  and  measure  progress 
towards  accomplishing  measurable  goals  and  objectives  across  the  PHS 
that  we  have  identified  in  our  strategic  plan  and  requested  in  the 
annual  budget.     This  project,  which  is  now  in  the  early  development 
stages,  would  improve  deployment  of  limited  resources  and  also 
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increase  each  agency's  ability  to  clearly  delineate  its  contribution 
to  the  PHS's  total  efforts  at  controlling  the  HIV  and  AIDS 
epidemics . 

We  would  have  to  postpone  or  cancel  PHS's  periodic  major 
planning  meeting  currently  scheduled  for  next  year  to  identify  the 
strategies  we  need  to  control  this  epidemic  during  the  rest  of  this 
decade.    With  the  shifting  focus  of  the  epidemic,  we  need  to  plan 
for  the  future.     NAPO  is  responsible  for  coordinating  and  developing 
this  meeting.    Without  the  requested  level  of  funding,  we  will  not 
be  able  to  hold  this  important  meeting. 

An  increasingly  important  aspect  of  the  Nation's  response  to 
the  epidemic  is  the  rapid  development  and  dissemination  of  current 
information  and  recommendations  about  treatment  and  prevention 
issues  to  health  care  professionals  and  the  public.     This  includes 
clinical  alerts,  guidelines,  and  other  information  on  preventive, 
diagnostic,  clinical,  and  patient  care  advances  in  the  field  of  HIV 
and  AIDS. 

I  am  evaluating  a  proposal  to  have  NAPO,  with  its 
responsibility  for  overview  and  coordination,  operate  a  special  task 
force  with  membership  from  every  PHS  agency,  the  Health  Care 
Financing  Administration,  and  the  Social  Security  Administration,  to 
develop  and  implement  coordinated  policies  in  this  area. 

Our  intent  is  to  have  a  single  system  that  will  be  used  by  all 
agencies  to  swiftly  distribute  information  via  both  traditional 
"hardcopy"  and  advanced  electronic  methods.     This  will  significantly 
reduce  the  limited  distribution  or  sometimes  duplication  created  by 
various  agencies  having  differing  distribution  mechanisms,  and 
should  improve  the  quality  of  patient  care. 

Without  full  funding,  we  would  have  to  delay  implementation  of 
this  coordination  effort.     Since  this  project  is  important,  we  will 
try  to  move  ahead,  but  costs  will  have  to  be  spread  over  two  or  more 
fiscal  years,  delaying  completion  and  availability  to  professionals 
and  to  the  public  by  as  much  as  three  years. 

Mr.  Natcher:     To  what  extent  is  this  office  being  financed  in 
1992  by  tapping  the  agencies  of  the  Public  Health  Service? 

Dr.  Mason:     In  FY  1992,  in  recognition  of  the  essential  PHS 
AIDS  coordination,  representation,  and  management  functions  that 
NAPO  performs  on  my  behalf,  the  PHS  agencies  will  provide  $900,000 
to  restore  a  portion  of  the  $1.3  million  reduction.     This  level  of 
funding  will  provide  support  for  the  regional  AIDS  coordination 
function,  initiated  in  FY  1990,  as  well  as  support  for  staff  on-duty 
at  the  end  of  FY  1991  in  headquarters . 

BLOOD-BORNE  DISEASES 

Mr.  Natcher:     Doctor,  what  has  happened  to  the  Department's 
efforts  to  provide  guidelines  to  health  care  workers  with  respect  to 
blood-borne  diseases? 
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Dr.  Mason:     On  July  12,  1991  the  Centers  for  Disease  Control 
(CDC)  published  its  "Recommendations  for  Preventing  Transmission  of 
Human  Immunodeficiency  Virus  and  Hepatitis  B  Virus  to  Patients 
During  Expo sure -Prone  Invasive  Procedures". 

Mr.  Natcher:    Have  you  put  this  on  the  back  burner? 

Dr.  Mason:     Following  the  publications  of  its  recommendations 
on  July  12,  1991,  CDC  received  many  comments  from  a  variety  of 
organizations  and  individuals.     Based  on  these  comments,  CDC  has 
prepared  a  draft  revision  of  those  recommendations.     The  draft 
document  is  currently  under  review  by  the  Department  of  Health  and 
Human  Services  (DHHS).    After  review  and  approval  by  DHHS,  the 
revised  draft  recommendations  will  be  published  for  an  additional 
period  of  public  comment. 

OFFICE  OF  EMERGENCY  PREPAREDNESS 

Mr.  Natcher:    You  have  a  new  request  this  year  of  $1,000,000 
for  emergency  preparedness.    What  is  the  purpose  of  this  request? 

Dr.  Mason:    My  office  has  vital  leadership  and  coordination 
responsibilities  related  to  the  provision  of  urgently  needed  health, 
medical,  mental  health,  and  human  services  assistance  to  States  and 
localities  in  the  event  of  a  catastrophic  disaster  or  emergency 
anywhere  in  the  United  States.     The  purpose  of  this  request  is  to 
initiate  support  for  an  urgently  needed  emergency  preparedness 
infrastructure  in  five  of  our  ten  PHS  Regional  Offices.     Our  PHS 
Regional  Health  Administrators  (RHAs)  serve  as  my  personal 
representatives  in  their  assigned  regions,  and  as  such,  have  the 
responsibility  to  carry  out  emergency  preparedness  activities  at 
that  level.     These  activities  cannot  currently  be  carried  out 
effectively  within  existing  available  resources.     The  requested 
funds  would  permit  us  to  begin  supporting  the  needed  infrastructure. 

In  addition,  my  office  has  lead  Federal  responsibility  for 
administration  and  coordination  of  the  National  Disaster  Medical 
System  (NDMS).    A  key  component  of  the  NDMS  involves  disaster 
medical  response:  that  is  organizing,  training,  and  equipping 
volunteer  Disaster  Medical  Assistance  Teams  (DMATs)  in  various  local 
communities  around  the  Nation.    While  all  DMATs  are  available  to 
assist  local  and  State  authorities  in  response  to  day-to-day  events, 
a  sufficient  number  must  be  available  for  national  level  response  in 
the  event  of  a  catastrophic  occurrence.     In  order  to  be  effectively 
used  in  a  national-level  response,  some  DMATs  must  be  specially 
trained  and  equipped  for  rapid  mobility  and  self-sufficiency.  These 
training  and  equipment  needs  cannot  be  met  within  existing 
resources.    We  estimate  that  a  minimum  initial  capital  investment  of 
$50,000  per  Team  is  needed  to  assure  proper  equipment  and  training 
capability.    Following  the  initial  capital  investment,  we  estimate  a 
minimum  of  $5,000  per  team  per  year  for  maintaining  DMAT  readiness. 
A  catastrophic  domestic  disaster  may  require  60-75  such  teams 
nationwide.     Hence,  a  portion  of  the  requested  resources  would  be 
directed  toward  initial  capital  investment  in  equipment  and  training 
for  eight  DMATs. 
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Mr.  Natcher:     How  were  these  activities  financed  in  the  past? 

Dr.  Mason:    We  have  not  been  able  to  finance  these  particular 
activities  in  the  past,  although  other  aspects  of  our  emergency 
preparedness  responsibilities  have  been  supported  from  existing 
resources.     However,  the  rapid  growth  of  our  emergency  preparedness 
responsibilities,  and  the  corresponding  increase  in  the  expectations 
for  PHS  leadership  and  coordination,  have  outstripped  our  ability  to 
fund  certain  activities  from  other  sources.    Hence,  appropriated 
resources  are  mandatory  for  the  stated  purposes. 

Mr.  Natcher:     How  large  do  you  see  this  item  becoming  in 
future  budgets? 

Dr.  Mason:    An  example  of  possible  projected  funding  for 
emergency  preparedness  is  as  follows: 

LONG  RANGE  ESTIMATES  FOR  EMERGENCY  PREPAREDNESS  * 
(Dollars  in  millions) 

Year  1  Year  2                   Year  3                   Year  4 

$1.00  $1.00                      $1.00  $1.00 

FY  1993  Request: 

Year  1            (Total:  $1.00  million) 

This  level  of  funding  would  support  regional  Emergency 
Preparedness  Staff  in  the  PHS  Regions,  as  well  as  support 
initial  equipment  and  training  needs  of  National  Disaster 
Medical  System  (NDMS)  Disaster  Medical  Assistance  Teams 
(DMATs)  at  a  cost  of  $50,000  per  Team. 

Year  2  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.     The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 

Year  3  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.     The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 

Year  4  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.     The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 

*         Taken  from  the  Long  Range  Projections  presented  with  the 
FY  1993  President's  Budget. 
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INTERNATIONAL  AIDS  CONFERENCES 

Mr.  Natcher:     Doctor,  is  there  going  to  be  an  International 
AIDS  Conference  during  calendar  year  1992? 

Dr.  Mason:     Yes.     The  Vlllth  International  Conference  on  AIDS 
will  be  held  in  Amsterdam,  the  Netherlands,  July  19-24,  1992.  The 
Amsterdam  Conference  this  year  is  a  joint  Conference  and  includes 
the  Illrd  Sexually  Transmitted  Diseases  (STDs)  World  Congress. 

Mr.  Natcher:     Can  you  tell  us  how  many  employees  of  the  Public 
Health  Service  will  be  attending? 

Dr.  Mason:     The  PHS  is  planning  to  send  a  maximum  of  120 
people . 

Mr.  Natcher:     I  believe  that  191  employees  attended  last 
year's  conference  in  Italy.    Do  you  know  how  much  was  spent  to  send 
those  employees  to  that  conference? 

Dr.  Mason:     The  total  cost  was  $787,860.     This  included  a  cost 
of  $632,644  plus  an  additional  cost  of  $155,217  for  cancellations. 

Mr.  Natcher:     For  the  record,  provide  a  detailed  cost 
accounting  of  last  year's  conference. 

Dr.  Mason:     The  following  table  provides  a  detailed  cost  of 
the  FY  1991  International  AIDS  Conference  held  in  Florence,  Italy. 
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PHS 

AGENCY 

PLANNED  / 
ATTENDEES 

ACTUAL  # 
ATTENDEES 

COST 

CANCEL. 
COSTS 

TOTAL 

ADAMHA 

27 

9 

$  26,396 

$  19,624 

$  46,020 

AHCPR 

2 

1 

3,303 

132 

3,435 

CDC 

140 

79 

298,854 

28,000 

326,854 

HRSA 

12 

7 

23,829 

5,587 

29,416 

NIH 

171 

85 

222,750 

79,733 

302,483 

OASH 

6 

2 

8,288 

5,141 

13,428 

TOTAL 

LABOR/ 

HHS 

358 

183 

$  583,420 

$  138,217 

$721,636 

FDA 

34 

17 

49,224 

17,000 

66,224 

IHS 

1 

0 

0 

0 

0 

SUB- 
TOTAL 

35 

17 

$  49,224 

$  17,000 

$  66,224 

TOTAL 
PHS 

393 

200 

$  632,644 

$  155,217 

$787,860 

1139 


FAMILY  PLANNING 

Mr.  Natcher:    We  understand  that  clarifying  guidance  was  sent 
to  the  regional  offices  last  week  on  the  family  planning  regulations 
dealing  with  abortion  counseling.    What  points  of  clarification  did 
you  make? 

Dr.  Mason:     The  primary  purpose  of  the  guidance  was  to  provide 
information  to  the  regions  on  the  timing  of  the  implementation 
process,  in  order  to  coordinate  the  notification  of  grantees  and  the 
reception  of  their  letters  of  assurance.     In  addition,  the  guidance 
relates  the  President's  directive  that  "the  doctor-patient 
relationship  will  be  preserved  and  that  the  operation  of  the  Title  X 
family  planning  program  is  compatible  with  free  speech  and  the 
highest  standards  of  medical  care."    The  guidance  also  addresses 
other  issues  related  to  the  regulation,  such  as  how  continuing  care 
between  Title  X  and  various  maternal  and  child  health  or  community 
health  projects  will  be  implemented. 

Mr.  Natcher:    Will  any  changes  to  the  regulations  be  necessary 
as  a  result  of  these  clarifications? 

Dr.  Mason:    No.     The  Department  has  been  assured  by  its 
General  Counsel  that  the  President's  instructions  on  implementation 
is  fully  consistent  with  the  regulation  and  does  not  require 
initiation  of  the  rulemaking  process.     The  guidance  memo  does  not 
state  any  new  requirements  for  grantees,  and  does  not  require 
rulemaking. 

Mr.  Natcher:    Under  the  regulations,  will  a  doctor  be  able  to 
initiate  a  discussion  of  abortion  with  a  patient  even  if  it  is  not 
strictly  medically  necessary? 

Dr.  Mason:    According  to  the  President's  directive  for 
implementing  the  regulation,  "Nothing  in  these  regulations  is  to 
prevent  a  woman  from  receiving  complete  medical  information  about 
her  condition  from  a  physician."    The  President's  directive  is  a 
recognition  of  the  unique  physician-patient  relationship,  and  it 
ensures  that  Title  X  physicians  and  patients  can  speak  on  any 
medical  matter  without  restriction.     It  applies  both  to  medical 
information  provided  by  a  physician  to  address  a  patient's  medical 
condition  as  well  as  that  information  provided  in  response  to  a 
patient's  inquiry.    A  physician  is  able  to  provide  any  medical 
information  about  abortion  that  he  or  she  deems  necessary  for  a 
patient. 

Mr.  Natcher:    How  many  family  planning  clinics  do  you  expect 
to  turn  back  Title  X  funding  rather  than  comply  with  the  abortion 
counseling  regulations? 

Dr.  Mason:     The  Department  cannot,  at  this  point,  estimate  the 
number,  or  whether  any,  Title  X  grantees  will  not  accept  the 
conditions  of  the  regulation.    We  will  work  with  grantees  to  answer 
questions  they  may  have  and  assist  them  to  come  into  compliance  with 
the  regulations . 
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Mr.  Natcher:     You  propose  to  reduce  Federal  staffing  for 
Family  Planning  by  27  people.    How  will  you  absorb  these  staff  into 
other  activities  in  the  Office  of  the  Assistant  Secretary  for 
Health? 

Dr.  Mason:     Every  effort  will  be  made  to  place  all  of  the 
staff  not  required  to  operate  the  State  administered  program  into 
other  OPA  or  PHS  programs  where  their  particular  skills  could  be 
utilized. 

Mr.  Natcher:     How  is  the  1993  family  planning  budget  request 
allocated  among  grants,  research,  training,  and  technical 
assistance? 

Dr.  Mason:    Assuming  enactment  of  the  State  Administered 
Family  Planning  Program  legislation,  each  State  will  have  the  option 
to  continue  other  program  activities,  or  to  direct  all  of  the  funds 
they  receive  toward  providing  services. 

Mr.  Natcher:     How  many  of  the  over  4,000  Title  X  funded 
clinics  are  operated  by  Planned  Parenthood  and  what  portion  of  the 
Title  X  appropriation  goes  to  Planned  Parenthood  affiliates? 

Dr.  Mason:     In  Fiscal  Year  1991,     Planned  Parenthood 
affiliates  operated  578  of  the  more  than  4,000  Title  X  clinics  and 
received  approximately  $30  million,  or  20%  of  funds  appropriated  for 
this  program. 

Mr.  Natcher:     On  average,  Federal  funds  provide  what 
percentage  of  the  total  cost  of  operating  Title  X  funded  clinics? 

Dr.  Mason:     Funds  from  the  Family  Planning  Program  provide 
approximately  28%  of  the  total  cost  of  operating  Title  X  funded 
clinics . 

Mr.  Natcher:     Provide  a  summary  of  the  family  planning 
regulations  and  any  other  guidelines. 

Dr.  Mason:     The  1988  regulation  sets  specific  standards  for 
compliance  with  the  statutory  requirement  that  none  of  the  funds 
appropriated  under  Title  X  may  be  used  in  programs  where  abortion  is 
a  method  of  family  planning.     These  rules  also  require  grantees  to 
separate  their  Title  X  project  --  physically  and  financially  --  from 
any  abortion  activities.     Finally,  the  rules  set  compliance 
standards  for  projects  to  exclude  activities,  such  as  counseling, 
referring  or  steering  clients  to  abortion.     Such  actions  are 
excluded  as  promoting  or  encouraging  abortion.    Use  of  project  funds 
for  lobbying  for  abortion,  and  certain  other  activities  are  also 
prohibited. 
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REPORT  ON  HIV  PREVENTION  IN  CORRECTIONAL  FACILITIES 

Mr.  Stokes:     I  received  a  copy  of  your  report  yesterday  on 
"The  Prevention  of  HIV  in  Correctional  Facilities."    As  you  know,  a 
part  of  language  included  in  the  report  accompanying  the  FY  1992 
appropriations  bill,  the  Committee  asked  you  to  prepare  this  report 
I  would  like  you  to  submit  the  entire  report  for  the  record,  but  I 
do  have  a  few  questions  in  reference  to  it. 

Dr.  Mason:     The  report  follows. 
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PUBLIC  HEALTH  SERVICE 
REPORT  TO  CONGRESS  ON  THE  PREVENTION 
OF  HIV  IN  CORRECTIONAL  FACILITIES 

In  its  report  on  the  Fiscal  Year  (FY)  1992  budget  for  the  Department 
of  Health  and  Human  Services,  the  House  Committee  on  Appropriations 
stated: 

The  issue  of  health  care  in  the  correctional  system  continues 
to  be  an  issue  of  serious  concern  to  the  Committee.    In  a 
recent  report  issued  by  the  National  Commission  on  AIDS,  the 
Commission  recommended  that  the  "U.S.  Public  Health  Service 
. . .  develop  guidelines  for  the  prevention  and  treatment  of  HIV 
disease  in  all  Federal,  State,  and  local  correctional 
facilities.     Immediate  steps  should  be  taken  to  control  the 
subsidiary  epidemics  of  tuberculosis  and  sexually  transmitted 
diseases.     Particular  attention  should  be  given  to  the 
specific  needs  of  women  and  youth  within  all  policies. 
Consistent  with  the  Commission's  findings,  the  Committee 
directs  the  Department  to  develop  a  plan  for  the 
implementation  of  programs  that  address  these  concerns,  as 
well  as  the  overall  health  care  treatment  and  prevention  needs 
of  the  correctional  system.     The  Department  should  report  its 
findings  and  recommendations  to  the  Committee  before  the 
FY  1993  hearings.     (House  Report  102-121,  page  118). 

The  following  report  has  been  prepared  by  the  Public  Health  Service 
(PHS),  Department  of  Health  and  Human  Services  (DHHS),  in  response 
to  this  request: 

The  PHS  has  made  considerable  progress  in  addressing  the  intent  of 
the  Committee's  directive.     The  PHS  already  publishes  HIV 
prevention,  counseling,  testing,  and  treatment  guidelines.  While 
these  guidelines  are  not  specific  to  correctional  facilities,  the 
Department  of  Justice  (DOJ) /Bureau  of  Prisons  (BOP),  has  adopted 
standards  of  practice,  care,  and  treatment  based  on  these 
guidelines.     The  Centers  for  Disease  Control  (CDC)  considers,  and 
the  BOP  concurs,  that  the  existing  recommendations  and  guidelines, 
while  not  written  specifically  for  correctional  facilities,  are 
applicable  to  prisons  and  inmates.     The  BOP  has  stated  to  the  PHS 
that,  "the  difficulty  may  lie  in  the  implementation  and  compliance 
with  these  guidelines  among  the  state  and  local  prison  systems.  The 
state  and  local  prison  systems  are  usually  faced  with  constraints  in 
both  human  and  financial  resources." 

The  DHHS  does  not  possess  the  authority  to  implement  programs 
dealing  with  correctional  facilities.     The  DOJ's  BOP  has 
jurisdiction  over  Federal  facilities,  and  State  and  local 
governments  are  responsible  for  managing  their  respective 
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correctional  institutions,  including  their  associated  health  care 
facilities.    As  a  consequence,  HHS  has  no  authority  to  require 
the  adoption  or  implementation  of  either  the  guidelines  or  programs 
in  Federal,  State,  or  local  correctional  facilities.     However,  HHS 
and  DOJ  have  cooperated  closely  in  the  past.     The  BOP  Medical 
Director  is  an  Assistant  Surgeon  General  from  the  PHS  Commissioned 
Corps;  we  also  have  assigned  a  staff  of  approximately  380 
Commissioned  Corps  Officers  to  work  with  the  Federal  Bureau  of 
Prisons.     In  addition,  the  CDC  has  assisted  the  DOJ's  National 
Institute  of  Justice  (NIJ)  in  preparing  periodic  updates  and 
recommendations  on  HIV  infection  and  AIDS  in  correctional 
facilities,  although  the  PHS  understands  that  the  NIJ  does  not  plan 
to  continue  preparing  these  periodic  updates  after  the  release  of 
their  most  recent  report  that  is  to  be  published  in  the  near  future. 

In  addition,  several  other  related  issues  are  important: 

•  The  BOP  has  stated  that  "it  recommends  pre-release  medical 
health  summaries  for  all  HIV-positive  inmates.  Accordingly, 
these  summaries  are  provided  to  the  community  program  managers 
for  use  in  managing  potential  care  and  community  resources. 
Inmates  who  are  released  or  paroled  receive  counseling 
regarding  the  need  for  routine  evaluation  and,  if  necessary, 
treatment  by  a  physician.     Inmates  on  parole  or  released 
select  the  appropriate  community  resources  necessary  to  meet 
their  needs . " 

•  Because  of  the  significant  risk  of  exposure  due  to  airborne 
transmission  of  the  tubercle  bacilli,  CDC  has  recently  issued 
guidelines  for  health  care  workers  on  the  control  of 
tuberculosis  in  correctional  facilities.     These  guidelines 
specifically  address  the  management  of  tuberculosis  in  HIV 
infected  persons. 

•  Finally,  although  there  have  been  no  reported  cases  of 
occupational  transmission  of  HIV  to  guards  and  other  facility 
staff  working  with  HIV  infected  inmates  in  U.S.  correctional 
facilities,  there  remains  considerable  concern  by  these  staff 
about  the  risk  of  occupational  exposure.     In  1986,  the  CDC 
recommended  that  correctional  staff  should  follow  published 
guidelines  for  preventing  transmission  of  HIV  infection  in  the 
workplace. 
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PHS  and  DOJ  Collaboration 

In  response  to  the  congressional  mandate,  PHS  is  collaborating  with 
the  DOJ  to  establish  a  PHS  Working  Group  on  HIV  Prevention  and 
Treatment  in  Correctional  Facilities.     This  working  group  will: 

•  Review  current  prevention  guidelines  and  legal  issues  in 
containing  HIV  infection  in  correctional  facilities. 

•  Evaluate  prevention  programs  for  prison  populations,  including 
HIV,  substance  abuse,  tuberculosis  and  sexually  transmitted 
diseases . 

•  Evaluate  the  pre-release  HIV  education  and  coordination  of 
treatment  services  for  parolees. 

•  Reexamine  the  PHS  role  in  HIV  antibody  testing,  education  and 
treatment  in  Federal  and  State  correctional  facilities,. 

The  working  group  will  provide  technical  assistance  to  the  NIJ  and 
the  BOP  in  implementing  recommendations  from  the  NIJ  Update  on  the 
Status  of  HIV  and  AIDS  in  Prisons  for  1991.     This  update  will 
provide  a  comprehensive  review  of  Federal,  State  and  local 
correctional  facilities. 
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HIV  infection  in  correctional  facilities; 

•  Through  funds  provided  by  the  CDC  HIV  Preventive  Health 
Services  Cooperative  Agreements  and  the  Tuberculosis 
Preventive  Health  Services  Cooperative  Agreements, 
States  and  local  jurisdictions  have  the  option  to 
include  programs  for  high-risk  populations,  including 
inmates  who  are  incarcerated  or  who  have  been  recently 
released. 

•  CDC  is  in  the  process  of  evaluating  applications  from 
community  based  organizations  (CBOs)  that  responded  to 
Announcement  No.  202,  "Cooperative  Agreements  for 
Minority  and  Other  Community-Based  Human 
Immunodeficiency  Virus  (HIV)  Prevention  Projects  Program 
Announcement  and  Availability  of  Funds  for  Fiscal  Year 
1992,"  a  funding  mechanism  to  address  HIV  risk  reduction 
and  prevention  in  correctional  facilities.     In  FY  1991, 
CDC  supported  a  total  of  12  such  CBOs.    Until  these 
reviews  are  completed,  the  specific  number  of  CBOs 
funded  for  FY  1992  is  unknown. 

•  CDC,  also  supports  surveillance  cooperative  agreements 
with  20  States  to  collect  HIV  surveillance  data  in  46 
United  States  correctional  facilities.     Based  on  this 
limited  sample  of  facilities,  the  relatively  short  time 
over  which  the  data  has  been  collected,  and  the  turn- 
over in  the  prison  population,  accurate  estimates  of  the 
total  number  of  men  and  women  incarcerated  in 
correctional  facilities  who  are  infected  with  HIV  will 
be  difficult  to  obtain. 

Health  care  delivery  services: 

The  Health  Resources  and  Services  Administration  (HRSA)  recognizes 
the  need  to  improve  the  quality  of  health  care  provided  to  inmates 
with  HIV  disease.     Under  the  authority  of  the  Ryan  White 
Comprehensive  AIDS  Resources  Emergency  (CARE)  Act,  HRSA  has 
developed  a  special  category  for  applicants  who  propose  models  to 
improve  access  to  and  quality  of  health  care  for  incarcerated 
persons  and  recently  released  inmates  by  lowering  or  removing  the 
financial,  sociocultural  and  logistical  barriers  to  this  care. 
These  grants  are  awarded  under  Title  II,  Section  2618(a),  the 
Special  Projects  of  National  Significance  (SPNS)  program.  With 
FY  1991  funds,  three  grants  were  awarded  to  test  new  and  innovative 
models  of  care.     In  FY  1992,  resources  will  be  utilized  to  fund  at 
least  one  additional  project.     Two  of  the  four  projects  are 
cooperative  efforts  by  State  health  and  corrections  departments. 
The  remaining  two  are  community- based  providers  who  work  exclusively 
with  recently  released  inmates  and  parolees  and  their  caregivers. 
These  projects  have  developed  programs  that  include  specialized  case 
management,  access  to  clinical  trials,  exceptional  release  for 
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terminally  ill  prisoners,  peer  support,  a  broad  array  of  support 
services  and  training  for  correctional  staff  and  community  based 
providers . 

Clinical  trials: 

Several  AIDS  Clinical  Trials  Units  (ACTUs)  of  the  AIDS  Clinical 
Trials  Group  (ACTG)  and  the  Community  Programs  for  Clinical  Research 
on  AIDS  (CPCRA)  sites  are  working  with  departments  of  corrections 
and  prison  systems  to  enroll  HIV-infected  inmates  in  correctional 
facilities  into  NIH-sponsored  clinical  trials. 

•  The  Johns  Hopkins  ACTG  has  developed  a  unique  and 
innovative  program  that  has  been  enrolling  HIV-infected 
women  and  men  in  Maryland  into  ACTG  protocols  since  May 
1991.     The  protocol  establishes  a  mechanism  for  follow- 
up  after  inmates  are  released  and  return  to  their 
communities . 

•  The  Richmond,  Virginia,  CPCRA  site  has  begun  enrolling 
HIV-infected  inmates  in  sponsored  protocols. 


The  New  Orleans  CPCRA  has  been  actively  identifying 
specific  requirements  necessary  to  enroll  HIV-infected 
inmates  of  the  State  Penitentiary. 
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PHS  Working  Group  on  HIV  Prevention 
and  Treatment  in  Correctional  Facilities 

Tentative  List 


Department  of  Health  &  Human  Services 
Office  for  Civil  Rights 

Office  of  the  Assistant  Secretary  for  Health: 

National  AIDS  Program  Office 

Office  of  Health  Planning  and  Evaluation 

Office  of  Minority  Health 

Office  on  Women's  Health 

PHS  Office  of  General  Counsel 

Public  Health  Service  Agencies: 

Agency  for  Health  Care  Policy  and  Research 

Alcohol,  Drug  Abuse,  and  Mental  Health  Administration 

Centers  for  Disease  Control 

Health  Resources  and  Services  Administration 
Indian  Health  Service 
National  Institutes  of  Health 

Department  of  Justice 

Office  of  the  Deputy  Attorney  General, 

Office  of  Policy  Development 
Bureau  of  Prisons 
National  Institute  of  Justice 
U.S.  Parole  Commission 

Other  Organizations 

AIDS  Action  Council 
American  Jail  Association 
American  Medical  Association 

Association  of  State  and  Territorial  Health  Officials 
Center  for  Women  Policy  Studies 

Intergovernmental  Health  Policy  Project,  George  Washingt 
University 

National  Coalition  of  Hispanic  Health  and  Human  Service 
Organizations 

National  Commission  on  AIDS 

National  Commission  on  Correctional  Health  Care 

National  Congress  of  American  Indians 

National  Council  of  La  Raza 

National  Governors  Association 

National  Minority  AIDS  Council 

National  Wardens  Association 

State  Justice  Institute 
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REPORT  ON  HIV  PREVENTION  IN  CORRECTIONAL  FACILITIES 

Mr.  Stokes:    What  will  be  the  focus  and  primary  goals  of  this 
group?     To  what  extent  will  access  tuberculosis  or  sexually 
transmitted  diseases? 

Dr.  Mason:     In  response  to  the  congressional  mandate,  PHS  is 
collaborating  with  the  DOJ  to  establish  a  PHS  Working  Group  on  HIV 
Prevention  and  Treatment  in  Correctional  Facilities.     The  working 
group  is  comprised  of  members  representing  the  Federal,  State  and 
local  correctional  facilities.     The  primary  goals  of  the  working 
group  are  to: 

•  Generate  information  on  specific  topics  through  four 
subgroups  to  address  the  following  areas:  additional 
studies  and  data  gathering;  treatment  and  prevention 
recommendations;  roles  of  professional  organizations; 
and  continuity  of  health  care. 

•  Establish  a  linkage  from  the  Federal  level  to  the  State 
and  local  levels  for  channeling  information  on  HIV 
infection  and  AIDS-related  issues. 

The  working  group  focuses  on  HIV  infection.     Some  HIV  infected 
persons  are  also  infected  with  sexually  transmitted  diseases  and/or 
tuberculosis  causing  overlapping  of  the  issues.     Because  of  the 
significant  risk  of  exposure  due  to  airborne  transmission  of  the 
tubercle  bacilli,  the  Centers  for  Disease  Control  has  recently 
issued  guidelines  for  health  care  workers  on  the  control  of 
tuberculosis  in  correctional  facilities.     These  guidelines 
specifically  address  the  management  of  tuberculosis  in  HIV  infected 
persons . 

Mr.  Stokes:    When  do  you  expect  it  to  be  established?  How 
will  members  be  selected? 

Dr.  Mason:     The  working  group's  first  meeting  was  on  March  18, 
1992,  with  twenty-two  representatives  from  the  Bureau  of  Prisons, 
Public  Health  Service  (PHS)  and  national  organizations  representing 
on-going  programs  at  the  Federal,  State  and  local  correctional 
facilities.    Members  were  selected  by  their  respective  affiliation 
as  individuals  with  the  expertise,  knowledge  and  responsibilities  in 
the  area  of  HIV  in  correctional  facilities.  Representatives 
included:     the  American  Medical  Association,  The  George  Washington 
University  AIDS  Policy  Center,  Association  of  State  and  Territorial 
Health  Officials,  National  Institute  of  Justice,  AIDS  Action 
Council,  National  Institute  of  Corrections,  National  Governor's 
Association,  as  well  as  the  relevant  PHS  Agencies.     Attendees  were 
asked  to  submit  names  from  additional  organizations  so  that  the 
group  would  have  the  broadest  possible  base. 

Mr.   Stokes:     Regarding  health  issues  not  related  to  HIV,  to 
what  extent  will  PHS  be  able  to  work  with  the  Department  of  Justice, 
to  encourage  or  facilitate  the  establishment  of  standards  at  the 
Federal,  State  or  local  levels? 
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Dr.  Mason:     The  Department  of  Health  and  Human  Services  (HHS), 
including  the  PHS,  does  not  possess  the  authority  to  implement 
programs  dealing  with  correctional  facilities.     The  Department  of 
Justice's  (DOJ)  Bureau  of  Prisons,   (BOP)  has  jurisdiction  over 
Federal  facilities.     State  and  local  governments  are  responsible  for 
managing  their  respective  correctional  institutions,  including  their 
associated  health  care  facilities.    As  a  consequence,  HHS  has  no 
authority  to  require  the  adoption  or  implementation  of  either  the 
guidelines  or  programs  in  Federal,  State,  or  local  correctional 
facilities.     However,  HHS  and  DOJ  have  cooperated  closely  in  the 
past.     The  BOP  Medical  Director  is  an  Assistant  Surgeon  General  from 
the  PHS  Commissioned  Corps;  we  also  have  assigned  a  staff  of 
approximately  380  Commissioned  Corps  Officers  to  work  with  the 
Federal  Bureau  of  Prisons.     Because  of  the  existing  cooperative 
relationship,  HHS  and  the  BOP  will  work  together  in  facilitating 
implementation  and  information  dissemination  of  standards. 

SECRETARY'S  TASK  FORCE  REPORT  UPDATE 

Mr.  Stokes:     In  1985,  Secretary  Heckler  issued  a  Task  Force 
Report  on  the  Status  of  Minority  Health.     The  Task  Force  found  that 
minorities  suffered  from  60,000  excess  deaths  in  at  least  six  areas. 
Where  are  you  in  the  process  of  putting  together  this  update?  When 
will  it  be  complete?    How  much  will  it  cost? 

Dr.  Mason:     The  Office  of  Minority  Health  is  in  the  process  of 
"updating"  the  1985  Report  of  the  Secretary's  Task  Force  on  Black 
and  Minority  Health.    We  have  entitled  this  effort  "Critical  Review 
of  the  Status  and  Trends  in  the  Health  and  Quality  of  Life  of 
Minority  Populations."     There  are  three  components  to  this  "Critical 
Review":     (1)  conduct  quantitative  assessment  of  the  mortality  rates 
and  excess  deaths  trends  since  the  1985  report,   (2)  define  and 
document  morbidity,  disability,  and  quality  of  life,  and  (3)  enhance 
the  development  of  a  surveillance  system  to  track  trends  and  health 
indices  related  to  racial /ethnic  populations.     This  a  long-term 
project;  component  one  is  very  near  completion,  component  two  will 
be  completed  by  1995  and  component  three  by  the  year  2000. 

OMH,  in  collaboration  with  the  Centers  for  Disease  Control, 
has  accomplished  the  following  activities  relevant  to  this  project: 

1.  Analyzed  and  summarized  the  original  background  materials  from 
the  1985  Secretary's  Task  Force  Report;  and  categorized 
recommendations  and  data  gaps  identified  in  the  Report. 

2.  Established  an  interagency  agreement  between  OMH  and  CDC/NCHS 
to  analyze /update  excess  deaths  and  mortality  data. 

3.  Developed  a  methodology  for  identifying  data  sources  for 
documenting  trends  in  morbidity  and  disabilities  (incidence, 
causes,  and  prevalence)  among  racial  and  ethnic  minority 
populations . 

Mr.  Stokes:    What  level  of  funding  will  support  this  activity 
in  FY  1993? 
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Dr.  Mason:     In  FY  1993  we  plan  to  spend  $700,000  to  continue 
this  activity. 

Mr.  Stokes:     To  what  extent  will  the  Department  review 
morbidity  and  mortality?    What  about  disability  and  quality  of  life 

issues? 

Dr.  Mason:     Conceptually,  the  critical  review  process  will 
move  us  from  "Excess  Deaths"  to  "Quality  of  Life"  issues  related  to 
minority  populations.     The  project  workplan  is  based  on  the 
principles  of  social  epidemiology,  which  allows  us  to  not  only  look 
at  the  incidence  and  prevalence  of  diseases  highlighted  in  the  1985 
Report,  but  also  to  examine  the  individual,  social  and  economic 
causes,  risk  factors,  and  consequences  of  the  diseases  that 
contribute  to  the  excess  deaths.     The  impact  of  these  factors  on 
quality  of  life  among  racial  and  ethnic  minority  populations  in  this 
Nation  can  thus  be  assessed, 

HEALTH,  UNITED  STATES  1990 

Mr.  Stokes:     In  April  1991,  Health.  United  States  1990  was 
released  by  the  Department.     Your  budget  document  indicates  that  the 
status  of  health  and  health  care  in  racial /ethnic  minority  groups 
has  declined  (page  34).    What  are  some  of  the  findings  in  this  area? 

Dr.  Mason:     Health,  United  States  1990  documented  generally 
lower  levels  of  health  and  health  care  among  the  Nation's 
racial /ethnic  minority  groups.     The  minority  health  chartbook 
contained  in  this  publication  revealed  the  following: 

•  Life  expectancy  for  all  Americans  dropped  slightly  from  75.9 
years  in  1987  to  74.9  years  in  1988.     For  Black  Americans, 
life  expectancy  continued  to  decline  for  the  fourth 
consecutive  year,  to  69.2  years. 

•  The  causes  of  death  that  contribute  to  the  disparity  in  life 
expectancy  between  whites  and  blacks  continue  to  include 
cardiovascular  diseases,  homicide,  cancer,  and  infant 
mortality . 

•  Despite  an  overall  drop  in  infant  mortality  rate,  the  rate  is 
50Z  higher  for  American  Indian  and  402  higher  for  Puerto  Rican 
infants  than  for  whites. 

•  Only  60Z  of  American  Indian,  Mexican  American,  Black  and 
Puerto  Rican  mothers  received  prenatal  care  in  the  first 
trimester  of  pregnancy  compared  to  approximately  80Z  or  more 
of  white  mothers. 

Mr.  Stokes:     To  what  extent  are  young  children  and  young 
adults  being  affected  by  these  trends  (e.g.  suicides,  homicides)? 

Dr.  Mason:     Differences  in  mortality  rates  and  causes  of  death 
are  most  apparent  in  children  and  young  adults.     At  age  15-24, 
American  Indians  had  the  highest  death  rates,  with  mortality  from 
unintentional  injuries  two  to  three  times  that  of  any  other  group; 
homicide  was  the  leading  cause  of  death  for  black  youths  with  a  rate 
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seven  to  eight  times  that  for  whites;  and  the  homicide  rate  was 
three  times  as  high  among  Hispanics  and  American  Indians  as  among 
whites . 

VIOLENCE  INITIATIVE 

Mr.  Stokes:     The  Violence  Symposium  held  in  Cleveland  in 
December  was  a  great  success.    Already,  we  are  seeing  that 
strategies  identified  at  that  symposium  are  rippling  across  the 
State  and  Country  (e.g.  local  efforts,  John  Glenn's  hearings,  Ray 
Miller's  legislation,  etc.).     Is  violence  just  a  minority  problem  in 
this  Country  or  is  it  a  public  health  problem  for  everyone? 

Dr.  Mason:    Although  violence  has  a  disproportionate  burden  in 
high  risk  minority  communities,  this  public  health  problem  has 
become  an  issue  for  all  of  us.     For  example,  while  homicide  rates 
are  highest  among  blacks,  the  total  number  of  homicides  in  1989  was 
about  the  same  for  whites  and  blacks,  8,888  for  black  males  and 
8,337  for  white  males. 

We  must  strive  to  make  all  of  our  communities  a  safer  place 
for  our  children,  our  elderly  and  ourselves. 

Mr.  Stokes:    What  strategies  can  the  public  health  sector 
pursue  to  prevent  injuries  and  deaths  resulting  from  youth  violence? 

Dr.  Mason:    The  public  health  sector  is  uniquely  suited  to 
provide  leadership  in  preventing  injuries  and  deaths  from  youth 
violence,  for  several  reasons: 

•  Public  health  introduces  a  primary  prevention  focus  to  the 
problem  of  youth  violence.    Effective  public  health 
interventions  are  designed  to  prevent  risky  behaviors  and 
injury  outcomes  before  youths  become  criminals. 

•  Public  health  addresses  violence  and  violent  injuries  that  are 
not  part  of  criminal  activity.    Most  homicides  and  violent 
injuries  occur  as  the  result  of  violent  arguments  among  family 
members  and  acquaintances,  and  not  as  a  result  of  criminal 
activities  such  as  robbery. 

•  Public  health  brings  a  set  of  practical,  goal-oriented,  time- 
tested  practices  and  principles  to  the  problem  of  violence 
prevention.     The  public  health  model  of  surveillance, 
epidemiologic  analysis,  and  intervention  design  and  evaluation 
has  been  applied  to  a  wide  range  of  non-infectious  as  well  as 
infectious  public  health  problems,  with  a  remarkable  record  of 
success . 

•  Public  health  can  mobilize  a  broad  array  of  existing  resources 
in  medicine,  mental  health,  social  services,  education,  and 
substance  abuse  prevention  toward  the  prevention  of  injuries 
and  death  from  youth  violence.    Public  health  can  pull 
together  this  multidisciplinary  approach  to  violence 
prevention. 


53-634   O— 92  37 
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The  following  strategies  would  form  the  foundation  for  a 
public  health  approach  to  preventing  youth  violence: 

•  Data  Collection/Surveillance  -  Research  and  surveillance 
/     documenting  and /or  monitoring  the  magnitude  and /or 

distribution  of  youth  violence  and  violence-related  injuries. 
The  goals  of  these  activities  is  to  (1)  help  determine 
national,  state,  and  local  priorities  in  preventing  injuries 
and  deaths  from  youth  violence;   (2)  guide  the  development  of 
research  and  prevention  programs;   (3)  monitor  national,  state, 
and  local  progress  in  preventing  injuries  and  deaths 
associated  with  youth  violence. 

•  Risk  Factor  Identification  -  Research  identifying  risk  and/ or 
protective  factors  for  youth  violence  and  the  consequences  of 
youth  violence  that  have  relevance  for  public  policies  and/or 
prevention  programs.     The  goal  of  these  activities  is  to 
increase  knowledge  about  the  causes  of  violent  behavior  and 
injuries  and  deaths  associated  with  youth  violence  in  order  to 
better  design  and  implement  preventive  interventions. 

•  Evaluation  Research  -  Research  that  is  designed  to  evaluate 
the  efficacy  of  specific  youth  violence  interventions.  The 
goals  of  these  activities  are  to  (1)  determine  the  benefits, 
costs,  and  consequences  of  interventions  designed  to  prevent 
injuries  and  deaths  associated  with  youth  violence;  (2) 
conduct  the  rigorous  evaluation  of  discrete  interventions  that 
cannot  typically  be  conducted  in  the  context  of  community 
programs . 

•  Community  Demonstration  Programs  -  Youth  violence  prevention 
programs  have  at  least  three  characteristics:   (1)  their 
specific  objective  is  to  reduce  the  incidence  of  violence 
and/or  associated  injuries  among  youth;   (2)  they  are  designed 
with  and  implemented  at  the  community  level;   (3)  they  involve 
an  evaluation  component.     The  goals  of  these  activities  are  to 
(1)  identify  successful  models  for  delivering  youth  violence 
interventions  at  the  community  level;  (2)  determine  if  multi- 
faceted  community  programs  prevent  injuries  and  deaths 
associated  with  youth  violence;  and  (3)  build  the  capacity  of 
state  and  local  community  agencies  and  organizations  to 
successfully  deliver  youth  violence  interventions. 

•  Training  -  Programs  that  seek  to  create  greater  scientific  or 
community  capacity  to  prevent  youth  violence.     The  goals  of 
these  activities  are  to  (1)  build  a  cadre  of  people  who  can 
lead  and  facilitate  community  efforts  to  prevent  youth 
violence  within  state  and  local  community  agencies  and 
organizations;   (2)  increase  the  pool  of  scientists  who  are 
capable  of  conducting  rigorous  research  on  violence;  and  (3) 
bring  young  scientists  and  community  workers  into  the  field. 

•  Public  Awareness  -  Activities  that  use  health  communications 
methods  to  market  the  importance  of  youth  violence  as  a  public 
health  problem  and  educate  critical  target  groups  about  youth 
violence  and  its  prevention.     The  goals  of  these  activities  is 
to  (1)  create  greater  public  awareness  that  violence  is  a 
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public  health  problem;   (2)  give  the  message  that  youth 
violence  can  be  prevented;   (3)  debunk  myths  about  youth 
violence;  and  (4)  highlight  current  research,  treatment,  and 
prevention  efforts. 

Mr.  Stokes:     Considering  the  severity  of  this  problem,  the 
need  for  additional  resources  is  apparent.     Has  the  Department 
developed  a  plan  in  terms  of  both  outcome  and  strategy? 

Dr.  Mason:     Resources  for  violence  prevention  are  included  in 
the  comprehensive  injury  control  program  at  CDC.     Currently,  FY  1993 
funding  for  Injury  Control  is  $27  million  and  72  FTEs . 

In  addition,  CDC,  along  with  other  agencies,  is  developing  a 
comprehensive  PHS  and  Departmental  violence  initiative  which  will 
highlight  the  approach  to  violence  prevention  over  the  next  3-5 
years . 

OFFICE  OF  MINORITY  HEALTH 

Mr.  Stokes:    Dr.  Lin,  you  are  the  Acting  Director  of  the 
Office  of  Minority  Health,  is  that  correct?    Where  is  the  Department 
in  the  process  of  selecting  a  permanent  director? 

Dr.  Mason:*    Dr.  Lin  is  the  Acting  Director  of  the  Office  of 
Minority  Health.     The  PHS  is  conducting  a  nation-wide  search  for  a 
new  OMH  director.     The  vacancy  announcement  for  the  position  was 
released  on  January  21st,  and  closed  on  March  27th.  Applications 
for  OMH  director  are  being  screened  by  a  senior  PHS  panel  chaired  by 
Dr.  Audrey  Manley,  Deputy  Assistant  Secretary  for  Health. 

Mr.  Stokes:     Dr.  Lin,  the  request  for  your  office  in  FY  1993 
is  about  $15  million,  is  that  correct?    How  does  this  level  compare 
to  last  year's  level? 

Dr.  Mason:     The  FY  1993  request  of  $15.9  million  is  an 
increase  of  $41,000  over  the  FY  1992  level. 

Mr.  Stokes:    What  are  some  of  the  priority  initiatives  which 
will  be  supported  in  FY  1993?    If  you  were  to  receive  additional 
funding  for  your  office,  in  your  professional  judgment,  would  you  be 
able  to  make  use  of  it? 

Dr.  Mason:     The  FY  1993  request  will  support  the  following 
priority  efforts  to  improve  the  health  status  of  our  Nation's 
minority  populations:   (1)  Bilingual  assistance  ($3.0M),   (2)  Minority 
Community  Health  Demonstration  Grants  ($3.2M),   (3)  Interagency 
agreements  with  agencies,  staff  offices  and  other  governmental 
entities  ($2.2  M),   (4)  AIDS  Demonstration  Grants  ($1.0M),  (5) 
Technical  assistance  to  statewide  efforts  to  address  minority  health 
issues  ($400,000),   (6)  Office  of  Minority  Health  Resource  Center 
($800,000),  and  (7)  Planning,  coordination,  and  critical  review 
activities  ($700,000). 

If  Congress  were  to  supplement  the  budget  request  of  the  OMH, 
we,  would  use  the  additional  funds  to  enlarge  upon  the  base  of  OMH 
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activities  as  well  as  to  leverage  the  much  larger  budgets  of  our  PHS 
agencies  to  enhance  efforts  in  areas  such  as: 

(1)  encouraging  early  preventive  care  for  minority  children; 

(2)  enhancing  prevention  activities  for  minority  women; 

(3)  augmenting  intervention  initiatives  for  minority  men; 

(4)  increasing  the  number  of  minority  community-based,  grass  roots 
grantees  through  our  Minority  Community  Health  Coalition 
Demonstration  Grants; 

(5)  accentuating  our  efforts  to  provide  technical  assistance  to 
state  and  county  efforts  to  establish  Offices  of  Minority  Health  and 
develop  local  minority  health  agendas  and  resources; 

(6)  conducting  regional  and  national  workshops  and  conferences  on 
specific  issues  impacting  the  health  status  of  minority  populations, 
on  how  to  begin  addressing  these  issues  and  on  how  to  approach 
Federal  and  non-Federal  resources  in  seeking  support; 

(7)  reinforcing  OMH's  current  efforts  to  modify  monolingual 
materials  in  health  promotion  and  disease  prevention  to  those  that 
would  be  bilingual  and  culturally  sensitive  and  useful;  and 

(8)  supporting  the  establishment  of  useful  and  replicable  health 
data  bases  for  minority  populations. 

INDIVIDUAL  OFFICES  OF  MINORITY  HEALTH 

Mr.  Stokes:     Dr.  Mason,  individual  Offices  of  Minority  Health 
have  been  developed  throughout  the  Public  Health  Service  agencies. 
In  fact,  I  understand  that  you  established  the  first  office  of  this 
kind  when  you  were  at  CDC.     How  many  of  these  offices  currently 
exist?    Where  are  they  located? 

Dr.  Mason:     Three  PHS  agencies  (National  Institutes  of  Health, 
Centers  for  Disease  Control,  and  Health  Resources  and  Services 
Administration)  have  designated  an  office  in  the  Office  of  the 
Agency  Director  with  an  individual  who  has  responsibility  for 
coordinating  minority  health  activities  in  that  agency. 

Mr.  Stokes:     How  were  they  established  (at  the  discretion  of 
agency  directors)?    How  are  their  roles  defined? 

Dr.  Mason:     They  were  established  at  the  discretion  of  the 
agency  directors  and  their  roles  are  also  defined  by  their 
respective  agency  directors. 

Mr.  Stokes:    Are  there  uniform,  standardized  guidelines  to 
which  all  the  offices  are  subjected? 

Dr.  Mason:     These  offices  are  not  required  to  meet  a  set  of 
uniform,   standardized  guidelines.     Just  as  the  State  offices  vary, 
the  federal  agency  offices  vary  in  size  and  funding  level. 
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Mr.  Stokes:  What  are  their  funding  and  staffing  levels? 
Provide  a  breakdown  for  the  record.  Also  describe  for  each  the 
nature  of  their  responsibilities  or  mandates. 

Dr.  Mason:     Information  for  the  three  agencies  with  Offices  of 
Minority  Health  are  as  follows: 

•  CDC  -  With  a  FY  1992  budget  of  $1.1  million  and  9  FTEs,  the 
Office  of  the  Assistant  Director  for  Minority  Health  advises 
the  Director,  CDC  on  minority  health  issues;  provides 
leadership  in  assisting  CDC's  Centers,  Institutes,  and  Program 
Offices  (CIOs)  in  identifying  minority  health  problems  and 
issues  and  defining  appropriate  interventions;  develops  and 
enhances  external  contacts  regarding  minority  health  issues; 
coordinates  and  provides  leadership  for  CDC's  participation  in 
PHS  and  Departmental  minority  health  programs  and  activities; 
and  assists  CIOs  and  staff  offices  with  programs  and 
activities  that  have  or  should  have  special  impact  on  minority 
health  problems. 

•  HRSA  -      The  HRSA  Office  of  Minority  Health,  with  a  staff  of 
7  FTEs,  is  supported  by  HRSA  program  management  funds. 
HRSA/OMH  serves  as  a  focal  point  for  HRSA  activities  involving 
racial  and  6thnic  minority  groups.     The  mission  of  the 
HRSA/OMH  is  to  improve  the  delivery  of  health  services  to  a 
growing  variety  of  minority  populations.    A  key  to  success  in 
this  mission  will  be  to  develop  and  deliver  health  services 
which  maximize  the  impact  of  HRSA's  policies  and  resources. 

It  aims  to  assure  comprehensive  and  affordable  health  services 
to  target  populations,  and  to  make  the  delivery  of  services  as 
effective  as  possible  by  means  of  special  sensitivity  to 
cultural,  behavioral,  linguistic  and  health  concerns. 

•  NIH  -  The  NIH  Office  of  Minority  Programs  has  a  FY  1992  budget 
of  $10.2  million  and  8  FTEs.     It  is  proposing  a  $45  million 
Minority  Health  Initiative  in  FY  1993.     The  Office  of  Minority 
Programs  has  two  goals:  (1)  close  the  health  gap  between 
minority  and  majority  Americans  in  the  U.S.,  and  (2)  increase 
minority  participation  in  the  biomedical  sciences  through  a 
variety  of  intervention  programs  in  the  areas  of  research 
training. 

Mr.  Stokes:    Many  States  also  have  established  Offices  of 
Minority  Health.     The  first  state  to  do  so,  I  believe,  was  Ohio. 
How  many  states  have  established  these  offices? 

Dr.  Mason:     To  date,  19  states  have  established  state  offices, 
commissions,  advisory  committees  or  programs  of  minority  health 
which  have  similar  missions  and  functions  as  the  Federal  Office  of 
Minority  Health.     The  structure  and  location  of  these  entities 
differ  from  state  to  state. 

Mr.  Stokes:     To  what  extent  are  you  encouraging  or  working 
with  other  States  to  do  so? 
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Dr.  Mason:     The  formation  of  state  minority  health  entities  is 
crucial  to  the  successful  operation  of  the  minority  health  network, 
as  they  are  the  pivot  point  between  the  Federal  and  local  efforts  to 
improve  the  health  status  of  minority  populations. 

•  Some  offices  have  legislative  mandates  and  are  located  in 
state  departments  of  health,  others  are  commissions,  advisory 
committees  or  programs  of  minority  health.     The  Office  of 
Minority  Health  interacts  with  these  offices  to  provide  advice 
and  consultation  to  assist  them  to  become  operational.  OMH 
also  uses  already  established  state  level  offices  as  technical 
advisors  to  other  offices  just  getting  started. 

•  The  Office  has  established  three  levels  of  coordination: 
inter-states,  between  states  and  the  OMH,  and  between  the 
states  and  other  HHS/PHS  offices  of  minority  health.     OMH  is 
accomplishing  this  objective  through  a  number  of  activities. 
In  October  1991  the  OMH  convened  the  First  Meeting  of  the 
Minority  Health  Network.     Each  state,  the  District  of 
Columbia,  Puerto  Rico  and  the  Virgin  Islands  were  invited  to 
send  a  representative  to  participate  in  this  meeting  with 
minority  health  coordinators  from  the  PHS  agencies,  other 
components  of  DHHS,  PHS  Regional  Minority  Health  Coordinators 
representatives  from  the  Association  of  State  and  Territorial 
Health  Officers  and  the  U.S.  Conference  of  Mayors.  The 
purpose  of  the  meeting  was  twofold:   (1)  to  introduce  meeting 
participants  to  the  concept  of  the  Network;  and  (2)  to  provide 
participants  with  an  opportunity  to  explore  their  roles  in 
this  new  network.     Follow-up  to  this  meeting  is  being 
conducted  by  the  Regional  Program  Coordinators  for  Minority 
Health. 

HBCU  EFFORTS 

Mr.  Stokes:     The  Committee  has  received  a  copy  of  your  report 
on  Historically  Black  Colleges  and  Universities.     Funding  for  HBCUs 
has  increased  by  32  percent  in  FY  1991,  from  $78.6  million  in 
FY  1990  to  $103  million  in  FY  1991.     Is  that  correct? 

Dr.  Mason:     Yes,  funding  increased  by  32  percent  in  FY  1991. 

Mr.  Stokes:    What  level  of  funding  is  anticipated  for  FY  1992 
and  FY  1993? 

Dr.  Mason:     In  FY  1992,  PHS  anticipates  funding  $127  million 
to  HBCUs  while  FY  1993  funding  to  HBCUs  is  project  at  approximately 
$160  million. 

Mr.  Stokes:     The  FY  1991  amount  represents  what  percentage  of 
the  total  PHS  budget? 

Dr.  Mason:     The  percentage  of  funds  going  to  HBCUs  versus  the 
total  PHS  budget  of  salaries,  direct  operations  and  extramural 
awards,  was  0.5  percent.     The  FY  1991  total  PHS  budget  was 
$17  billion  and  of  that  amount  $103  million  supported  activities 
with  HBCUs. 
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Mr.  Stokes:    How  does  this  level  of  funding  compare  to  the 
amount  and  percentage  of  funding  which  has  been  awarded  to  majority 
institutions? 

Dr.  Mason:     FY  1991  funding  to  HBCUs  represents  1.4  percent  of 
the  PHS  funding  to  institutions  of  higher  education. 

AIDS 

Mr.  Stokes:     Last  year,  the  Committee  expressed  its  concern 
regarding  a  possible  lack  of  coordination  and  overall 
between  programs  of  the  Office  of  Minority  Health  and  CDC's  Minority 
AIDS  Programs.    We  asked  that  you  report  back  to  us  on  the 
coordination  of  these  efforts,  and  assess  whether  these  programs 
should  be  integrated  under  the  auspices  of  one  agency.    What  is  the 
status  of  that  report? 

Dr.  Mason:     The  report  was  sent  to  the  Committee  on  March  25. 

Mr.  Stokes:    What  are  some  of  the  preliminary  findings  and 
recommendations  pursuant  to  this  language? 

Dr.  Mason:     The  study  found  that  the  Office  of  Minority  Health 
and  the  Centers  for  Disease  Control  have  supported  the  expansion  of 
the  capacity  of  the  minority  community  to  deal  more  effectively  with 
the  AIDS  epidemic  in  their  own  communities  by  funding  and  providing 
technical  assistance  to  approximately  600  minority  community  based 
organizations  to  provide  HIV  prevention  education  messages.  It 
concluded  that  the  OMH  and  CDC  have  been  exemplary  in  their  efforts 
to  coordinate  minority  HIV  prevention  activities.    As  a  result,  the 
OMH  and  CDC  have  negotiated  the  transfer  to  CDC  of  OMH's  HIV/AIDS 
Education/Prevention  Grant  Program.     The  OMH  program  was  initially 
envisioned  as  a  demonstration  program,  and  as  such  has  been  very 
successful.     The  program  has  now  reached  a  level  of  maturity  where 
its  continuation  can  be  mainstreamed  into  the  programmatic  substance 
of  the  CDC. 

Mr.  Stokes:     Yesterday,  I  participated  in  a  press  conference, 
announcing  the  release  of  a  report  prepared  by  the  National  Minority 
AIDS  Council.     The  report  is  titled  "The  Impact  of  HIV  on 
Communities  of  Color:     A  Blueprint  for  the  Nineties."  Several 
issues  are  addressed.    All  deserve  full  review  at  the  Federal  level. 
Today  I  would  like  to  address  the  issue  of  funding. 

The  report  states  "Targeted  communities  receive  an  inadequate 
fraction  of  HIV-related  funds  channeled  through  State  and  local 
health  departments."    What  steps  are  the  PHS  agencies  taking  to 
ensure  enhanced  participation  of  minorities  in  terms  of  prevention, 
treatment  and  research  activities?    Has  a  comprehensive  plan  or 
strategy  been  developed? 

Dr.  Mason:     The  Centers  for  Disease  Control  (CDC)  has  adopted 
a  comprehensive  approach  to  ensuring  enhanced  participation  of 
racial  and  ethnic  minorities  in  developing  and  implementing  HIV 
prevention  strategies  which  impact  upon  the  health  status  of  their 
communities  as  well  as  that  of  the  public.     The  CDC  systematically 
receives  input  from  representatives  of  racial  and  ethnic  communities 
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concerning  the  development  of  HIV  prevention  programs  and  policies. 
This  is  usually  achieved  by  convening  advisory  panels  comprised  of 
representatives  of  CDC-supported  and  other  national  minority 
organizations,  minority  community-based  organizations  (CBOs)  and 
health  departments. 

The  CDC's  largest  financial  commitment  to  the  prevention  of 
HIV  in  racial  and  ethnic  communities  is  implemented  through 
cooperative  agreements  with  state  and  selected  local  health 
departments  which,  in  turn,  provide  funds  to  minority  CBOs.  A 
program  guidance  document  from  CDC  requires  health  departments  to 
provide  funds  under  a  specific  component  labeled  "Minority 
Initiatives"  to  facilitate  inclusion  of  racial  and  ethnic  minority 
populations  in  the  design,  implementation  and  evaluation  of  HIV 
prevention  activities  for  these  communities.    Within  this  component, 
health  departments  are  required  to  consult  regularly  with  the 
leadership  or  representatives  of  CBOs,  to  provide  direct  financial 
assistance  using  a  competitive  application  process  to  minority  CBOs, 
and  to  provide  technical  assistance  to  CBOs. 

Health  departments  also  support  HIV  prevention  and  early 
intervention  in  racial /ethnic  minority  populations  through  all  of 
the  other  components  of  their  cooperative  agreements  including 
counseling,  testing,  referral  and  partner  notification;  training  and 
quality  assurance;  health  education/ risk  reduction;  and  public 
information  programs. 

Financial  and  technical  support  is  also  provided  directly  by 
CDC  to:     1)  national  and  regional  minority  organizations  which 
provide  training  and  technical  assistance  to  CBOs  in  specific 
jurisdictions;  2)  minority  and  other  CBOs;  and  3)  the  U.S. 
Conference  of  Mayors  which,  in  turn,  provides  financial  and 
technical  assistance  to  CBOs. 

Finally,  CDC  supports  numerous  behavioral  research  studies 
including  those  funded  under  the  Community-Based  Demonstration 
Program  and  the  Perinatal  HIV  Prevention  Program  which  are  designed 
to  curtail  the  spread  of  HIV  and  AIDS  in  racial  and  ethnic 
populations . 

Mr.  Stokes:     For  the  activities  currently  underway,  what  level 
of  funding  will  support  these  efforts  in  FY  1993? 

Dr.  Mason:     Funds  to  support  these  activities  are  included  in 
the  OASH  Office  of  Minority  Health  and  in  the  Centers  for  Disease 
Control.     The  FY  1993  OMH  budget  request  for  minority  AIDS 
initiatives  is  $2.1  million  and  5  FTEs  and  will  support  the 
following : 

•  AIDS  Demonstration  Program,  ($1  million); 

•  Minority  Community  health  Coalition  Grants,   ($.5  million); 

•  Conferences  and  Workshops,   ($.1  million). 
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The  FY  1993  CDC  request  for  minority  AIDS  initiatives  includes 
$47.5  million  as  follows: 


CDC  Special  Minority  Initiatives  (SMI) 
National  Minority  Organizations: 

Extramural  $7.9  million 

Intramural  $1.7  million 

Other  SMI  $37.9  million 

Total,  CDC  $47.5  million 
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NATIONAL  VACCINE  PROGRAM 

Mr.  Early:     The  FY  1992  budget  for  the  National  Vaccine 
Program  is  $7.9  million.     For  FY  1993,  you  have  proposed  a  budget  of 
$2.8  million,  a  $5.1  million  decrease  from  the  FY  1992  level.  Why 
have  you  proposed  such  a  substantial  reduction  in  this  program? 

Dr.  Mason:    Congress  intended  that  the  National  Vaccine 
Program  Office  (NVPO)  stimulate,  direct,  facilitate  and  catalyze  the 
federal  immunization  program  as  well  as  to  provide  policy  advice  and 
coordination.    However,  it's  primary  function  is  not  program 
operations  (i.e.  purchasing  vaccines  or  awarding  grants).     The  NVPO 
FY  1993  budget  supports  program  coordination,  but  not  immunization 
project  funding.     These  resources  are  requested  for  the  highest 
priority  projects  by  NIH,  CDC  and  FDA. 

Mr.  Early:  The  Justification  indicates  that  high  priority 
projects  will  be  funded  elsewhere.  Are  any  of  the  NVPO  projects 
being  terminated? 

Dr.  Mason:     In  FY  1993,  the  requests  for  funding  of  vaccine 
research  and  development  are  made  within  the  individual  PHS 
agencies.    The  highest  priority  vaccine  activities  currently 
supported  by  the  NVPO  in  FY  1992  —  acellular  pertussis  vaccine 
development  --  will  be  supported  in  the  agencies  in  FY  1993. 

Mr.  Early:     The  National  Vaccine  Advisory  Committee  recently 
released  a  report  entitled,  "The  Measles  Epidemic.1'    Would  you 
summarize  the  problems  this  report  identified  and  the 
recommendations  it  made  to  address  these  problems? 

Dr.  Mason:     The  National  Vaccine  Advisory  Committee  (NVAC) 
Report  on  "The  Measles  Epidemic"  identified  the  principal  cause  of 
the  measles  epidemic  as  a  failure  to  immunize  children  on  time  and 
highlighted  the  problems  in  the  vaccine  delivery  infrastructure. 

Major  reasons  for  the  low  vaccine  coverage  exist  within  the 
health  care  system  itself  which  create  barriers  to  obtaining 
immunization  and  fail  to  take  advantage  of  many  opportunities  to 
provide  vaccines  to  children  when  such  children  make  health  care 
visits.    Many  of  the  barriers  result  from  policies  which  require 
advance  appointments  rather  than  providing  immunization  on  request, 
and  policies  that  require  comprehensive  physician  evaluations  when 
appointments  for  such  evaluations  may  take  weeks  to  months  to 
obtain.     Other  barriers  result  from  insufficient  State  and  local 
resources  resulting  in  inadequate  nursing  staff,  clinic  hours,  and 
clinic  locations. 

The  NVAC  Report  discussed  13  recommendations  to  address  the 
infrastructure  problems.    Many  of  the  recommendations  require 
changes  in  the  policy  for  immunization  delivery  and  do  not  need 
increased  resources  for  implementation.     Others,  however,  require 
new  resources.     The  recommendations  encompassed  5  areas  for 
analysis,  review  and  action,  they  are:     Improve  the  Availability  of 
Immunizations;     Improve  the  Management  of  Immunization  Delivery; 
Assess  Childhood  Immunization  Status;     Focus  on  Measles  Prevention; 
and,  the  Need  for  New  Information.    The  NVAC  Subcommittee  on  Access 
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to  Services  is  making  further  efforts  to  understand  the  barriers  to 
access  with  emphasis  on  unmet  needs  related  to  3rd  party  payments. 

In  response  to  the  Secretary's  Program  Directions  calling  for 
improved  access  to  immunization  services  and  the  NVAC  Report,  the 
National  Vaccine  Program  Office  (NVPO)  convened  an  Interagency 
Committee  on  Immunization  (ICI)  consisting  of  14  Department  of 
Health  and  Human  Services  offices  and  3  other  Cabinet-level 
Departments  to  address  these  recommendations.     It  is  designed  to 
improve  the  Nation's  access  to  immunization  services.     The  NVPO, 
through  the  ICI,  will  act  to  remove  barriers  and  impediments  to 
immunization  services.     The  NVPO  will  monitor  and  assess  each 
agency's  progress  in  meeting  their  specific  goals. 

Mr.  Early:    Are  there  funds  in  the  FY  1993  budget  request 
(either  NVPO  or  other  agencies)  to  implement  these  recommendations? 

Dr.  Mason:    Yes,  funds  are  contained  in  the  Fiscal  Year  1993 
budget  requests  of  the  following  agencies:     Centers  for  Disease 
Control,  Health  Resources  and  Services  Administration,  Indian  Health 
Service,  and  the  Office  of  the  Assistant  Secretary  for  Health. 

Mr.  Early:     If  so,  how  much  and  for  what  purposes? 

Dr.  Mason:     A  total  of  $75.3  million  is  requested  in  the  PHS 
agencies  Fiscal  Year  1993  budget  for  implementing  the 
recommendations  of  the  Interagency  Committee  on  Immunization  (ICI) 
Plan.     The  Centers  for  Disease  Control  (CDC)  FY  1993  budget  request 
includes  $74.3  million  to  fully  implement  the  recommendations. 
These  funds  will  assist  State  and  localities  in  removing  barriers  to 
immunization,  to  support  their  vaccine  delivery  infrastructure,  and 
to  expand  support  for  the  purchase  of  Hib  vaccine  and  the  second 
dose  of  MMR.     The  CDC  budget  request  also  includes  funds  to  develop 
and  pilot  test  methods  of  measuring  immunization  coverage  and 
provide  technical  assistance  to  the  WIC  and  AFDC  programs  and 
clinics  to  develop  systems  to  determine  immunization  status. 

The  Health  Resources  and  Services  Administration  will  modify 
the  SPRANS  Community -based  System  of  Services  grants  to  support 
public-private  sector  partnerships  for  immunization  programs 
improvements.     The  Indian  Health  Service  will  increase  immunization 
screening,  education  and  implementation  of  a  vaccine  registration 
system. 

Mr.  Early:    When  will  the  National  Vaccine  Plan  be  completed? 

Dr.  Mason:    Under  the  auspices  of  the  National  Vaccine  Program 
Office,  the  National  Vaccine  Plan  is  being  developed  in 
collaboration  with  the  Public  Health  Service  agencies,  the  Agency 
for  International  Development,  the  Department  of  Defense  and  with 
the  advice  of  the  National  Vaccine  Advisory  Committee  (NVAC).  After 
the  National  Vaccine  Plan  is  presented  to  the  full  NVAC  in  April, 
the  Committee  will  consult  with  the  private  sector  (e.g.  the 
American  Academy  of  Pediatrics)  and  industry.     The  Plan  will  then 
undergo  Departmental  clearance.    Congress  should  receive  the  Plan 
toward  the  end  of  this  summer. 
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Mr.  Early:     Could  you  give  us  a  preview  of  what  this  plan 
calls  for? 

Dr.  Mason:    The  National  Vaccine  Plan  calls  for  emphasis  in 
four  major  areas.     The  first  area  is  entitled  "Strengthen  the 
Vaccine  Supply  and  Delivery  Infrastructure".     It  addresses  the 
problems  and  barriers  associated  with  the  vaccine  delivery  system 
and  vaccine  supply  issues.    The  next  area  of  emphasis  is  the 
"Development  of  New  Vaccines  and  Improvement  of  Existing  Vaccines" 
which  is  directed  at  harvesting  the  available  biotechnology.  Next, 
the  Plan  discusses  the  "Improvement  of  Vaccine  Performance  and 
Surveillance  of  Vaccines  and  Immunization-Related  Activities",  to 
assure  that  adverse  advents  are  minimized.    Finally,  the  fourth  area 
discusses  our  responsibilities  as  a  principal  global  participant  in 
the  control  of  communicable  diseases  through  a  section  entitled 
"Foster  and  Support  Global  Immunization  Programs". 

PHS  EMERGENCY  PREPAREDNESS 

Mr.  Early:    You  are  requesting  $1  million  for  a  new  Emergency 
Preparedness  Program.    Why  is  this  program  necessary  and  how  will 
these  funds  be  used? 

Dr.  Mason:    My  office  has  vital  leadership  and  coordination 
responsibilities  related  to  the  provision  of  urgently  needed  health, 
medical,  mental  health,  and  human  services  assistance  to  States  and 
localities  in  the  event  of  a  catastrophic  disaster  or  emergency 
anywhere  in  the  United  States.     The  purpose  of  this  request  is  to 
initiate  support  for  an  urgently  needed  emergency  preparedness 
infrastructure  in  five  of  our  ten  PHS  Regional  Offices.     Our  PHS 
Regional  Health  Administrators  (RHAs)  serve  as  my  personal 
representatives  in  their  assigned  regions,  and  as  such,  have  the 
responsibility  to  carry  out  emergency  preparedness  activities  at 
that  level.     These  activities  cannot  currently  be  carried  out 
effectively  within  existing  available  resources.     The  requested 
funds  would  permit  us  to  begin  supporting  the  needed  infrastructure. 

In  addition,  my  office  has  lead  Federal  responsibility  for 
administration  and  coordination  of  the  National  Disaster  Medical 
System  (NDMS).    A  key  component  of  the  NDMS  involves  disaster 
medical  response:  that  is  organizing,  training,  and  equipping 
volunteer  Disaster  Medical  Assistance  Teams  (DMATs)  in  various  local 
communities  around  the  Nation  .     These  DMATs  are  available  to  assist 
local  and  State  authorities  in  response  to  day-to-day  events;  but 
some  also  must  be  available  for  national  level  response  in  the  event 
of  a  catastrophic  occurrence.     In  order  to  be  effectively  used  in  a 
national-level  response,  the  DMATs  must  be  specially  trained  and 
equipped  for  rapid  mobility  and  self-sufficiency.     These  training 
and  equipment  needs  cannot  be  met  within  existing  resources.  We 
estimate  that  a  minimum  initial  capital  investment  of  $50,000  per 
Team  is  needed  to  assure  proper  equipment  and  training  capability. 
Following  the  initial  capital  investment,  we  estimate  a  minimum  of 
$5,000  per  team  per  year  for  maintaining  DMAT  readiness.  A 
catastrophic  domestic  disaster  may  require  60-75  such  teams 
nationwide.     Hence,  a  portion  of  the  requested  resources  would  be 
directed  toward  initial  capital  investment  in  equipment  and  training 
for  eight  DMATs. 
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Mr.  Early:     Should  funds  be  provided  for  this  program,  could 
you  give  us  some  idea  of  what  your  plans  are  for  the  next  couple  of 
years? 

Dr.  Mason:    We  have  not  been  able  to  finance  these  particular 
activities  in  the  past,  although  other  aspects  of  our  emergency 
preparedness  responsibilities  have  been  supported  from  existing 
resources.    However,  the  rapid  growth  of  our  emergency  preparedness 
responsibilities,  and  the  corresponding  increase  in  the  expectations 
for  PHS  leadership  and  coordination,  have  outstripped  our  ability  to 
fund  certain  activities  from  other  sources.    Hence,  appropriated 
resources  are  mandatory  for  the  stated  purposes. 

Mr.  Early:    Do  you  anticipate  increasing  funds  for  this 
program  in  subsequent  years? 

Dr.  Mason:    An  example  of  possible  projected  funding  for 
emergency  preparedness  is  as  follows: 

LONG  RANGE  ESTIMATES  FOR  EMERGENCY  PREPAREDNESS  * 
(Dollars  in  millions) 

Year  1  Year  2                   Year  3                   Year  4 

$1.00  $1.00                      $1.00  $1.00 

FY  1993  Request: 

Year  1           (Total:  $1.00  million) 

This  level  of  funding  would  support  regional  Emergency 
Preparedness  Staff  in  the  PHS  Regions,  as  well  as  support 
initial  equipment  and  training  needs  of  National  Disaster 
Medical  System  (NDMS)  Disaster  Medical  Assistance  Teams 
(DMATs)  at  a  cost  of  $50,000  per  Team. 

Year  2  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.    The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 

Year  3  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.     The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 

Year  4  (Total:     $1.00  million) 

These  resources  would  continue  support  for  Emergency 
Preparedness  staff  in  the  PHS  Regions.     The  equipment  and 
training  needs  of  the  DMATs  would  be  maintained. 


Taken  from  the  Long  Range  Projections  presented  with  the 
FY  1993  President's  Budget. 
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PHYSICAL  FITNESS  AND  SPORTS 

Mr.  Early:    You  are  requesting  an  increase  of  $611,000  for  the 
Physical  Fitness  and  Sports  Program  for  fitness  programs  for  the 
elderly.    What  are  your  plans  in  this  area? 

Dr.  Mason:    We  intend  a  vigorous  campaign,  a  multi-faceted 
outreach  to  the  senior  set,  the  aging  population,  50  years  of  age 
and  over.    We  are  planning  to  have  the  Chairman  of  the  PCPFS 
speaking  around  the  country  and  at  important  conferences  and 
conclaves  which  focus  on  the  older  population,  to  motivate,  educate 
and  inspire  people  to  make  regular  exercise  and  physical  activity 
important  parts  of  life.     The  PCPFS  will  work  closely  with  other 
government  agencies  and  the  private  sector  in  pursuit  of  Healthy 
People  2000  goals  and  objectives  as  we  emphasize  good  health  habits 
and  lifestyle  factors.    A  number  of  regional  PCPFS  co-sponsored 
conferences  which  may  be  entitled  "Healthy  and  Fit  Aging"  are 
envisioned  with  some  appropriate  new  written  materials  on  Senior 
Fitness . 

Mr.  Early:     These  past  two  weeks,  we've  talked  with  some  NIH 
Directors  about  the  benefits  of  exercise  for  the  elderly  and  in  the 
aging  process.    Does  this  office  consult  or  interface  with  any  of 
the  institutes  at  NIH? 

Dr.  Mason:    Yes.     The  PCPFS  promotes  cooperation  with  NIH 
programs  directed  to  the  elderly  through  its  work  on  May  as  National 
Physical  Fitness  and  Sports  Month  (also  older  Americans  Month)  and 
serves  as  a  cooperating  agency  in  planning  for  National  Osteoporosis 
week.     Examples  of  ongoing  collaboration  are:     the  Presidential 
Sports  Award  program,  the  Senior  State  Games  and  Olympics,  and  a 
constant  exchange  of  information  at  the  staff  level.     The  PCPFS  is 
also  currently  cooperating  with  NIH  components  on  Healthy  People 
2000  and  the  proposed  1993  White  House  Conference  on  Aging. 

Mr.  Early:    Who  develops  these  physical  fitness  tests  and 
programs? 

Dr.  Mason:     The  PCPFS  utilizes  the  expertise  and  experience  of 
its  Staff  plus  members  of  the  Council  and  Special  Advisors  who  have 
been  designated  by  the  Council.    We  do  not  develop  tests  and 
programs  in  a  vacuum.     There  is  close  liaison  with  organizations  and 
highly  respected  leaders  in  the  fitness,  research,  and  physiology 
disciplines  in  the  development  process.     The  American  College  of 
Sports  Medicine,  the  Institute  for  Aerobic  Research,  and  NIH  are 
representative  of  the  groups  involved  in  exercise  for  aging-related 
projects . 
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IMPACT  ON  PATIENTS 

Mr.  Hoyer:     I  have  a  simple  question.    May  doctors  provide 
complete  options  counseling  to  a  woman  facing  an  unintended 
pregnancy? 

Dr.  Mason:     "Options  counseling"  is  an  expression  used  in  the 
1981  guidelines  superseded  by  the  1988  regulations,  and  thus,  is  not 
included  in  current  Title  X.    However,  as  President  Bush's 
memorandum  stated,  "Nothing  in  these  regulations  is  to  prevent  a 
woman  from  receiving  complete  medical  information  about  her 
condition  from  a  physician"  in  Title  X. 

Mr.  Hoyer:  If  the  answer  is  yes,  doesn't  this  constitute  a 
change  from  the  regulations?  If  the  answer  is  no  then  there  is  no 
change  to  the  regulations? 

Dr.  Mason:  The  effect  of  the  President's  memo  is  recognition 
of  the  unique  physician-patient  relationship  in  a  manner  consistent 
with  the  regulation. 

Mr.  Hoyer:    How  do  you  reconcile  the  guidance  from  President 
Bush's  statements  over  the  last  few  months  saying  that  there  should 
be  no  interference  in  the  doctor /patient  relationship? 

Dr.  Mason:     The  guidance  provided  by  Dr.  Archer,  Deputy 
Assistant  Secretary  for  Population  Affairs  is  consistent  with  the 
guidance  provided  by  the  President  in  his  memorandum  of 
November  5,  1991.     Nothing  in  the  regulation,  or  in  the  manner  in 
which  it  is  being  implemented,  interferes  with  the  doctor/patient 
relationship. 

Mr.  Hoyer:  May  doctors  in  Title  X-funded  clinics  refer  women 
for  an  abortion? 

Dr.  Mason:    A  physician  in  Title  X  has  no  restriction  placed 
on  the  medical  content  of  his  or  her  speech  to  a  patient.  Because 
the  basis  for  referrals  is  the  project's  referral  list,  a  physician 
in  Title  X  will  use  this  list  for  referrals.    An  exception  to  this 
would  be  a  specialized  or  emergency  care  provider,  such  as  a  nearby 
hospital  that  could  treat  a  patient  with  an  ectopic  pregnancy,  which 
does  not  have  to  appear  on  the  list  for  the  physician  to  make  a 
referral . 

Mr.  Hoyer:     I  do  not  mean  to  facilities  that  might  provide 
abortions  on  the  side.    If  the  answer  is  no,  or  if  Dr.  Mason  says 
only  to  facilities  that  provide  primarily  prenatal  care  services, 
doesn't  that  constitute  a  restriction  on  the  doctor/patient 
relationship? 

Dr.  Mason:    The  list  is  designed  to  be  a  useful  reference 
resource  for  the  physician  and  the  client.    This  list  will  be 
inclusive  of  all  appropriate  continuing  care  providers.     It  will  be 
designed  in  a  manner  to  meet  the  needs  of  our  clients,  and  help  her 
choose  a  provider  of  continuing  care. 
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Mr.  Hoyer:    Most  states  have  licensing  laws  that  make  patient 
education  a  mandatory  part  of  the  nursing  profession.     May  a  nurse 
or  other  allied  health  professional  who  has  been  trained  to  provide 
family  planning  services  offer  complete  options  to  counseling  to 
women  facing  unintended  pregnancies?    Why  not 7 

Dr.  Mason:     The  regulations  issued  February  2,  1988  prohibit 
abortion  counseling  and  referral.     This  prohibition  is  based  on 
prohibitory  language  in  the  statute  and  has  been  upheld  by  the 
Supreme  Court.     It  is  not  based  in  any  way  on  consideration  of  the 
dependency  or  inadequacy  of  training  of  nurses  or  other  clinic 
staff.     Physicians  have  no  restriction  placed  on  any  discussion 
between  physician  and  patient,  and  this  is  based  on  the  unique 
character  of  physician/patient  relationship. 

Mr.  Hoyer:     May  a  nurse  or  other  allied  health  professional 
refer  women  to  facilities  that  provide  abortions?    Why  not? 

Dr.  Mason:     Pregnancy  counseling  is  not  a  part  of  the  limited 
range  of  services  offered  by  Title  X,  but  is  a  service  provided  by 
continuing  care  programs  to  which  clients  are  referred.     The  1988 
regulation  excludes  abortion  counseling,  referral  and  steering  from 
the  Title  X  program. 

Mr.  Hoyer:     How  can  nurses  retain  their  licenses  under  these 
conditions? 

Dr.  Mason:     Nurses  employed  in  Title  X  projects  are  not  at 
risk  of  licensure  loss,  because  there  are  no  limitations  on  their 
ability  to  provide  family  planning  services  to  non-pregnant  clients 
of  the  Title  X  program. 

Mr.  Hoyer:    Will  there  be  any  health  personnel  left  to  work  in 
family  planning  clinics? 

Dr.  Mason:    We  do  not  believe  that  there  will  be  any 
significant  loss  of  staff  in  Title  X  programs. 

COMPLIANCE 

Mr.  Hoyer:     The  memorandum  states  that  you  will  evaluate 
compliance  on  a  case-by-case  basis  --  give  us  some  examples.  Will 
you  enforce  these  regulations  equally  against  all  types  of 
facilities  that  provide  family  planning  services? 

Dr.  Mason:     The  regulation  will  be  equally  and  fairly  applied. 
Grantees  will  be  asked  to  provide  the  Regional  Health  Administrator 
(RHA)  with  an  assurance  that  they  will  come  into  compliance  with  the 
requirements  of  the  regulation,  which  will  be  accepted  on  good 
faith.     Other  evidence  of  compliance  will  only  be  sought  in  those 
cases  where  it  is  deemed  necessary.     Sec.  59.9  states  the  factors 
that  will  be  applied  in  making  this  determination. 

Mr.  Hoyer:    When  will  the  regulations  be  implemented? 

Dr.  Mason:     The  guidance  went  out  to  the  RHAs  on  March  20, 
1992.    Within  two  weeks  they  will  send  notification  letters  to  the 
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grantees  seeking  assurances  of  compliance.    Within  30  days  of 
receiving  this  notification,  the  grantees  will  be  expected  to  reply 
with  their  assurance.     The  grantees  will  then  have  another  30  days 
to  come  into  compliance. 

Mr.  Hoyer:    What  specifically  are  DHHS '  plans  to  monitor 
compliance? 

Dr.  Mason:     The  Department  will  accept  the  assurances  provided 
by  the  grantees  as  made  in  good  faith.     In  addition,  monitoring 
compliance  will  be  conducted  through  the  ordinary  and  usual  means  in 
federally  funded  grant  programs,  such  as  by  routine  site  visits. 

Mr.  Hoyer:    Will  you  rely  on  evidence  from  Operation  Rescue? 

Dr.  Mason:     The  Department  has  the  obligation  to  investigate 
complaints  from  clients  and  the  public  that  are  found  to  have 
substance. 

Mr.  Hoyer:    Do  you  believe  in  a  patient's  right  to  informed 
consent? 

Dr.  Mason:     Informed  consent  is  an  essential  element  of 
medical  care.     The  consent  should  be  appropriate  to  the  services 
provided.     Because  Title  X  provides  pre-pregnancy  family  planning 
services,  informed  consent  in  Title  X  means  that  a  client  must 
freely  choose  her  family  planning  method.     This  is  especially 
important  for  sterilization,  which  should  be  regarded  as  non- 
reversible . 

Mr.  Hoyer:     Isn't  it  the  responsibility  of  all  health 
professionals  to  ensure  patients*  rights  to  informed  consent,  no 
matter  where  the  patient  is  receiving  care? 

Dr.  Mason:     Because  Title  X  provides  pre-pregnancy  services, 
it  gives  its  clients  who  are  diagnosed  pregnant  a  list  of  continuing 
care  providers.     The  client's  choice  is  preserved  because  she  will 
freely  choose  her  continuing  care  provider.     The  Title  X  clinic  may 
not  direct  her  to  a  particular  clinic,  nor  direct  her  toward  a 
particular  outcome  of  her  pregnancy.     States  and  their  particular 
laws  do  not  have  authority  over  a  federally  funded  program  such  as 
Title  X,  and  Title  X  cannot  be  excluded  from  any  State.    However,  it 
is  true  that  States  which  are  Title  X  grantees  may  freely  choose  to 
forego  Federal  funding  and  construct  other  services. 

Mr.  Hoyer:     Over  four  million  women  nationwide  rely  on  family 
planning  services  from  the  Title  X-funded  clinics.     Some  family 
planning  clinics  may  be  prevented  by  their  own  state  informed 
consent  laws  from  accepting  Title  X  funding,  or  may  choose  to 
provide  complete  services  and  referrals  as  part  of  good  health  care. 
What  are  DHHS'  plans  to  meet  the  needs  of  patients  in  states  that 
can  no  longer  count  on  Title  X  funds? 

Dr.  Mason:     The  Department  cannot  estimate  at  this  time  how 
many,  if  any,  grantees  will  discontinue  participation  in  the  Title  X 
program.    If  necessary,  the  Department  will  expeditiously  seek  out 
and  develop  contractual  arrangements  with  new  grantees. 
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Mr.  Hoyer:     Will  DHHS  open  new  clinics  on  its  own? 

Dr.  Mason:     As  I  answered  the  question  above,  the  Department 
cannot  estimate  at  this  time  how  many,  if  any,  grantees  will 
discontinue  participation  in  the  Title  X  program.     If  necessary,  the 
Department  will  expeditiously  seek  out  and  develop  contractual 
arrangements  with  new  grantees. 

Mr.  Hoyer:     The  guidance  states  that  women  who  need  more 
information  may  be  referred  to  full-service  facilities  that  may 
provide  her  with  the  services  she  needs.    What  about  those  patients 
who  have  no  health  insurance  or  are  not  eligible  for  Medicaid? 

Dr.  Mason:    A  Title  X  referral  list  should  include  a  broad 
array  of  providers  in  its  service  area  including  those  which  are 
supported  by  Federal  and  State  public  funds  to  provide  health 
services  to  low- income  persons. 

Mr.  Hoyer:     How  are  those  patients  supposed  to  find  the 
information,  much  less  the  services  they  need? 

Dr.  Mason:     The  referral  list  will  be  a  source  for  clients  in 
choosing  continuing  care.     Information  can  be  provided  to  clients 
about  particular  aspects  of  these  providers,  such  as  participation 
in  Medicaid  or  provision  of  bi-lingual  services. 

Mr.  Hoyer:    What  are  DHHS'  plans  to  meet  the  needs  of  prenatal 
care  patients  --  who  already  wait  up  to  three  to  six  weeks  for  their 
first  appointments  --  when  the  influx  of  women  seeking  options 
counselling  must  be  referred  to  facilities  that  provide  prenatal 
care? 

Dr.  Mason:     Title  X  has  never  been  designed  or  funded  to 
provide  counseling  or  services  after  determination  of  pregnancy. 
After  determination  of  pregnancy  and  the  provision  of  the  referral 
list  for  continuing  care,  a  client  is  also  given  information 
necessary  to  protect  the  health  of  the  mother  and  unborn  child  until 
such  time  as  the  referral  appointment  is  kept. 

Mr.  Hoyer:     Concerning  the  Title  X  family  planning  "gag  rule" 
guidance:     upon  a  woman's  request,  may  a  doctor  refer  a  woman  for  an 
abortion? 

Dr.  Mason:    A  physician  has  no  restriction  on  the  content  of 
his  or  her  medical  speech,  and  may  provide  any  medical  information 
based  on  good  professional  judgement.     He  or  she  should  allow  a 
patient  to  choose  the  source  of  any  referral  from  the  list  of 
providers  which  the  clinic  has  developed. 

Mr.  Hoyer:    Why  must  a  woman  who  knows  she  wants  an  abortion 
be  referred  for  prenatal  care? 

Dr.  Mason:     Some  women  visit  Title  X  projects  solely  for  tests 
to  determine  whether  they  are  pregnant,  which  is  an  outreach  service 
of  the  program.     Title  X  projects  do  not  provide  pregnancy 
counseling,  but  will  provide  lists  to  facilitate  client  choice. 
These  are  providers  of  continuing  care:  they  all  will  offer  prenatal 
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care,  in  addition  to  other  pregnancy  counseling  that  may  include 
abortion  counseling. 

Mr.  Hoyer:    Given  that  American  health  care,  and  especially 
our  Public  Health  Service  programs,  depends  on  non-physician 
professionals,  why  does  the  guidance  prohibit  anyone  other  than  a 
doctor  from  providing  patients  with  objective  medical  information? 

Dr.  Mason:     Pregnancy  counseling  and  health  services  are  not 
provided  in  the  Title  X  program.     The  program  sees  a  large  number  of 
women  for  a  limited  range  of  services.     Title  X  clinics  are  already 
strained  by  service  needs,  and  each  year  these  health  needs  grow. 
The  physician-patient  relationship  is  a  unique  one,  and  it  is 
appropriate  that  there  is  an  assurance  that  any  medical  matter  can 
be  discussed  in  these  visits. 

Mr.  Hoyer:     Is  it  not  standard  medical  practice  for  doctors  to 
give  standing  orders  to  other  health  care  professionals? 

Dr.  Mason:    Delegation  of  standing  orders  by  physicians 
depends  on  the  service  provision  under  consideration.  Abortion 
counseling  is  excluded  from  Title  X.     The  guidance  on  implementation 
of  the  Title  X  regulations  does  not  provide  for  delegation  to  other 
staff,  and  states  that  any  discussion  of  abortion  is  limited  to 
information  "provided  only  by  a  physician  directly  to  his  or  her 
patient" . 

Mr.  Hoyer:     How  can  strict  enforcement  of  the  regulations  not 
upset  operation  of  public  health  clinics  which  have  integrated  Title 
X  with  other  health  care  programs  which  do  not  restrict  abortion 
counseling  and  referral?  (programs  such  as  Maternal  and  Child 
Health,  Social  Services  block  grant,  and  Medicaid) 

Dr.  Mason:     The  regulation  will  be  implemented  in  a  manner  to 
promote  continuity  of  care,  especially  where  there  are  co-sited 
Maternal  and  Child  Health,  Social  Services  block  grant,  or  Medicaid 
providers.     The  guidance  states  that  the  co-sited  clinic  "may 
qualify,  through  provision  of  the  required  services,  to  be  on  the 
list  as  a  referral  source"  as  a  choice  for  the  pregnant  client. 

Mr.  Hoyer:    Why  won't  enforcement  of  the  regulations  force 
changes  of  staffing,  finances,  and  facilities  for  integrated  state 
and  county  health  clinics? 

Dr.  Mason:     The  guidance  states:  "The  regulation  governs  only 
the  operation  of  programs  funded  by  Title  X."     The  Department  does 
not  impede  the  continuity  of  care  for  its  clients.     In  fact,  the 
guidance  promotes  continuity  of  care.     It  states,  "If  the  client 
chooses  and  [qualified  co-sited]  clinic  time  permits,  provision  of 
continuing  prenatal  care  may  follow  immediately  upon  the 
determination  of  pregnancy  and  the  provision  of  the  list." 

Mr.  Hoyer:    Would  clinics  receiving  Title  X  funds  be  allowed 
to  offer  complete  counseling  with  non-Title  X  funds? 

Dr.  Mason:    The  regulations  govern  the  entire  Title  X  project, 
and,  according  to  sec.  59.2,  "project  funds  include  all  funds 
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allocated  to  the  Title  X  program,  including  but  not  limited  to  grant 
funds,  grant-related  income  or  matching  funds."  The  regulation  does 
not  affect  non-project  activities  of  the  grantee. 

Mr.  Hoyer:     To  offer  complete  referral  lists  made  up  and 
distributed  with  non-Title  X  funds? 

Dr.  Mason:     Because  the  regulation  governs  the  entire  project, 
the  referral  list  used  in  the  project  will  be  developed  according  to 
sec.  59.8  of  the  regulation.    A  Title  X  project  is,  according  to 
sec.  59.2,   "a  coherent  assembly  of  plans,  activities  and  supporting 
resources " . 

Mr.  Hoyer:     How  will  you  determine  which  Title  X  projects  are 
co-located  with  the  prohibited  activities  of  full  counseling  and 
referral  and  which  are  not? 

Dr.  Mason:     The  grantees  are  aware  of  the  requirements  of  the 
regulation.     The  Department  will  accept  their  assurances  on  good 
faith.     The  flexible  facts  and  circumstances  approach  set  out  in 
sec.  59.9  will  be  used  by  the  Department  in  those  cases  that  require 
further  determination  of  compliance. 
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NATIONAL  VACCINE  PROGRAM 

Mr.  Young:     Dr.  Mason,  the  1991  report  of  the  National  Vaccine 
Program's  National  Vaccine  Advisory  Committee  concluded  that  the 
principal  cause  of  our  most  recent  measles  epidemic  was  our  failure 
to  immunize  children  on  time.     The  Advisory  Committee  concluded  that 
this  related  directly  to  our  lack  of  a  coordinated  system  to  deliver 
vaccines  to  children.    As  the  result  of  this  report,  the  National 
Vaccine  Program  convened  an  Interagency  Committee  on  Immunization, 
which  included  representatives  of  13  federal  agencies  and  offices, 
to  discuss  how  to  ensure  that  all  preschool  children  are  immunized. 
Can  you  summarize  the  Interagency  Plan  which  you  have  recently 
signed  off  on? 

Dr.  Mason:     The  Plan  is  designed  to  improve  the  Nation's 
access  to  immunization  services  through  1)  improved  coordination 
among  Federal  health,  income,  housing,  education  and  nutrition 
programs;  2)  making  delivery  systems  more  user  friendly  by  removing 
policy  and  management  barriers;  and  3)  by  enhancing  the  vaccine 
delivery  infrastructure.     The  Interagency  Committee  on  Immunization 
(ICI)  Plan  is  organized  under  14  separate  goals  and  120  action  steps 
to  coordinate  vaccine  activities.     These  goals  also  complement  and 
support  national  disease  prevention  objectives  in  the  Department's 
Healthy  People  2000  Report. 

The  plan  responds  to  recommendations  for  improving  access  to 
immunization  services  presented  in  a  published  report  by  the 
National  Vaccine  Advisory  Committee,   "The  Measles  Epidemic:  The 
Problems,  Barriers,  and  Recommendations."     It  also  responds  to  the 
Secretary's  Program  Directions  #8  (provides  for  increased  access  to 
immunization  services  for  children  age  0-5  and  targets  services  for 
high-risk  and  hard-to-reach  populations)  and  #9  (directs  PHS 
agencies  to  develop  new  approaches  to  raising  immunization  coverage 
to  targeted  populations). 

Mr.  Young:     Dr.  Mason,  what  is  the  role  of  the  National 
Vaccine  Program  in  overseeing  its  implementation? 

Dr.  Mason:     The  National  Vaccine  Program  Office  (NVPO),  is 
responsible  for  overseeing  the  implementation  of  the  Immunization 
Committee  on  Immunization  (ICI)  Plan.     The  NVPO,  through  the  ICI, 
will  act  to  remove  barriers  and  impediments  to  immunization 
services.     The  NVPO  will  monitor  and  assess  each  agency's  progress 
in  meeting  their  specific  goals.     Each  agency /of f ice  will  prepare  a 
quarterly  progress  report  on  the  organization's  implementation 
efforts . 

Those  Public  Health  Service  components  represented  on  the  ICI 
with  implementation  responsibilities  under  the  Plan  include  the 
Centers  for  Disease  Control,  the  Health  Resources  and  Services 
Administration,  the  Indian  Health  Service,  the  National  Vaccine 
Program  Office,  and  the  Office  of  Minority  Health.     Other  Department 
agencies  represented  on  the  Committee  with  implementation 
responsibilities  include  the  Health  Care  Financing  Administration 
and  the  Administration  for  Children  and  Families.     Because  several 
agencies  have  immunization  activities  that  must  be  coordinated  with 
other  Departments,  the  Committee  also  includes  liaison 
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representatives  from  the  Department  of  Agriculture  (i.e.,  the  Women, 
Infants  and  Children's  Program),  the  Department  of  Education,  and 
the  Department  of  Housing  and  Urban  Development  (i.e.,  public 
housing  program) . 

Mr.  Young:     Dr.  Mason,  can  you  summarize  the  major 
responsibilities  of  the  National  Vaccine  Program? 

Dr.  Mason:     The  National  Vaccine  Program  Office's  (NVPO) 
responsibilities  involve  catalyzing  the  full  spectrum  of 
"vaccinology" ,  from  education  of  the  general  public  and  health 
professionals  on  the  benefits  of  immunization  and  the  risk  of 
disease  in  the  non-vaccinated,  to  the  need  for  the  development  of 
new  and  improved  vaccines.     The  NVPO  serves  as  a  formal  structure  to 
coordinate  the  establishment  and  attainment  of  unified  national 
immunization  programs.     NVPO  provides  policy  advice  and  staff 
support  to  the, Assistant  Secretary  for  Health  on  Federal 
immunization  issues. 

The  NVPO's  current  major  responsibilities  include:  developing 
and  implementing  the  National  Vaccine  Plan;  coordinating  and 
monitoring  pertussis  research  and  development;  providing  leadership 
and  direction  for  the  development  of  the  Children's  Vaccine 
Initiative  both  domestically  and  internationally;  implementing  the 
Interagency  Committee  on  Immunization  Plan;  further  investigation 
and  analysis  of  the  issue  of  vaccine  supply,  distribution  and  price; 
and  continued  staff  support  to  the  National  Vaccine  Advisory 
Committee . 

Mr.  Young:     Dr.  Mason,  the  National  Vaccine  Program  last  year 
provided  $200,000  to  the  National  Center  for  Infectious  Diseases  at 
the  Centers  for  Disease  Control  for  research  into  the  measles 
epidemic.     It  is  my  understanding  that  this  project  enabled  CDC  to 
determine  that  the  measles  epidemic  was  not  caused  by  a  change  in 
the  virus.    What  role  did  the  National  Vaccine  Program  play  in  this 
case  and  what  role  does  it  play  in  encouraging  and  sponsoring  other 
research? 

Dr.  Mason:     The  National  Vaccine  Program  Office  (NVPO) 
provided  resources  to  the  National  Center  for  Infectious  Diseases  to 
help  support  the  measles  laboratory  at  CDC.     This  laboratory  had  the 
technical  capability  already  in  place  to  characterize  and  compare 
the  biology  of  the  vaccine  strains  with  that  of  circulating  wildtype 
measles  viruses.    As  a  result  of  this  research,  we  know  that  the 
current  measles  vaccine  is  capable  of  protecting  individuals  from 
measles  disease  caused  by  the  circulating  wildtype  viruses. 

The  availability  of  NVP  resources  (in  this  case  as  well  as 
others)  allowed  for  rapid  funding  of  emerging  high  priority 
immunization  and  immunization-related  projects,  which  would 
otherwise  not  have  been  funded  or  have  had  to  await  the  slow 
progression  of  the  budget  cycle. 

Mr.  Young:     Dr.  Mason,  what  is  the  status  of  efforts  to 
develop  a  new  pertussis  vaccine  and  what  has  been  the  National 
Vaccine  Program's  role? 
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Dr.  Mason:     On  December  17,  1991,  a  first  generation  acellular 
pertussis  vaccine  product  was  licensed  for  use  as  a  booster  dose  for 
children  older  than  15  months.    Under  the  auspices  of  the  National 
Vaccine  Program  Interagency  Group,  the  Pertussis  Subcommittee  and 
the  National  Institute  for  Allergy  and  Infectious  Diseases  (NIAID) 
Pertussis  Technical  Advisory  Group  meet  regularly  to  direct  and 
coordinate  the  PHS  pertussis  effort. 

On  September  20,  1991,  the  contract  for  the  NIAID/NVPO 
supported  clinical  field  trial  was  awarded  to  the  Swedish 
Bacteriologies  Laboratory.     The  first  phase  of  the  trial  will 
consist  of  a  random  allocation  of  10,000  infants  to  receive  one  of 
two  acellular  pertussis  vaccines  (a  Smith-Kline  and  a  Connaught),  a 
whole  cell  vaccine,  or  a  DT  control.     In  the  second  phase  of  the 
trial,  50,000  infants  will  be  enrolled  to  receive  only  the  acellular 
or  whole  cell  vaccines.     Results  of  this  trial  are  expected  in  three 
to  four  years. 

The  Food  and  Drug  Administration  and  the  Centers  for  Disease 
Control  have  ongoing  projects,  supported  by  NVP  resources,  directed 
toward  research  and  development  efforts  devoted  to  the  accelerated 
availability  of  a  new  acellular  vaccine.     Pertussis  projects 
include:     exploring  novel  methods  of  delivering  vaccines  through 
utilization  of  oral  immunization  vectors;  developing  new  regulatory 
assays  to  evaluate  the  new  vaccines  which  will  result  from  the  new 
technologies;  examining  the  molecular  biology  of  B.  pertussis  and 
the  immune  reactions  which  result  from  infection. 

Mr.  Young:     Dr.  Mason,  there  have  been  many  reports  recently 
about  shortages  in  the  stock  of  influenza  vaccines.     The  National 
Vaccine  Program  is  sponsoring  research  at  CDC's  National  Center  for 
Infectious  Diseases.    What  is  the  status  of  this  research  and  will  a 
new  vaccine  help  offset  these  shortages? 

Dr.  Mason:     Current  influenza  vaccines  are  inactivated 
vaccines  made  with  the  whole  virus.     Because  influenza  changes 
rapidly,  the  influenza  strains  used  in  the  vaccine  must  be  updated 
(often  annually)  so  that  they  match  as  closely  as  possible  the 
strains  circulating  in  humans.    Annual  revaccination  of  individuals 
who  are  at  risk  for  complications  of  influenza  is  therefore 
necessary.     The  National  Vaccine  Program  Office  sponsored  research 
at  NCID  is  aimed  at  using  recombinant  DNA  techniques  to  develop 
improved  influenza  vaccines  that  may  remove  the  necessity  to 
reformulate  the  vaccine  each  year  and  revaccinate  individuals  at 
risk.     This  improvement  is  intended  to  remove  the  necessity  to 
reformulate  the  vaccine  each  year,  allowing  vaccine  manufacturers  to 
produce  larger  quantities  of  vaccine  for  use  over  several  years. 
This  in  turn  solves  the  problem  with  vaccine  shortages. 

Mr.  Young:    Dr.  Mason,  in  your  professional  judgement,  how 
important  is  the  investment  we  have  made  in  the  National  Vaccine 
Program  in  encouraging  and  sponsoring  research  to  develop  new  and 
improved  vaccines  and  in  coordinating  the  distribution  of  vaccines 
to  preschool  children? 

Dr.  Mason:     The  investment  in  the  National  Vaccine  Program 
Office  has  enabled  the  funding  of  emerging  high  priority  vaccine 
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projects  which  might  otherwise  have  gone  unfunded  or  have  awaited 
the  two  year  budget  cycle.    Within  each  agency,  vaccine  projects 
have  to  compete  for  funds  in  competition  with  other  high  priority 
health  initiatives.     The  NVPO  provides  a  "value-added"  component  to 
the  Federal  immunization  program  through  the  use  of  "seed  money"  to 
nurture  promising  vaccine  initiatives,  the  encouragement  of  new  and 
innovative  ideas  to  improve  vaccine  research,  development  and 
delivery f  and  the  coordination  of  Federal  vaccine  efforts. 

Mr.  Young:    Dr.  Mason,  can  the  National  Vaccine  Program 
fulfill  all  of  these  functions  at  the  level  of  funding  recommended 
in  this  budget? 

Dr.  Mason:     The  National  Vaccine  Program  will  continue  it's 
facilitative  and  coordinative  Federal  immunization  responsibilities 
and  provide  the  Assistant  Secretary's  Office  with  policy  advice  on 
current  and  emerging  immunization  issues  at  the  requested  funding 
level . 

Mr.  Young:     Dr.  Mason,  President  Bush  and  Secretary  Sullivan 
have  indicated  one  of  their  top  health  care  priorities  is  the 
Children's  Vaccine  Initiative.    What  is  the  status  of  the  initiative 
to  develop  this  multi-combination  single  dose  vaccine  for  children? 

Dr.  Mason:     The  National  Vaccine  Program  Office  and  the 
National  Institute  of  Allergy  and  Infectious  Diseases  (NIAID)  share 
lead  responsibility  for  the  U.S.  domestic  Children's  Vaccine 
Initiative  (CVI)  program.     In  May  of  1992,  there  will  be  a  White 
House  meeting  to  develop  a  coordinated  unified  U.S.  role  in  the  CVI 
and  to  assure  ongoing  consultation  and  collaboration  with  global 
efforts . 

NIAID  has  developed  a  plan  for  enhancing  research  necessary 
for  the  development  of  the  CVI.     In  the  area  of  basic  research,  NIH 
will  undertake  studies  on  mucosal  immunity  and  the  development  of 
animal  models  to  investigate  some  of  the  basic  phenomena  of  maternal 
immunizations.    A  new  dedicated  pediatric  vaccine  evaluation  unit, 
to  expand  the  capability  of  testing  multicomponent  and  other 
candidate  vaccines  in  children  and  a  maternal  immunization  unit  are 
a  new  clinical  research  initiative.     NIAID  and  NVPO  are  co- 
sponsoring  a  study  of  the  economic  implications  of  the  CVI. 

With  NVPO  support  FDA  is  exploring  several  avenues  to  confer 
enhanced  protection  to  produce  long-term  immunity.     One  of  the 
difficulties  of  developing  a  potent  vaccine  is  assuring  the  antigen 
reaches  and  enters  the  proper  cells.     FDA  is  exploring  the  linkage 
of  an  antigen  to  a  synthetic  peptide.     There  is  evidence  that  such 
"fusions"  can  more  efficiently  enter  cells  and  thus  produce  a  better 
immunogenic  response  than  the  unlinked  antigen. 

The  NVPO  and  AID  are  cosponsoring  an  Institute  of  Medicine 
(IOM)  study  to  examine  the  issues  likely  to  influence  participation 
and  cooperation  among  the  American  private  and  public  sectors  in  an 
international  initiative  to  accelerate  development  of  new  and 
improved  vaccines  for  children.     This  study  will  explore  legal, 
regulatory,  economic  and  practical  impediments  to  optimal 
application  of  available  national  resources  to  the  Children's 


1175 


Vaccine  Initiative.    Members  of  the  IOM  Study  Committee  will  seek 
innovative  strategies  which  can  be  invoked  to  encourage  industrial- 
and  academic- sector  participation.     The  IOM  will  produce  workshop 
reports  as  well  as  a  final  report  with  recommendations  for 
consideration  by  Government,  industry,  international  organizations 
and  other  appropriate  institutions. 


1176 


ADVISORY  COMMITTEE  ON  HISPANIC  HEALTH 

Mr.  Roybal:     It  is  my  understanding  that  an  Advisory  Committee 
on  Hispanic  Health  has  been  proposed  to  the  Secretary  of  Health  and 
Human  Services  and  to  the  Assistant  Secretary  for  Health  in  order  to 
assist  them  in  assuring  quality  health  care  for  Hispanics.  The 
purpose  of  this  Advisory  Committee  will  be  to  provide  a  professional 
assessment  to  HHS/PHS  Agencies  and  Program  Managers  of  initiatives 
and  programmatic  changes  impacting  the  health  care  for  Hispanics  in 
America. 

Would  a  committee,  such  as  the  one  proposed,  be  included  in 
the  reorganization  of  the  Office  of  Minority  Health? 

Dr.  Mason:     The  Office  of  Minority  Health  reorganization 
includes  staff  support  for  the  PHS  Minority  Health  Coordinating 
Committee.     The  purpose  of  this  committee  is  to  provide  an 
opportunity  for  PHS-wide  minority  input  into  the  OMH  management  of 
minority  health  issues.     This  coordinating  committee  includes 
participation  from  Federal,  regional  and  state  offices  of  minority 
health.    This  differs  from  the  proposed  Hispanic  Health  in  America 
Committee  which  would  be  composed  of  both  Federal  and  community 
representatives . 

Mr.  Roybal:     If  it  is  not  included  in  the  Office  of  Minority 
Health,  please  describe  how  the  two  will  work  together  to  provide 
better  health  care  to  the  Hispanic  community. 

Dr.  Mason:    While  OMH  has  not  established  a  formal,  fixed 
mechanism  for  community  input,  it  has  a  long  established  tradition 
of  seeking  and  respecting  such  input.    Most  recently,  the  Office  of 
Minority  Health  sponsored  the  Hispanic  Health  Summits ,  a  series  of 
meetings  of  Hispanic  organizations  to  provide  recommendations  to  PHS 
about  the  most  pressing  health  concerns  within  the  Hispanic 
community.    The  final  draft  report  of  this  committee  has  been 
released.    This  document  will  serve  as  a  guide  to  PHS  in  crafting 
its  response  to  the  health  concerns  faced  by  Hispanics.  The 
document  will  be  used  by  the  Surgeon  General  in  her  Hispanic  Health 
initiative.     The  summit  process  proved  to  be  a  highly  successful 
model  which  could  be  implemented  for  other  minority  groups.  OMH 
will  continue  to  explore  this  and  other  appropriate  vehicles  for 
stimulating  greater  community  participation  in  the  design  and 
implementation  of  strategies  to  address  the  health  needs  of  all 
minorities . 

Should  such  an  office  be  established,  OMH  will  work  collaboratively 
with  the  committee  and  establish  clear  and  functional  lines  of 
communication. 
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HISPANIC  EMPLOYMENT  IN  THE  PUBLIC  HEALTH  SERVICE 

Mr.  Roybal:     I  understand  that  the  Public  Health  Service  has 
acknowledged  the  severe  under-representation  of  Hispanics  in  its 
workforce,  particularly  in  positions  of  influence  (GS-15  and  above 
or  equivalent). 

How  many  Hispanics  does  the  Public  Health  Service  currently 
employ?    What  percentage  is  this? 

Dr.  Mason:  As  of  March  21,  1992,  the  Public  Health  Service 
(PHS)  employed  1,093  Hispanics  in  permanent  positions.     Of  this 
total,  918  (84Z)  are  civil  service  employees  and  175  (16Z)  are  in 
the  Commissioned  Corps.    They  include  536  men  and  557  women  and 
comprise  2.4  percent  of  the  permanent  workforce  within  PHS. 


Mr.  Roybal:    What  is  the  level  of  these  Hispanic  employees? 
How  many  are  GS-15  or  above? 

Dr.  Mason:    Although  Hispanics  occupy  General  Schedule, 
Commissioned  Corps,  Senior  Executive  Service  and  Wage  Grade 
positions,  they  may  be  grouped  according  to  the  following  GS/GM  or 
equivalent  levels: 

Of  the  1,093  Hispanic  employees  within  PHS,  52  (5Z)  are  in  grades  1 
to  4;  238  (22Z)  are  in  grades  5  to  8;  413  (38Z)  are  in  grades  9  to 
12;  300  (27Z)  are  in  grades  13  to  14;  22  (2Z)  are  in  Wage  Grade 
positions;  and  68  (6Z)  are  in  grades  15  or  above. 


MINORITY  EMPLOYMENT  IN  THE  PUBLIC  HEALTH  SERVICE 

Mr.  Roybal:    What  strategies  are  the  Public  Health  Service 
developing  and  implementing  to  adequately  represent  minorities  in 
its  workforce? 

Dr.  Mason:    On  February  5,  1992,  I  initiated  an  Affirmative 
Employment  Strategic  Plan  to  make  steady  and  measurable  progress 
toward  increasing  the  presence  of  minorities,  women,  and  persons 
with  disabilities  within  PHS.    This  is  consistent  with  Secretary 
Sullivan's  emphasis  on  the  need  to  make  substantial  improvements  in 
affirmative  employment  efforts  throughout  the  Department  of  Health 
and  Human  Services. 

Two  especially  critical  employment  areas  I  have  requested  PHS  agency 
heads  to  address  as  special  initiatives  are  increasing  the  number  of 
Hispanics  and  persons  with  disabilities  in  positions  and  at  grade 
levels  in  which  they  are  either  currently  unrepresented  or  under- 
represented  and  increasing  the  number  of  women,  minorities  and 
persons  with  disabilities  in  senior  level  ranks  in  which  they  are 
either  currently  unrepresented  or  under-represented. 

Other  special  efforts  for  which  I  am  seeking  the  help  and 
cooperation  of  PHS  agency  heads  are:  (1)  the  formation  of  a  Mission- 
Oriented  Occupations  Recruitment  Committee  composed  of  senior 
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managers  to  establish  specific  recruitment  priorities;  and  (2)  the 
development  of  a  critical  EEO  performance  element  for  all 
supervisors  and  managers. 

I  will  monitor  progress  in  achieving  these  initiatives  and 
objectives  at  meetings  and  one-on-one  sessions  with  agency  heads. 
With  their  continued  support  and  assistance,  I  am  confident  that  we 
will  improve  the  PHS  employment  profile  through  these  efforts  and 
make  our  workforce  more  representative  of  all  the  populations  we 
serve . 

Mr.  Roybal:     How  much  of  the  Office  of  Minority  Health's 
workforce  is  composed  of  minorities?     How  many  of  these  employees 
are  Hispanic? 

Dr.  Mason:     The  OMH  currently  has  53  full-time  staff  members. 
Eighty-seven  percent  of  the  staff  is  minority.     The  race/ethnic 
breakdown  of  the  46  minority  staff  members  are  as  follows: 

African  American  -  8  males,  22  females  -  57Z 
Asian/Pacific  Islander  -  1  male,  4  females  -  9Z 
Hispanic  -  3  males,  6  females  -  17Z 
Native  American  -  2  females  -  4Z 


Mr.  Roybal:    What  new  policies  regarding  the  hiring  of 
minorities,  and  especially  high  level  employees,  will  be  implemented 
with  the  proposed  Office  of  Minority  Health  reorganization? 

Dr.  Mason:     The  Office  of  Minority  Health  will  continue  to 
implement  the  PHS  plan  for  reaching  equal  employment  opportunity 
goals  related  to  under-represented  groups  in  the  PHS  workforce.  Ho 
new  policies  will  be  implemented  due  to  the  reorganization.     The  OME 
has,  and  will  continue,  to  actively  recruit  Hispanics  and  American 
Indians  to  join  the  staff. 


MINORITY  HEALTH  INITIATIVES 

Mr.  Roybal:     The  budget  justification,  page  34,  contains  some 
frightening  statistics  regarding  American  Indians,  Blacks,  Puerto 
Ricans ,  and  Mexicans.     It  is  evident  that  these  minority  communities 
are  still  disproportionately  affected  by  infant  mortality,  homicide, 
and  communicable  diseases,  among  other  life  threatening  afflictions. 

What  initiatives  is  the  Public  Health  Service,  and  especially 
the  Office  of  Minority  Health,  planning  to  target  these  communities 
more  effectively? 

Dr.  Mason:     The  OMH  and  several  of  the  PHS  agencies  are 
undertaking  a  number  of  initiatives  targeted  to  minority  communities 
to  address  infant  mortality,  homicide,  and  communicable  diseases,  as 
well  as  other  life  threatening  conditions  affecting  American 
Indians,  Blacks,  Puerto  Ricans,  and  Mexicans.     Some  examples  are: 


1179 


The  Office  of  Minority  Health 

Minority  Male  Grant  Program  (MMGP)  -  OMH  was  assigned  the  lead 
responsibility  for  developing  a  Department -wide  Minority  Male 
Grant  Program  (MMGP).     In  this  role,  OMH  coordinates 
resolution  of  cross-cutting  policy  issues  and  ensures  that  the 
MMGP  represents  an  integrated  approach  for  addressing  the 
health  and  social  problems  facing  minority  males. 

Community  Coalition  Grant  Program  -  Projects  supported  under 
this  program  are  intended  to  provide  opportunities  for  local 
community  capacity  building  through  coalition  efforts  that 
span  developing  partnerships,  and  developing  and  implementing 
disease  risk  factor  reduction  interventions  for  specific 
racial /ethnic  populations. 

Minority  HIV/AIDS  Education/Prevention  Demonstration 
Program  -  This  program  supports  HIV  disease  education  and  risk 
reduction  programs  through  small  grants  to  minority  community- 
based  organizations. 

INITIATIVES  AMONG  PHS  AGENCIES 

o         Secretary  Sullivan's  Five  Point  Plan  to  Reduce  Minority  Health 
Disparities  is  designed  to  help  improve  the  health  status  of 
minorities  by  targeting  service  programs  to  those  areas  and 
populations  most  in  need.     The  Plan  will  target  $155  million 
in  FY  1993  to  improve  the  health  status  of  minorities  who  have 
significant  disparities  when  compared  to  the  general 
population. 

The  Plan  focuses  on  five  key  areas  to  increase  the  number  of 
minorities  served  by  HHS  programs  and  to  improve  the  quality 
of  those  programs.     These  areas  are:  increasing  access  to 
appropriate  primary  and  preventive  care  in  urban  and  rural 
areas;  increasing  the  supply  of  health  professionals  in 
underserved  areas ;  encouraging  early  preventive  care  for 
children  that  includes  immunizations  and  screenings;  improving 
health  to  enhance  learning;  and  preventing  hypertension 
through  enhanced  research  and  education. 

PHS  has  four  of  the  five  areas  identified  in  this  plan.  PHS, 
through  the  Office  of  Minority  Health,  will  establish  a 
Departmental  Task  Force  to  identify  immediate  steps  which  can 
be  taken  to  implement  the  FY  1993  Five  Point  Plan. 

o         In  an  effort  to  address  the  lack  of  useful  guidance  to 

communities  who  wish  to  develop  their  own  violence  prevention 
strategies,  the  Centers  for  Disease  Control  (CDC)  has  drafted 
"Guidelines  for  the  Prevention  of  Youth  Violence;  A  Community 
Approach."     The  Guidelines  have  grown  out  of  the  deliberations 
of  the  working  groups  at  the  "Forum  on  Youth  Violence  in 
Minority  Communities:  Setting  the  Agenda  for  Prevention,"  held 
in  December  1990.     The  Guidelines  are  an  important  part  of 
CDC's  overall  program  to  reduce  the  public  health  impact  of 
violence  on  our  society.    The  approach  includes  a  continued 
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effort  to  strengthen  the  scientific  foundation  for  violence 
prevention,  and  new  efforts  to  directly  strengthen  prevention 
programs.    The  plan  has  four  parts:     (1)  developing  and 
distributing  these  Guidelines,   (2)  establishing  community 
demonstration  programs,  (3)  rigorously  evaluating  new 
prevention  interventions,  and  (4)  providing  training  in 
violence  prevention  to  public  health  workers ,  community 
members,  and  health  professionals. 

o  The  National  Institute  of  Child  Health  and  Human  Development 

(NICHD)/NIH  is  currently  supporting  a  study  to  elucidate  the 
factors  that  increase  the  risk  of  having  a  low  birthweight 
baby  among  the  District  of  Columbia  resident  mothers  and  a 
project  at  Howard  University  that  seeks  to  identify  a  variety 
of  medical  factors  related  to  the  outcome  of  pregnancy. 

o         The  Health  Resources  and  Services  Administration  (HRSA) 

Maternal  and  Child  Health  Bureau's  Healthy  Generations  Program 
augments  existing  health  care  delivery  systems'  capacity  to 
increase  prenatal  care  utilization;    The  goal  of  this  program 
is  to  achieve  better  birth  outcomes  and  lower  infant  mortality 
rates.  Infant  mortality  rates  are  high  in  the  Southern 
States  --  ten  of  the  12  States  with  the  highest  infant 
mortality  rates  are  Southern  States. 


Mr.  Roybal:     I  understand  that  the  Office  of  Minority  Health 
and  the  Centers  for  Disease  Control  have  been  working  to  coordinate 
AIDS  treatment,  prevention,  and  education  efforts.    The  President's 
Budget  proposes  shifting  support  for  the  HIV/AIDS  Education  and 
Prevention  Grants  from  the  Office  of  Minority  Health  to  the  Centers 
for  Disease  Control. 

What  role  will  the  Office  of  Minority  Health  play  in  providing 
AIDS  services  if  this  transfer  does  occur? 

Dr.  Mason:    While  the  proposed  transfer  represents  a 
progression  in  the  evolution  of  the  OMH  HIV/AIDS  grants  program,  it 
will  in  no  way  diminish  the  exemplary  efforts  of  both  OMH  and  CDC  in 
their  continued  efforts  to  coordinate  minority  HIV  prevention 
activities.     OMH  will  continue  to  work  collaboratively  with  CDC  in 
the  "post- transition  period. 

I  also  believe  that  one  of  the  best  efforts  in  advocacy  can  be 
accomplished  by  working  in  partnership  with  existing  PHS  programs 
where  an  added  emphasis  for  minority  populations  can  be  leveraged 
with  selective  investment  of  our  dollars.     This  year,  OMH  is 
supplementing  HRSA's  programs  in  rural  health  and  public  housing  to 
target  minorities  for  HIV/AIDS  education.     In  1993,  the  OMH  will 
continue  these  partnerships.    Additionally,  in  1993,  OMH  intends  to 
support  two  AIDS  Minority  Health  Coalition  Demonstration  projects, 
research  and  evaluation  projects  specific  to  HIV/AIDS  in 
racial /ethnic  populations,  and  conduct  conferences  and  workshops 
targeted  to  these  populations. 
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Mr.  Roybal:    When  can  the  Committee  expect  to  receive  the 
draft  report  on  the  Office  of  Minority  Health  and  CDC  efforts 
regarding  minority  communities  and  the  HIV  epidemic? 

Dr.  Mason:     The  report  entitled  "Coordination  of  Office  of 
Minority  Health  and  CDC's  Minority  AIDS  Programs"  was  submitted  to 
the  Committee  on  March  25,  1992. 


Mr.  Roybal:     Page  35  of  the  justification  mentions  15  minority 
community  health  demonstration  grant  projects  in  FY  1991.    Where  are 
these  15  centers  located  and  what  minority  communities  do  they 
serve? 

Dr.  Mason:     The  following  list  summarizes  the  location, 
grantee  organization,  and  minority  community  to  be  served  for  each 
of  the  FY  1991  coalition  demonstration  projects. 

Office  of  Minority  Health 
Minority  Community  Health  Coalition  Demonstration 
Grant  Program 
Fiscal  Year  1991  Projects 

WHITERIVER,  ARIZONA 

White  Mountain  Apache  Tribe  Health  Authority 
Target  Group:  Native  American 

SAN  FRANCISCO,  CALIFORNIA 

National  Association  of  Black  S  White  Men  Together 
Target  Group:         African  American,  Asian/Pacific 

Islanders,  Hispanic,  Native  American 

DISTRICT  OF  COLUMBIA 

Koba  Institute.  Inc. 

Target  Group:    African  American 

WAIANAE,  HAWAII 

Waianae  District  Comprehensive  Health  Center 
Target  Group:  Native  Hawaiian,  Asian/ Pacific 

Islanders 

CHICAGO,  ILLINOIS 

Chicago  Department  of  Health 
Target  Group:  Hispanic 

BOSTON,  MASSACHUSETTS 

Women  of  Color  Project  for  Health 

Target  Group:         African  American,  Latina,  Caribbean, 
Haitian,  Vietnamese,  Chinese, 
Cambodian,  Cape  Verdean,  Native 
American 
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WORCESTER,  MASSACHUSETTS 

Family  Health  and  Social  Service  Center 

Target  Group:  Asian/Pacific  Island  (Southeast  Asian) 

KALAMAZOO,  MICHIGAN 

Greater  Kalamazoo  United  Way 
Target  Group:  African  American 

McCOMB,  MISSISSIPPI 

Southwest  Mississippi  Opportunity.  Inc. 
Target  Group:  African  American 

KANSAS  CITY,  MISSOURI 

Black  Health  Care  Coalition 
Target  Group:  African  American 

CLEVELAND,  OHIO 

MetroHealth  System 

Target  Group:  African  American 

HOOD  RIVER,  OREGON 

La  Clinica  Del  Carino 

Target  Group:  Hispanic  Farmworker  Families 

MEMPHIS,  TENNESSEE 

Binghampton ' s  Project  Vision.  Inc. 
Target  Group:  African  American 

LAREDO,  TEXAS 

City  of  Laredo  Health  Department 
Target  Group:  Hispanic 

MILWAUKEE,  WISCONSIN 

Black  Health  Coalition  of  Wisconsin.  Inc. 
Target  Group:         African  American 

y 


Mr.  Roybal:  Were  any  new  centers  established  in  FY  1992? 
What  about  projections  for  FY  1993? 

Dr.  Mason:     No  new  minority  community  health  coalition 
demonstration  projects  will  be  funded  in  FY  1992  or  in  FY  1993. 
Projects  which  began  in  FY  1991  will  continue  to  be  funded  as 
noncompeting  continuation  awards  in  both  FY  1992  and  FY  1993. 
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Public  Health  Service  Management 
[Office  of  the  Assistant  Secretary  for  Health] 


For  the  expenses  necessary  for  the  Office  of  Assistant  Secretary  for 
Health  and  for  carrying  out  titles  III,  XVII,  XX,  AND  XXI  of  the  Public  Health 
Service  Act,  [$66,035,000,]  $64,453,000,  and,  in  addition,  amounts  received  by 
the  Public  Health  Service  from  Freedom  of  Information  Act  fees,  reimbursable 
and  interagency  agreements  and  the  sale  of  data  tapes  shall  be  credited  to 
this  appropriation  and  shall  remain  available  until  expended. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
Office  of  the  Assistant  Secretary  for  Health 
Amounts  Available  for  Obligation  1/ 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Appropriation: 

Annual                                       $67,167,000  $65,167,000  $64,453,000 

Comparative  transfers  to: 

"Disease  Control,  Research, 
and  Training",  CDC  for  AIDS 
Education/Prevention 

Grant  Program   -2,300,000  -2,500,000 

"Health  Resources  and 
Services",    HRSA  for 

Minority  Male  Program   -1.000.000  -1.350.000   


Subtotal,  adjusted  budget  authority.     63,867,000        61,317,000  64,453,000 

Unobligated  balance,  lapsing   -1.593.000   zzz.   — 

Total  obligations   $62,274,000      $61,317,000  $64,453,000 


1/    Excludes  the  following  amounts  for  reimbursable  activities  carried  out  by 
this  account:    FY  1991,  $48,021,000  and  62  FTEs;  FY  1992,  $52,876,000  and  84 
FTEs;  FY  1993,  $55,518,000  and  71  FTEs. 
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Office  of  the  Assistant  Secretary  for  Health 
SUMMARY  OF  CHANGES 

1992  appropriation,  budget  authority   $61 ,317,000 

1993  request,  budget  authority   64,453,000 

Net  Change   +$3,136,000 


1992  Appropriation 
 Base 


Pos. 
IfTEl 


Budget 
Authority 


Changes  from  Base 
Pos.  Budget 
(FTE)  Authority 


increases: 
A.  Built-in: 


B. 


1. 

Within-grade  increases  

$23,085,000 

+$314,000 

2. 

Annual ization  of  1992  pay 

— 

23,085,000 

— 

■  O  /I  O     rt  A  A 

+242 , 000 

3. 

DHHS  Working  Capital  Fund... 

AAA 

383 , 000 

i 1 A  AAA 

+24,000 

4. 

PHS  Service  and  Supply  Fund. 

— 

1,624,000 

— 

+124,000 

5. 

Federal  Telecommunications 

465,000 

+9,000 

6. 

RENT  

2,376,000 

--- 

+238,000 

7. 

— 

O'J    ftOC  AAA 

ZJ, 085, 000 

=_= 

»  ~lf\C  AAA 

+706,000 

Subtotal,  Built-in  

.1      c  n  AAA 

+1 ,657,000 

Program: 

1. 

1  "3 
X  J 

7  7fii  nnn 

/ , / ox , uuu 

+2 

TtT  ,  1 30  ,  UUU 

Provides  funding  for  27 

(13) 

(+2) 

new  grants. 

2. 

19 

4,450,000 

+166,000 

Nutrition,  health 

(19) 

(III) 

objectives  &  preventive 

clinical  services. 

3. 

17 

1,411,000 

+2 

+466,000 

Support  fitness  programs 

(17) 

(+2) 

for  the  elderly. 

4. 

National  AIDS  Program  

29 

2,452,000 

+13 

+1,368,000 

Supports  efforts 

initiated  in  FY  1991 

including  Regional  AIDS 

Coordinators. 

(29) 

(+13) 

5. 

Emergency  Preparedness  

(~~) 

+10 

+1.000.000 

Emergency  coordination 

(+10) 

and  planning  efforts. 

+27 

+7.156.000 

Total  increases. 


(+27) 

27  +8,813,000 
(+27) 
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1992  Appropriation 

 Base  

Pos.  Budget 
(FTE)  Authority 


Changes  from  Base 
Pos.  Budget 
(FTE)  Authority 


Decreases: 

A.  Built-in: 

1.    One  less  day  of  pay. 


23,085,000 


112,000 


Program: 

1.  Minority  Health   64  15,880,000 

Absorption  of  built-in  (66) 
increases  through 

administrative  cost 
reduction. 

2.  National  Vaccine  Program   30  7,930,000 

Continuation  requirements  (30) 

for  high  priority  projects 
funded  in  FY  1992  by  the  NVP 
will  be  supported  in  FY  1993 
by  the  PHS  agencies. 

3.  PHS  Management   279  21,433,000 

Reduction  includes  (279) 
elimination  of  costs  for 

National  Museum 

of  Health  and  Medicine. 

Total,  Program  

Total,  decreases  

Net  Change  


+12 
(+12) 


+2 
(+2) 


(.._) 


-104,000 


•5,211,000 


■250,000 


+14  -5.565,000 
(+14) 

—  -5,677,000 


+41  +3,136,000 
(+41) 
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Office  of  the  Assistant  Secretary  for  Health 
Budget  Authority  by  Activity 
(Dollars  in  thousands) 


1991 
Actual 


1992 


1993 
Estimate 


1.  Population  affairs 
(a)  Adolescent  family 

life  

2.  Special  health 

initiatives 

(a)  Disease  prevention 

and  health 
promotion  

(b)  Physical  fitness 

and  sports  

(c)  Minority  health. 

(AIDS)  

(d)  National  AIDS 

program  office. 

(e)  National  vaccine 

program  

(f)  Emergency 

preparedness. . . 

Subtotal  

3.  Public  health  service 

management  

Total  


FTE 

BA 

FTE 

BA 

FTE 

Amount 

13 

$7,789 

13 

$7,761 

15 

$11,985 

18 

4,577 

19 

4,450 

19 

4,701 

16 

1,443 

17 

1,411 

19 

2,022 

42 
(5) 

15,619 
(2,149) 

66 
(5) 

15,880 
(2,075) 

78 
(5) 

15,921 
(2,090) 

33 

3,789 

29 

2,452 

42 

3,958 

23 

9,631 

30 

7,930 

32 

2,828 

10 

1.000 

132 

35,059 

161 

32,123 

200 

30,430 

279 

21.019 

279 

21.433 

279 

22.038 

424 

$63,867 

453 

$61,317 

494 

$64,453 
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Budget  Authority  by  Object 


FY  1992 
Appropriation 

FY  1993 
Estimate 

Increase/ 
Decrease 

i ota i  nuiuuer  ot  iuii-liinc 

451 

492 

+41 

Total  compensable  workyears: 
Full-time  equivalent  employment  .. 

453 

494 

+41 

Full-time  equivalent  of 

2 

2 

$104,710 
11.43 
$48,455 

$108,584 
11.54 
$50,248 

+$3,874 
+$1,793 

Personnel  compensation: 

$20,904,000 

$23,334,000 

+$2,430,000 

Other  than  full-time  permanent  ... 

1,711,000 

1,855,000 

+144,000 

422,000 

462,000 

+40,000 

Special  personnel  service  payments 

48.000 

52.000 

+4.000 

Total  personnel  compensation  ... 

23,085,000 

25,703,000 

+2,618,000 

4,053,000 

4,638,000 

+585,000 

Travel  and  transportation  of  persons 

577,000 

801,000 

+224,000 

48,000 

52,000 

+4,000 

Rent,  communications  and  utilities: 

Rental  payments  to  GSA   

2,376,000 

2,614,000 

+238,000 

Communications,  utilities,  and 

727,000 

746,000 

+19,000 

257,000 

330,000 

+73,000 

16,745,000 

8,293,000 

-8,452,000 

2,829,000 

4,652,000 

+1,823,000 

222,000 

236,000 

+14,000 
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Budget  Authority  by  Object 

FY  1992  FY  1993  Increase/ 

Appropriation         Estimate  Decrease 

Equipment    $298,000  $336,000  +$38,000 

Grants    10.100.000        16.052.000  +5.952.000 


Total  budget  authority  by  object..    $61,317,000      $64,453,000  +3,136,000 
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Significant  Items  in  House  and  Senate 
Appropriations  Committee  Reports 


Item 

Office  of  Minority  Health 

1.    The  House  and  Senate  recognize 
the  importance  of  programs 
targeted  for  minorities  at  risk. 
The  Committees  are  concerned, 
however,  about  a  possible  lack 
of  coordination  and  overlap 
between  programs  of  the  Office 
of  Minority  Health  and  the  CDC's 
minority  AIDS  programs.  This 
has  the  potential  to  create 
confusion  and  complicate  funding 
for  minority  community-based 
organizations.    The  Committees 
direct  the  Assistant  Secretary 
for  Health  to  report  back 
regarding  coordination  of  these 
efforts  along  with 
recommendations  as  to  whether 
these  programs  should  be 
integrated  under  the  auspices  of 
one  agency. 


2.    The  House  encourages  the 

Secretary  to  consider  funding 
demonstration  programs  to 
address  these  problems  of 
minority  health.    The  Committee 
notes  that  inner  city  hospitals 
can  play  a  vital  role  in  such 
demonstrations. 


Action  Taken  or  to  be  Taken 


1.  The  Office  of  Minority  Health, 
OASH,  and  the  Centers  for 
Disease  Control  have  been 
coordinating  their  HIV/AIDS 
efforts  in  several  areas  such 
as:    participation  in  planning 
and  conducting  national  and 
regional  HIV  conferences, 
development  of  combined  program 
evaluation  models,  the  design  of 
prevention  projects  and  joint 
site  visits;  and  joint 
participation  in  the  grant 
review  process.    To  increase 
efficiency  still  further,  the 

FY  1993  President's  Budget  would 
shift  support  for  the  HIV/AIDS 
Education  and  Prevention  Grants 
from  OMH  to  CDC.    The  CDC  and 
OMH  are  pleased  with  their 
programmatic  efforts  conducted 
to  enhance  the  minority 
communities'  capacity  to  deal 
with  the  HIV  epidemic;  a  draft 
report  to  the  Committees  is 
currently  undergoing  review 
within  the  Department. 

2.  The  Department,  through  the 
Office  of  Minority  Health's 
Minority  Community  Health 
Coalition  Demonstration  Grant 
Program,  Minority  HIV/AIDS 
Education/Prevention  Grant 
Program,  and  the  Department's 
Minority  Male  Grant  Program,  has 
been  supporting  demonstration 
projects  addressing  the  health 
problems  of  minority 
populations.    The  coalition 
aspect  of  two  of  these  grant 
programs  presents  an  opportunity 
for  a  variety  of  agencies  and 
organizations,  based  in  the 
local  minority  communities,  to 
join  together  in  the  planning, 
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development,  and  implementation 
of  intervention  demonstration 
projects.    Inner  city  hospitals 
have  played  appropriate  and 
vital  roles  in  these  coalitions, 
e.g.  partners,  screening  and 
other  service  providers, 
information,  and  statistics, 
etc.    In  at  least  two  Minority 
Community  Health  Coalition 
grants,  the  grantees  and  the 
lead  organizations  for  the 
coalitions  were  hospitals  -- 
Memorial  Hospital/Sloan- 
Kettering  in  New  York  and  Mt. 
Sinai  Hospital  in  Cleveland, 
Ohio.    The  New  York  grant  was 
facilitated  by  close  cooperation 
between  Memorial  Hospital  and 
Harlem  Hospital.    Two  other 
hospitals  (Children's  Hospital 
of  Philadelphia  and  San 
Francisco  General 
Hospital/Regents  of  the 
University  of  California  OB/GYN) 
are  grantees  supported  by  the 
Minority  Male  Grant  Program.  It 
is  the  intent  of  the  Department 
to  continue  to  involve  hospitals 
in  efforts  to  improve  minority 
health. 


National  AIDS  Program  Office 

1.    The  House  recognizes  the  issue 
of  health  care  in  the 
correctional  system  to  be  of 
serious  concern.    In  a  recent 
report  issued  by  the  National 
Commission  on  AIDS,  the 
Commission  recommended  that  the 
"U.S.  Public  Health  Service... 
develop  guidelines  for  the 
prevention  and  treatment  of  HIV 
disease  in  all  Federal,  State 
and  local  correctional 
facilities.    Immediate  steps 
should  be  taken  to  control  the 
subsidiary  epidemics  of 
tuberculosis  and  sexually 
transmitted  diseases. 
Particular  attention  should  be 
given  to  the  specific  needs  of 


1.    Staff  from  the  National  AIDS 
Program  Office  (NAPO)  and 
the  PHS  Budget  Division  have 
met  with  Congressional  staff 
to  clarify  the  intent  of 
appropriations  language  with 
regard  to  HIV  in  prisons. 
As  agreed  with  Congressional 
staff,  NAPO  will  be 

v    coordinating  a  PHS-wide 

response  to  the  concerns  and 
will  provide  the 
Appropriation  Committee  with 
a  letter  containing  a 
comprehensive  description  of 
steps  which  the  PHS  will  be 
taking. 
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women   and  youth  within  all 
policies."    Consistent  with  the 
Commission's  findings,  the 
Committee  directs  the  Department 
to  develop  a  plan  for  the 
implementation  of  programs  that 
address  these  concerns,  as  well 
as  the  overall  health  care 
treatment  and  prevention  needs 
of  the  correctional  system.  The 
Department  should  report  its 
findings  and  recommendations  to 
the  Committee  before  the  FY  1993 
hearings. 


National  Vaccine  Program 


1.    The  conferees  request  that  the 
NVPO  submit  a  report  to  the 
House  and  Senate  committees  by 
December  15,  1991,  detailing 
expenditures  for  the  clinical 
trial  on  acellular  pertussis 
vaccines,  serological  work 
conducted  by  FDA  and  CDC,  other 
research  activities,  and 
administrative  expenses  for  the 
NVPO.    The  report  should  address 
FY  1991  funds  and  projections 
for  FY  1992  funds. 


1.    The  National  Vaccine  report  is 
being  finalized  and  will  be 
submitted  to  Congress  in  January 
1992. 


The  conferees  intend  that  the 
National  Vaccine  program 
coordinate  all  Federal  vaccine 
research  and  development 
efforts. 


2.    The  NVP  is  the  first  integrated 
national  effort  to  stimulate, 
catalyze  and  facilitate  the 
vaccine  and  immunization-related 
activities  of  the  nation.  The 
NVP  strives  to  achieve  a 
national  vaccine  and 
immunization  program  through 
coordination  and  direction  of 
vaccine  research  and  development 
and  immunization  activities 
carried  out  in  the  NIH,  CDC, 
FDA,  DOD  and  AID.  Priorities 
for  implementing  these 
activities  are  established  in 
conjunction  with  the  National 
Vaccine  Advisory  Committee  and 
the  Consultative  Group  for 
Vaccine  Development. 
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3.    The  conferees  understand  that 
the  National  Vaccine  Program 
[NVP]  has  begun  a  study  of 
vaccine  manufacturing  and 
purchase  and  that  other  Federal 
agencies  are  supporting  studies 
on  vaccine  pricing  and  other 
issues.    The  conferees  urge  the 
NVP  to  coordinate  all  of  these 
studies  to  ensure  that  there  is 
no  unnecessary  duplication  but 
that  key  questions  about  vaccine 
pricing  and  Federal  purchase  are 
answered. 


3.    The  NVPO  has  contracted  for  a 
preliminary  study  to  frame  the 
issues  and  concerns  surrounding 
the  supply  of  childhood 
vaccines.    This  study  will 
present  options  for  addressing 
vaccine  supply  problems  and 
discuss  the  advantages  and 
disadvantages  of  various  options 
for  assuring  the  adequate  supply 
of  vaccines.    A  comprehensive 
follow-up  study  is  planned  that 
will  examine  various  options  for 
the  manufacturing  and  purchase 
of  vaccines.    These  studies  are 
being  fully  coordinated  with 
CDC,  FDA,  and  NIH. 


PHS  Management 


1.  The  House  was  greatly  disturbed 
by  reports  in  the  press,  later 
confirmed  by  the  Department, 
that  almost  400  employees  of  the 
Public  Health  Service  were 
scheduled  to  attend  the 
International  AIDS  Conference  in 
Florence,  Italy.    The  Committee 
has,  therefore,  directed  the 
Secretary  of  the  Department  of 
Health  and  Human  Services  to 
reduce  the  number  of  attendees 
and  to  certify  to  the  Committee 
by  July  15,  1991,  the  number  who 
attended  this  particular  meeting 
at  government  expense. 

2.  In  FY  1991,  the  House  included 
funds  to  enable  the  Office  of 
the  Assistant  Secretary  for 
Health  to  begin  planning  the 
relocation  and  revitalization  of 
the  National  Museum  of  Health 
and  Medicine.    The  Committee  is 
aware  that  a  preliminary  site 
evaluation  concluded  that  the 
North  Plaza  of  the  Hubert 
Humphrey  Building  is  an  ideal 
location  for  this  facility.  In 
order  to  continue  supporting  the 
Museum's  planning  process  and  to 
enable  the  Museum  to  support  the 


Public  Health  Service  attendees 
at  the  International  AIDS 
Conference  in  Florence  totaled 
191.    A  report  certifying  this 
number  was  submitted  to  the 
Committee  on  July  17,  1991. 


The  Office  of  the  Assistant 
Secretary  for  Health  continues 
to  support  efforts  to  relocate 
and  revitalize  the  National 
Museum,  including  the  selection 
of  an  appropriate  site.    We  are 
working  with  the  Department  of 
Defense,  Armed  Forces  Institute 
of  Pathology  on  the  transfer  of 
FY  1992  funds. 
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Public  Health  Service's 
historical  property  management 
needs,  the  Committee  has 
included  an  additional  $550,000 
for  the  Office  of  the  Assistant 
Secretary  for  Health.  The 
Committee  understands  that  the 
Museum  will  be  constructed  with 
non-Federal  funds,  and  it  has  no 
intention  of  appropriating 
Federal  funds  for  this  purpose. 
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Authorizing  Legislation 

1992  1993  1993 

Amount  1992  Amount  Budget 

Authorized     Appropriation     Authorized  Request 

Office  of  the  Assistant 
Secretary  for  Health: 

1.  Population  affairs 

(a)  Adolescent  family 

life:  PHSA  Title  XX...    $7,761,000     $7,761,000  1/  $11,985,000 

2.  Special  health  initiatives 

(a)  Disease  prevention 
and  health  promotion: 

PHSA  Title  XVII   10,000,000      4,450,000        Indefinite  4,701,000 

(b)  Physical  fitness 
and  sports: 

PHSA  Section  301   Indefinite      1,411,000        Indefinite  2,022,000 

(c)  Minority  health: 

PHSA  Title  XVII   25,000,000     15,880,000        25,000,000  15,921,000 

(d)  National  AIDS  program 
office: 

PHSA  Section  301   Indefinite      2,452,000        Indefinite  3,958,000 

(e)  National  vaccine 
program: 

PHSA  Title  XXI   Indefinite      7,930,000        Indefinite  2,828,000 

(f)  Emergency  Preparedness: 
PHSA  Sections 

301  and  311    Indefinite  —        Indefinite  1,000,000 

3.  Public  health  service 
management 

PHSA  Section  301   Indefinite     21,433,000        Indefinite  22,038,000 

Unfunded  Authorizations: 

1.  Emergency  Response  Fund 

PHSA  Section  319   45,000,000   —        45,000,000   ™ 

Total  Appropriation   $61,317,000       *  $64,453,000 

Total  Appropriation 
against  definite 

authorizations  $87,761,000   $28,091,000      $70,000,000  $27,906,000 

\J  Authorization  for  PHSA  Title  XX  expired  September  30,  1985. 
Current  year  funds  are  authorized  under  the  Fiscal  Year  1992 
Appropriations  Act,  P.L.  102-170. 
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Office  of  the  Assistant  Secretary  for  Health 
Table  of  Estimates  and  Appropriations 


Year 

Budget 
Estimate 
to  Congress 

House 
Al lowance 

Senate 
Al lowance 

Appropriation  1/ 

i  nao 

lyoo 

♦  inc  no  nnn 
•pluo ,  //o,UUU 

♦  nc  ni c  nnn 

q>yo,uio,uuu 

♦no  nci  nnn 

*n/i  no/i  nnn 
q>y4,Uo4,UUU 

i oo  Qd7  nnn 

1U/ ,oo7 ,UUU 

inc  CQ7  nnn 
1U0 , OO/ , UUU 

1  nc.  AQ7  nnn 
1UO,ho/ ,UUU 

I  yob 

1 1 o  i oo  nnn 
Ho,  IZo.UUU 

i no  cio  nnn 
iU£,Olo,UUU 

1  no  cio  nnn 
lU£,0lo,UUU 

i no  ciq  nnn 
iU<i,Olo,UUU 

i  noc 

i nc  onn  nnn 

iuo,ouy,uuu 

oo  C71  nnn  o/ 
oo,0/l,UUU  ^/ 

a>i  i  oc  nnn  o / 
y4, lOO, UUU  £J 

i  r\n  oon  nnn 
1U4,<£oU,UUU 

1986  Sequester 

-4,481,000 

1987 

110,060,000 

97,921,000  3/ 

117,456,000 

117,126,000 

1988 

251,047,000 

—  4/ 

113,609,000 

106,737,000 

1989 

194,191,000 

67,144,000  3/ 

69,903,000 

69,325,000 

1990 

186,844,000 

95,345,000  3/ 

77,174,000 

76,152,000  5/ 

1990  Sequester 

-1,005,000 

1991 

206,000,000 

61,270,000  3/ 

67,192,000 

67,167,000 

1992 

65,329,000 

71,318,000 

54,302,000  6/ 

65,167,000 

1993 

64,453,000 

1/  Reflects  enacted  supplemental,  rescissions  and  reappropriations. 

2/  House  and  Senate  deferred  action  on  request  of  $14,729,000  for  Adolescent 
Family  Life  program. 

3/  House  deferred  action  on  requests  for  Adolescent  Family  Life  program  in 
Fiscal  Years  1987,  1989,  1990,  and  1991. 

4/  House  deferred  action  on  0ASH  request. 

5/  Includes  $23,353,000  appropriated  for  the  Agency  for  Health  Care  Policy  and 
Research. 

6/  Senate  deferred  action  on  request  of  $12,000,000  for  Adolescent  Family  Life 
Program. 
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Office  of  the  Assistant  Secretary  for  Health 
Account  Summary 

FY  1992  FY  1993  Increase  or 

Appropriation  Estimate  Decrease 

fJE             BA  FIE            BA  FTE  BA 

1.  Population  affairs 
(a)  Adolescent  family 

life                         13        $7,761,000  15     $11,985,000        +2  +$4,224,000 

2.  Special  health 

initiatives 

(a)  Disease  prevention 

and  health 

promotion   19         4,450,000      19        4,701,000       —  +251,000 

(b)  Physical  fitness 

and  sports   17         1,411,000      19        2,022,000        +2  +611,000 

(c)  Minority  health..      66        15,880,000      78      15,921,000      +12  +41,000 
(AIDS)   (5)       (2,075,000)     (5)     (2,090,000)    (— )  (+15,000) 

(d)  National  AIDS 

program  office..       29         2,452,000      42        3,958,000       +13  +1,506,000 

(e)  National  vaccine 

program   30         7,930,000      32       2,828,000        +2  -5,102,000 

(f)  Emergency 

preparedness    zzz.    _1P_       1.000.000      +10  +1.000.000 

Subtotal   161        32,123,000     200      30,430,000      +39  -1,693,000 

3.  Public  health  service 

management   279        21.433.000     279      22.038.000      —  +605.000 

Total   453      $61,317,000     494     $64,453,000      +41  +$3,136,000 

AIDS   (34)     ($4,527,000)    (47)    ($6,048,000)    (+13)  (+$1,521,000) 
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General  Statement 

The  Office  of  the  Assistant  Secretary  for  Health  (OASH)  appropriation  provides 
resources  to  support  the  two  major  responsibilities  of  the  Assistant  Secretary 
for  Health.    The  first  of  these  functions  is  the  leadership  and  direction  of 
the  activities  of  the  Public  Health  Service  (PHS)  agencies.    Plans  and 
strategies  for  accomplishing  National  health  goals  are  formulated  in 
cooperation  with  the  agencies  for  implementation  throughout  PHS.    The  second 
major  function  is  the  operation  of  several  programs  with  a  variety  of 
missions. 

In  FY  1993,  the  Assistant  Secretary  for  Health  will  continue  to  direct  the  PHS 
agencies  in  working  with  the  private  sector  to  protect  and  improve  the  health 
of  the  American  people.    PHS  activities  include  research,  prevention, 
training,  and  assistance  to  State  and  local  governments;  improving  access  to 
health  care,  especially  for  minorities  and  the  poor;  providing  access  to 
health  care  for  Native  Americans  and  Alaskan  Natives;  protecting  the  public 
from  unsafe  foods,  drugs  and  medical  devices;  and  administering  the  Health 
Block  Grants  to  States.    Priorities  in  FY  1993  include  efforts  to  reduce 
infant  mortality,  promotion  of  healthy  behaviors,  stressing  individual  control 
over  personal  health,  targeted  efforts  to  improve  the  health  of  minorities  and 
low- income  persons,  and  continued  revitalization  of  the  Food  and  Drug 
Administration. 

In  addition  to  the  overall  management  responsibility  for  PHS,  the  Assistant 
Secretary  for  Health  directly  manages  several  programs.    One  of  the  major 
priorities  of  the  PHS  is  the  prevention  of  disease  and  the  promotion  of  good 
health  practices.    The  provision  of  preventive  health  services,  the  protection 
of  our  environment,  and  the  promotion  and  adoption  of  healthy  lifestyles 
represent  important  ways  for  individuals  and  society  to  reduce  major  risk 
factors  for  disease  and  early  death,  and  substantially  improve  the  health  of 
Americans.    Three  OASH  programs      Minority  Health,  Disease  Prevention  and 
Health  Promotion,  and  Physical  Fitness  and  Sports  —  educate  the  public  about 
occupational,  societal,  environmental  and  behavioral  factors  which  affect 
health.    Efforts  are  focused  on  encouraging  beneficial  lifestyle  changes 
through  a  variety  of  programs  which  include  media  campaigns,  clearinghouses, 
and  workshops. 

The  Office  of  Minority  Health  plays  a  major  role  as  the  Department's  advocate 
for  minority  communities  on  issues  which  impact  on  the  health  of  minority 
populations.    The  mission  of  this  office  is  to  close  the  gap  in  health  status 
between  minority  groups  and  non-minority  populations  by  coordinating 
Departmental  initiatives,  encouraging  the  development  of  innovative  strategies 
to  promote  health  and  prevent  disease  among  minority  communities,  and  * 
developing  collaborative  efforts  with  PHS  agencies  and  the  private  sector  to 
achieve  mutual  objectives  of  improving  the  health  status  of  minorities.  The 
Office  of  Minority  Health  administers  the  Minority  Male  Grant  Program,  which 
is  requested  in  the  budget  of  the  Health  Resources  and  Services 
Administration,  and  is  an  integral  component  of  the  Secretary's  Minority  Male 
Initiative. 

The  National  Vaccine  Program  (NVP)  is  an  integral  part  of  the  PHS  prevention 
effort.    The  appropriate  administration  of  safe  and  effective  vaccines  remains 
the  most  cost-effective  method  of  preventing  human  suffering  and  reducing 
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economic  costs  resulting  from  vaccine-preventable  diseases.    The  National 
Vaccine  Program  Office  (NVPO)  coordinates  and  directs  all  immunization 
activities,  including  the  development  and  licensure  of  a  new  acellular 
pertussis  vaccine,  the  Children's  Vaccine  Initiative,  monitoring  the 
implementation  of  the  Interagency  Plan  to  Improve  Immunization  Services,  the 
development  and  implementation  of  the  National  Vaccine  Plan,  support  for 
urgent  needs  and  other  high  priority  immunization  projects.    The  NVPO 
provides  staff  support  to  the  National  Vaccine  Advisory  Committee,  the 
Consultative  Group  for  Vaccine  Development  and  the  NVP  Interagency  Group.  In 
addition,  the  NVPO  advises  the  Assistant  Secretary  for  Health  on  current  and 
emerging  immunization  issues,  development  of  public  health  immunization 
policy,  establishing  priorities  and  guiding  the  implementation  of  the  PHS 
immunization  program. 

Two  programs  within  0ASH~the  National  AIDS  Program  Office  and  the  Office  of 
Minority  Health— perform  AIDS-related  functions.    The  primary  function  of  the 
National  AIDS  Program  Office  is  to  advise  the  Assistant  Secretary  for  Health 
on  the  development  of  policy,  establishment  of  priorities,  and  implementation 
of  HIV  and  AIDS  programs  across  PHS  agencies.    Through  its  coordinative, 
analytic,  and  advisory  roles,  the  staff  assist  the  ASH  in  making  decisions  and 
responding  to  fast-breaking  HIV  infection  and  AIDS  policy  issues  and  provides 
overall  direction  for  PHS  HIV-  and  AIDS-related  activities.    Nearly  50  percent 
of  all  persons  reported  with  AIDS  are  Black  or  Hispanic.    The  Office  of 
Minority  Health  has  specific  responsibilities  for  AIDS,  and  provides  technical 
assistance  to  minority  organizations  and  minority  community-based 
organizations  in  the  dissemination  of  AIDS  information  through  their  Coalition 
Grant  Programs. 

Another  program  managed  within  OASH,  Adolescent  Family  Life  (AFL),  is  the  only 
Federal  program  solely  focused  on  the  complex  issues  and  problems  of  early 
adolescent  sexuality  and  adolescent  pregnancy  and  parenting.    Through  its 
model  demonstration  grant  program,  the  AFL  supports  "care"  projects  that 
develop  and  test  family-centered  approaches  for  providing  effective  services 
for  pregnant  adolescents  and  adolescent  parents,  and  "prevention"  projects 
that  seek  to  develop  new  approaches  to  encourage  pre-adolescents  and  younger 
adolescents  to  postpone  sexual  activity.    The  AFL  research  component  supports 
grants  that  are  contributing  to  the  understanding  of  the  broad  issue  of 
adolescent  pregnancy.    The  FY  1993  budget  proposes  a  significant  increase  for 
AFL  activities.    The  AFL  is  within  the  Office  of  Population  Affairs,  which 
also  directs  and  administers  the  Family  Planning  program  funded  through  the 
Health  Resources  and  Services  Administration. 

The  FY  1993  Budget  also  includes  a  request  for  emergency  preparedness 
activities  to  enable  PHS  to  carry  out  its  responsibility  for  the  development 
of  National  level  plans  and  programs  for  providing  health,  medical,  mental 
health,  and  human  assistance  during  national  security  emergencies.  The 
request  will  support  emergency  preparedness  coordination  and  the  nationwide 
network  of  Disaster  Medical  Assistance  Teams. 


The  budget  request  assumes  enactment  of  legislative  proposals  to  extend  Title 
XX  of  the  PHS  Act. 
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Program  Accomplishments 


The  accomplishments  of  the  Office  of  the  Assistant  Secretary  for  Health  (OASH) 
are  related  to  its  twofold  mission  of  providing  leadership  and  direction  to 
the  Public  Health  Service  (PHS)  agencies  and  operating  several  high-priority 
programs.    PHS  is  able  to  accomplish  specific  objectives  through  the  efforts 
of  the  individual  agencies.    These  accomplishments  are  addressed  in  the 
separate  agency  budget  justifications.    Under  the  leadership  of  the  Assistant 
Secretary  for  Health,  PHS,  as  an  entity,  can  accomplish  overall  objectives 
because  of  the  successful  interaction  of  the  components  when  faced  with  major 
issues  and  challenges.    This  interaction  and  collaboration  is  facilitated 
under  the  direction  of  the  Assistant  Secretary  for  Health. 

In  FY  1991  the  Office  of  Disease  Prevention  and  Health  Promotion  initiated,  on 
behalf  of  the  Assistant  Secretary  for  Health,  a  series  of  progress  reviews  on 
the  22  priority  areas  of  Healthy  People  2000.  including  timely  reports  on  the 
findings  of  these  reviews.    In  addition,  ODPHP  managed  "Healthy  Difference",  a 
public  education  program,  in  consonance  with  a  Program  Direction  established 
by  the  Secretary;  developed  materials  for  "Put  Prevention  into  Practice,"  an 
educational  initiative  directed  to  primary  clinical  settings;  drafted  the 
Healthy  People  2000  Action  Series  to  report  on  implementation  of  national 
health  objectives  by  the  Public  Health  Service,  the  States  and  the  Healthy 
People  2000  consortium  organizations;  coordinated  implementation  of  the 
National  Nutrition  Monitoring  and  Related  Research  Act  of  1990;  and  made  a 
number  of  cost-saving  technical  improvements  to  the  National  Health 
Information  Center. 

Adolescent  Family  Life  demonstration  projects  develop  and  test  new  approaches 
to  addressing  the  problems  of  adolescent  sexual  activity  and  pregnancy. 
Unique  features  of  the  program  include  promotion  of  adoption  as  a  positive 
alternative  to  teenage  parenting  or  abortion,  sexual  abstinence  for  unmarried 
adolescents,  and  development  and  delivery  of  comprehensive  care  services  for 
the  already  pregnant  teenager.    Evaluation  results  of  earlier  AFL  projects 
have  demonstrates  significantly  improved  health  outcomes  achieved  by  pregnant 
teens  enrolled  in  care  projects  and  have  demonstrated  linkages  between 
abstinence  based  prevention  education  curricula  and  increases  in  adolescents' 
knowledge  and  attitudes  regarding  the  benefits  of  delaying  sexual  activity.  A 
few  AFL  prevention  projects  have  demonstrated  differences  in  rate  of  sexual 
activities  between  project  participants  and  non-participants. 

The  President's  Council  on  Physical  Fitness  and  Sports  (PCPFS)  continued  its 
activities  through  a  variety  of  public  awareness  programs.    A  third  award  has 
been  added  to  the  "President's  Challenge,"  the  Youth  Physical  Fitness  Award 
Program.    The  second  award,  the  National  Physical  Fitness  Award  recognizes 
boys  and  girls  at  a  lower  level  of  achievement  than  the  prestigious 
Presidential  Physical  Fitness  Award  and  now  the  participant  award  has 
potential  of  motivating  20  million  6-17  year  olds  to  improve  their  fitness. 
Further,  the  "President's  Challenge"  has  been  modified  so  that  disabled 
students  are  eligible  to  compete,.    Public  information  messages  for  various 
populations  were  distributed  through  300  television  stations,  2,000  radio 
stations  and  1,300  print  media.    Over  60,000  requests  for  fitness  information 
were  handled.    The  PCPFS  participated  in  conferences  emphasizing  fitness  and 
health  for  Native  American  Women,  Youth  Fitness,  the  Native  Americans  of  the 
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Northwest  (a  huge  youth  summit  of  2,000+),  older  adults,  military  and  law 
enforcement  personnel  and  disabled  Americans.    The  Council  held  clinics  and 
participated  in  numerous  conferences  that  trained  more  than  3,000  leaders  in 
school  physical  education.    The  Presidential  Sports  Award  Program  added  more 
sports  categories  and  grew  during  FY  1991  due  to  the  increased  visibility  and 
level  of  activity  by  the  Chairman  and  the  Council.    "The  Great  American 
Workout  1991"  received  considerable  media  attention.    That  event  and  Chairman 
Schwarzenegger's  tours  to  all  the  States  (36  States  were  visited  by  the  end  of 
FY  1991)  promoting  youth  fitness  have  tremendously  heightened  interest  in 
fitness  and  convinced  influential  leaders  across  the  country  of  the  value  of 
quality  physical  education. 

The  Office  of  Minority  Health  (0MH)  coordinated  minority  health  activities  in 
DHHS  and  administered  the  Minority  Community  Health  Demonstration  Grant 
Program,  the  HIV/AIDS  Education/Prevention  Grant  Program,  and  the  Minority 
Male  Grant  Program.    In  FY  1991,  the  0MH  awarded  approximately  $2.7  million  to 
15  new  minority  community  demonstration  grants  in  14  different  states.  For 
the  first  time  in  the  coalition  demonstration  grant  program  history,  a  project 
specifically  targeting  the  promotion  of  health  among  minority  women  was 
supported.    The  0MH  also  provided  approximately  $2.3  million  in  funding  to 
community-based  organizations  to  demonstrate  the  effectiveness  of  AIDS/HIV 
infection  education  and  prevention  strategies  targeted  to  minority 
populations.    Through  the  Minority  Male  Grant  Program,  an  integral  component 
of  the  Secretary's  Minority  Male  Initiative,  0MH  awarded  approximately  $3.1 
million  to  14  community  coalitions  in  13  different  states  to  demonstrate  the 
effectiveness  of  strategies  to  address  the  health  and  human  service  needs  of 
at-risk  minority  males.    0MH  provided  approximately  $1.1  million  for  the 
Minority  Male  Grants;  the  remaining  funds  were  provided  by  other  operating 
agencies  of  the  Department. 

In  addition  to  the  grant  programs,  0MH  also  conducted  the  first  national  video 
teleconference  in  FY  1991.    This  teleconference,  entitled  "Closing  the 
Minority  Health  Gap"  focused  on  prevention  of  violence  in  minority  communities 
and  was  viewed  by  over  4,000  community  opinion  leaders  around  the  country. 
The  Office  also  conducted  7  regional  minority  AIDS  conferences  that  focused  on 
skills-building  for  community-based  groups  concerned  with  the  prevention  of 
HIV  infection  in  minority  populations.    0MH  also  operated  the  Minority  Health 
Resource  Center,  which  in  FY  1991  responded  to  more  than  6,000  requests  for 
information  on  minority  health  topics  and  exhibited  at  14  major  conferences. 
In  response  to  new  legislative  mandates,  the  0MH  underwrote  two  projects  to 
provide  assistance  to  increase  the  capability  of  Hispanic  and  non-Hispanic 
health  professionals  to  deal  with  linguistic  and  cultural  barriers  to  care. 
0MH  also  supported  cooperative  agreements  with  the  Association  of  State  and 
Territorial  Health  Officials,  National  Association  of  County  Health  Officials 
and  US  Conference  of  Local  Health  Officers  to  identify  the  best  practices  for 
the  provision  of  bilingual  or  linguistically  appropriate  health  care. 

The  National  AIDS  Program  Office  (NAP0)  provided  a  strong  focal  point  in  0ASH 
to  coordinate  complex  policy  development  that  cut  across  PHS  Agency  areas  of 
responsibility,  e.g.,  blood  donor  deferral  system,  partner  notification, 
medical  exclusion  of  aliens  infected  with  HIV,  health  care  worker  guidelines, 
and  vaccine  development.    In  FY  1991,  NAP0  participated  in  and  provided 
support  to  fund  the  third  year  of  the  Institute  of  Medicine's  Roundtable  for 
the  development  of  drugs  and  vaccines  against  AIDS.    Three  conferences  were 
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held:    Immune  Reconstitution  Therapies  for  People  with  AIDS;  AIDS-related 
Opportunistic  Infections;  and  Understanding  HIV  Pathogenesis.    In  addition, 
the  NAPO  served  as  the  PHS  lead  in  the  coordination  and  formulation  of  Healthy 
People  2000    HIV  Objectives. 

The  NAPO  also  provided  support  to  fund  an  update  of  The  AIDS  Litigation 
Pro.iect:    A  National  Survey  of  Federal.  State  and  Local  Cases  Before  Courts 
and  Human  Rights  Commission,  including  summaries  of  cases  which  have  been 
decided,  settled,  filed  or  pending;  coordinated  the  Department's  World  AIDS 
Day/National  AIDS  Awareness  Day;  and  planned  and  convened  the  PHS  Consultation 
on  International  Collaborative  HIV  Research.    This  consultation  brought 
together  government  agencies  and  universities  conducting  HIV  research 
internationally  to  consider  the  ethical,  scientific,  legal  and  political 
responsibilities  of  PHS-supported  researchers  who  conduct  HIV  and  AIDS-related 
research  in  the  populations  of  other  nations.    NAPO  coordinated  and  prepared 
the  FY  1991  AIDS  Expenditures  Report  required  by  P.L.  100-607;  prepared  the 
FY  1991  Annual  PHS  Consolidated  AIDS  Budget;  and  collaborated  with  and 
monitored  the  AIDS-related  activities  of  the  Regional  AIDS  Coordinators. 

Substantial  progress  has  been  made  toward  the  development  of  an  acellular 
pertussis  vaccine  under  the  direction  of  the  National  Vaccine  Program  (NVP). 
On  December  17,  1991,  a  new  acellular  pertussis  vaccine  was  licensed  for  use 
as  the  4th  and  5th  doses.    This  announcement  marks  the  first  time  that  an 
acellular  pertussis  vaccine  has  been  licensed  for  use  in  the  United  States. 
The  existing  pertussis  vaccine  will  continue  to  be  used  for  primary 
immunization,  the  first  three  shots,  pending  the  results  of  studies  in  infants 
now  in  progress  on  the  safety  and  efficacy  of  the  vaccine  use  at  2,  4  and  6 
months  of  age.    After  an  extensive  evaluation  of  site  proposals,  the  Swedish 
Bacteriologic  Laboratory  was  awarded  a  contract  on  September  20,  1991  for  the 
phase  III  field  trial  for  the  first  three  doses  of  pertussis  vaccine. 
Negotiations  are  still  underway  for  a  possible  additional  site. 

In  response  to  the  measles  epidemic  and  to  provide  improved  access  to 
immunization  services,  focused  on  the  report  of  the  National  Vaccine  Advisory 
Committee,  "The  Measles  Epidemic:    The  Problems,  Barriers  and 
Recommendations",  an  Interagency  Committee  on  Immunization  (ICI)  was  formed  to 
develop  a  strategic  plan  with  14  separate  goals  and  120  action  steps,  to 
coordinate  the  vaccine  activities  of  Federal  health,  income,  housing, 
education  and  nutritional  programs.    The  activities  included  in  the  Plan  also 
complement  and  support  the  disease  prevention  objectives  in  the  Healthy  People 
2000  report,  and  the  Secretary's  Program  Directions,  as  well  as  President 
Bush's  goal  announced  at  the  June  13,  1991  Rose  Garden  Ceremony  to  attain  90 
percent  immunization  levels  among  the  Nation's  children  by  their  second 
birthday.    The  ICI  will  monitor  the  implementation  of  this  Plan. 

The  NVP  has  identified  and  provided  direct  support  of  urgent  needs  for 
immunization  research  and  delivery  in  the  areas  of  pertussis,  measles,  the 
Children's  Vaccine  Initiative,  and  safety  and^adverse  events.    In  addition, 
the  NVP  has  worked  closely  with  the  Health  Care  financing  Administration  which 
is  conducting  a  demonstration  project  on  the  cost-effectiveness  of  the 
influenza  vaccine.    Following  evaluation  of  four  years  of  study  data 
(concluding  with  the  1991-1992  influenza),  a  determination  will  be  made 
whether  to  include  influenza  vaccine  as  a  covered  Medicare  benefit. 
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The  NVP  has  been  actively  involved  with  the  World  Health  Organization's  (WHO) 
global  effort  to  eradicate  polio.    The  NVP  has  developed  a  cost-benefit 
analysis  for  global  polio  eradication  and  recently  presented  this  proposal  to 
the  WHO  where  it  was  positively  received.    The  NVP  assisted  in  the  review  of 
Taiwan's  national  plan  for  the  eradication  of  polio,  the  elimination  of 
measles,  neonatal  tetanus  and  congenital  rubella  syndrome. 
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Management  Savings 


The  Assistant  Secretary  for  Health  has  established  a  PHS  Quality  Council  to 
serve  as  a  focal  point  for  Total  Quality  Management  (TQM)  efforts  in  the 
administrative  areas  that  are  PHS-wide.    The  Council  is  chaired  by  the 
Deputy  Assistant  Secretary  for  Health  Management  Operations  and  is 
comprised  of  the  PHS  agencies'  Executive  Officers  and  the  Director  of  the 
Office  of  Management,  OASH.    All  of  the  Council  members  have  participated 
in  training  programs  and  have  made  a  commitment  to  educate  all  management 
staff  in  the  principles  and  practices  of  TQM.    The  Council  has  chartered 
Quality  Action  Teams  to  address  PHS-wide  management  issues. 

Improved  debt  management  practices  and  procedures  continue  to  be  a  high 
priority  initiative  in  PHS.    Activities  include  reporting  information  on 
delinquent  debts  to  credit  bureaus,  referring  delinquent  debts  to 
collection  agencies,  and  to  the  Internal  Revenue  Service  (IRS)  for 
collection  by  offset  against  Federal  income  tax  refunds,  and  collection  of 
debts  by  administrative  action  or  salary  offset.    These  activities  resulted 
in  payments  of  $101  million  to  the  Treasury  in  FY  1991. 

Efforts  to  reduce  costs  of  PHS-wide  procurement  activities  continue  to 
result  in  substantial  savings.    In  FY  1991,  savings  of  over  $600,000  were 
realized  throughout  PHS  by  consolidating  procurement  requirements  and  using 
less  costly  supply  sources.    PHS  also  participated  with  the  Departments  of 
Defense  and  Veterans  Affairs  in  the  Shared  Procurement  Program  for  medical 
items  which  resulted  in  estimated  savings  of  more  than  $2,000,000. 

Continued  emphasis  is  placed  on  information  exchange  and  connectivity  for 
PHS.    OASH  has  awarded  a  telecommunications  system  contract  for  the  33,000 
telephone  lines  supporting  PHS  offices  in  the  suburban  Maryland  area, 
including  the  NIH  campus  and  the  Parklawn  complex.    This  consolidated 
service  will  provide  integrated  voice  and  data  networking  capability  and 
centralized  telecommunications  management  to  PHS  agencies.  Advanced 
calling  features  such  as  speed  dial,  call  forwarding,  and  voice  mail  are 
integral  to  the  system,  and  Centrex  message  unit  charges  will  be  avoided 
between  locations  on  the  system.    While  no  savings  can  be  projected  in 
current  levels  of  expenditures,  it  is  anticipated  that  the  costs  for 
services  under  the  contract  over  a  period  of  ten  years  will  be  millions  of 
dollars  less  than  those  charges  which  would  have  accrued  had  we  been 
required  to  retain  the  current  GSA  provided  system. 

OASH  continues  to  review  and  evaluate  its  program,  financial  and 
administrative  management  control  systems  through  on-going  implementation 
of  the  Federal  Managers'  Financial  Integrity  Act,  including  monitoring  and 
correction  of  the  Office  of  Management  and  Budget  designated  high-risk 
areas  in  PHS. 
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Adolescent  Family  Life 

Authorizing  Legislation  -  Authorizing  legislation  for  Title  XX  expired 

September  30,  1985;  new  legislation  has  been  proposed  (Fiscal  Year  1992  funds 
were  appropriated  under  P.L.  102-170). 

FY  1991  FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  IE  M  FTE  BA  FTE  BA 

13     $7,789,000         13        $7,761,000        15     $11,985,000  +2  +$4,224,000 


FY  1993  Authorization   Extension  proposed. 

Purpose  and  Method  of  Operations 

The  Adolescent  Family  Life  (AFL)  program  is  administered  and  directed  by  the 
Office  of  Population  Affairs.    It  is  designed  to  support  the  development  and 
testing  of  family-centered  approaches  for  providing  effective  care  services 
for  pregnant  and  parenting  adolescents,  primary  prevention  services  to 
encourage  unmarried  teens  to  postpone  sexual  activity,  and  to  support  research 
that  contributes  to  the  understanding  of  the  broad  issue  of  adolescent 
pregnancy.    AFL  is  the  only  Federal  program  focused  exclusively  on  issues  and 
problems  of  adolescent  sexuality,  pregnancy,  and  parenting.    Unique  features 
of  the  program  include  promotion  of  family  involvement,  adoption  as  a  positive 
alternative  to  teenage  parenting  or  abortion,  sexual  abstinence  for  unmarried 
adolescents  and  development  and  delivery  of  comprehensive  care  services.  AFL 
has  supported  approximately  150  care  and  prevention  demonstration  projects  and 
50  research  projects  since  its  inception  in  1981. 

Data  from  completed  and  evaluated  models  is  disseminated  on  an  on-going  basis 
through  distribution  of  the  Adolescent  Family  Life  Demonstration  Projects; 
Program  and  Evaluation  Summaries.  The  Adolescent  Family  Life  Research  Project 
Summaries,  and  the  preparation  and  archiving  of  data  on  research  dealing  with 
teen  sexual  activity  in  the  Data  Archive  on  Adolescent  Pregnancy  and  Pregnancy 
Prevention.    Additionally  there  have  been  numerous  articles  published  in 
prestigious  academic  and  practitioner  journals  and  presentations  based  on  AFL 
projects  at  professional  meetings,  conferences,  symposia  and  conventions  at 
the  local,  state  and  Federal  levels. 

Care  Projects 

Care  projects  are  comprehensive  in  scope  and  are  required  to  provide  10  core 
services  designed  to  help  the  young  mother  have  a  healthy  baby  and  improve 
subsequent  life  prospects  for  both  the  teen  parents  and  their  baby. 
Evaluation  data  have  repeatedly  shown  that  comprehensive  care  services  have 
significantly  improved  health  outcomes  as  compared  with  groups  of  matched 
teens  not  receiving  this  type  of  care.    Adoption  counseling  and  information  is 
another  unique  service  provided  by  all  AFL  care  projects  to  help  teens  decide 
whether  to  parent  their  child  or  make  plans  to  have  the  child  adopted. 
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Evaluation  results  from  AFL  care  projects  have  demonstrated  that  adolescent 
mothers  who  receive  project  services  have  better  birth  outcomes,  increased 
school  enrollments  and  employment,  and  reductions  in  the  expected  incidence  of 
repeat  pregnancies.    Reductions  in  low  birthweight  incidence  have  been 
particularly  striking.    Among  twenty-two  AFL  sites  reporting  the  incidence  of 
low  birthweight,  two-thirds  reported  low  birthweight  incidence  considerably 
below  that  reported  nationally  for  infants  born  to  adolescent  mothers. 

Prevention  Projects 

The  AFL  is  the  only  Federal  program  developing  strategies  to  help  teens  and 
their  parents  understand  the  importance  of  postponing  sexual  involvement  for 
adolescents'  health  and  future  well-being.    The  prevention  component  of  the 
program  serves  more  than  75,000  preteens  and  nonpregnant  adolescents  and  their 
families  annually.    Prevention  projects  take  a  straightforward  approach  that 
encourages  abstinence  as  the  soundest  choice  for  teens.    Projects  promote  the 
value  of  the  family  and  affirm  sexuality  within  the  context  of  marriage. 
Parent-child  communication  is  stressed  as  well  as  skills  to  resist  peer 
pressure  and  enhance  self-respect  and  respect  for  others.    Sexual  activity 
among  unmarried  teens  increases  the  risk  of  too  early  childbearing  and 
sexually  transmitted  disease  (STD)  infection.    Research  has  shown  that  most 
adolescents  do  not  use  contraceptives  either  effectively  or  consistently. 
Condoms  which  offer  some  protection  against  STDs  tend  not  to  be  used  during 
every  sexual  encounter  or  to  be  used  incorrectly  and  as  a  result  are  often 
ineffective  in  preventing  pregnancy.    The  only  completely  effective  way  for  an 
adolescent  to  be  protected  against  pregnancy  and  STD  infection  is  to  abstain 
from  sexual  activity  until  he  or  she  is  ready  to  enter  into  a  permanent, 
mutually  monogamous  relationship  with  a  person  who  is  also  free  of  STDs. 

Evaluations  of  AFL  prevention  projects  generally  have  demonstrated  a  link 
between  abstinence  based  prevention  education  curricula  and  increases  in 
adolescents'  knowledge  and  attitudes  regarding  the  benefits  of  postponing 
sexual  involvement.    Some  projects  have  documented  increases  in  parent-child 
communication  and  others  have  demonstrated  a  lower  percentage  of  sexually 
active  youth  among  project  participants  than  among  comparison  groups. 


Research 

AFL  research  projects  investigate  issues  that  deal  with  adolescent  sexual 
activity,  pregnancy  and  parenting.    The  program  has  centered  its  efforts  on 
supporting  research  projects  that  can  improve  knowledge  of  the  issues 
surrounding  adolescent  pregnancy,  particularly  those  issues  that  are  not  being 
addressed  by  other  research  programs.    These  include  investigating  why 
adoption  is  a  little-used  alternative  among  pregnant  teens;  examining  factors 
that  influence  adolescent  sexuality,  contraceptive  and  fertility  behaviors, 
and  the  nature  and  effectiveness  of  care  services  for  pregnant  and  parenting 
adolescents.    For  example,  AFL  research  has  found  that  closeness  in 
parent-child  relationships  and  traditional  parental  values  led  to  a  reduced 
incidence  of  early  sexual  activity  for  daughters.    Another  project  found  that 
the  risk  of  unwed  motherhood  was  reduced  for  girls  who  were  supervised  by 
their  parents. 
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Funding  levels  for  AFL  for  the  past  five  years  are  as  follows: 


BA  FTE 

1988   $9,630,000  12 

1989   9,529,000  12 

1990   9,421,000  12 

1991   7,789,000  13 

1992   7,761,000  13 


Rationale  for  the  Budget  Request 

In  Fiscal  Year  1993,  $11,985,000  and  15  FTEs  are  requested  to  provide  support 
for  64  demonstration  projects  (32  continuations,  11  competing  continuations 
and  21  new)  and  12  research  projects  (6  continuations  and  6  new).  This 
increase  over  the  FY  1992  appropriation  will  support  additional  evaluation 
intensive  projects,  increase  the  geographic  scope  and  range  of  intervention 
model  demonstrations,  and  the  number  of  research  projects.    Data  from  the 
National  Survey  of  Family  Growth  (CDC)  indicates  that  there  has  been  a 
dramatic  increase  in  the  proportion  of  young  persons,  particularly  teens,  who 
are  sexually  active  as  well  as  an  increase  in  the  reported  numbers  of  their 
sexual  partners.    Other  studies  have  shown  a  major  increase  in  the  number  of 
females  affected  with  STDs  coming  into  health  care  clinics.    In  light  of  the 
continuing  rise  in  sexual  activity  rates  among  teens,  especially  among  the 
youngest  teens,  and  the  rising  rates  of  STDs  and  HIV  among  teens  and  young 
women,  it  is  imperative  that  new  approaches  toward  dealing  with  these  issues 
are  developed  and  tested. 

Program  Data 

Increase/ 


FY 

1992 

FY  1993 

Decrease 

No. 

Amount 

No. 

Amount 

No. 

Amount 

Program: 

Demon.  Grants 

Continuation 

11 

$1,256,000 

32 

$4,704,000 

+21 

+$3,448,000 

Comp.  Cont. 

11 

797,000 

11 

1,131,000 

+0 

+334,000 

New 

23 

3.356.000 

21 

2.343.000 

-2 

-1.013.000 

Subtotal 

45 

5,409,000 

64 

8,178,000 

+19 

+2,769,000 

Research  Grants 

Continuations 

4 

495,000 

6 

1,086,000 

+  2 

+591,000 

New 

2 

300.000 

6 

970.000 

+  4 

+670.000 

Subtotal 

6 

795,000 

12 

2,056,000 

+  6 

+1,261,000 

Proj.  Contracts 

317.000 

356.000 

+39.000 

Total  Program 

51 

6,521,000 

76 

10,590,000 

+25 

+4,069,000 

Program  Support 

1.240.000 

1.395.000 

+155.000 

Total  AFL 

51 

$7,761,000 

76 

$11,985,000 

+25 

+$4,224,000 
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The  FY  1993  budget  request  of  $  11,985,000  and  15  FTEs  is  an  increase  of 
$4,224,000  and  2  FTEs  over  the  FY  1992  level  and  includes  the  following  built- 
in  costs: 


Within-grades  and  merit  pay  increases   +$17,000 

One  less  day  of  pay   -3,000 

Annual ization  of  1992  pay  raise   +8,000 

January  1993  pay  raise  at  3.7%   +23,000 

Federal  Telecommunications  System   +2,000 

DHHS  Working  Capital  Fund   +2,000 

RENT   +9,000 

PHS  Service  and  Supply  Fund   +10.000 

Total   +$68,000 
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Disease  Prevention  and  Health  Promotion 

Authorizing  Legislation  -  Title  XVII  of  the  Public  Health  Service  Act 


FY  1991 
Actual 


FY  1992 
Appropriation 
FTE  BA 


FY  1993 
Estimate 


Increase  or 
Decrease 
FTE  BA 

—  +$251,000 


FTE  BA  FTE  BA  FTE  BA 

18     $4,577,000        19     $4,450,000        19  $4,701,000 

1993  Authorization    Indefinite 

Purpose  and  Method  of  Operations 

The  Office  of  Disease  Prevention  and  Health  Promotion  (0DPHP)  coordinates 
policies  and  programs  in  health  promotion  and  disease  prevention  within  the 
Public  Health  Service  (PHS).    This  activity  includes:    managing  and  overseeing 
implementation  of  the  year  2000  national  prevention  goals  and  objectives; 
implementing  Departmental  nutrition  policy;  disseminating  health  information 
to  the  public  through  the  0DPHP  National  Health  Information  Center;  and 
encouraging  health  promotion,  health  protection,  and  preventive  services  in 
the  public  and  private  sectors.    As  the  principal  staff  office  on  prevention 
in  PHS,  this  activity  assists  the  Assistant  Secretary  for  Health  and  the 
Office  of  the  Secretary.    The  0DPHP  gives  special  focus  to  the  following 
issues: 


National  Health  Objectives:    In  1990,  PHS  issued  the  second  10-year  strategy 
for  national  action  regarding  health  promotion  and  disease  prevention, 
entitled  Healthy  People  2000:    National  Health  Promotion  and  Disease 
Prevention  Objectives.    This  report  identified  300  measurable  objectives  for 
achievement  by  the  year  2000,  organized  in  22  priority  areas  for  action.  A 
consortium  composed  of  over  300  national  membership  organizations  and  State 
health  departments  participated  with  the  PHS  in  development  of  these 
objectives  and  are  continuing  to  work  as  partners  of  the  Federal  government  in 
seeking  their  achievement.    In  1991,  0DPHP  managed  a  PHS-wide  process  to 
develop  and  release  an  overview  of  implementation  plans  and  activities  of  both 
the  Federal  and  the  non-Federal  sectors. 

Nutrition:    The  0DPHP  nutrition  policy  initiative  works  to  strengthen  the 
Department's  capabilities  and  leadership  in  nutrition  research,  monitoring, 
services,  and  training,  as  well  as  food  safety  and  quality  and  international 
nutrition.    Following  release  of  the  Surgeon  General's  Report  on  Nutrition  and 
Health  in  1988,  0DPHP  managed  a  year- long  study  conducted  by  the  Food  and 
Nutrition  Board  of  the  Institute  of  Medicine,  National  Academy  of  Sciences, 
regarding  the  food  labelling  policies  and  regulations  of  the  Department  and 
the  U.S.  Department  of  Agriculture  (USDA)  which  are  being  used  to  shape  food 
labelling  reforms  now  underway.    In  addition,  0DPHP  managed  the  Department's 
collaboration  with  USDA  to  revise  the  Dietary  Guidelines  for  Americans  for 
release  in  1990.    In  FY  1991,  0DPHP  served  as  the  Department's  executive 
secretariat  for  the  National  Nutrition  Monitoring  Advisory  Council  and 
developed  procedures  to  ensure  interdepartmental  review  of  Federal  dietary 
guidance,  as  mandated  by  the  National  Nutrition  Monitoring  and  Related 
Research  Act  of  1990. 
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Clinical  Preventive  Services:    The  ODPHP  Clinical  Preventive  Services 
initiative  has  organized  the  U.S.  Preventive  Services  Coordinating  Committee, 
composed  of  representatives  of  primary  health  care  and  health  insurance 
associations,  to  assist  in  promotion  of  implementation  of  scientifically 
proven  clinical  preventive  services  in  medical  practice.    In  collaboration 
with  five  major  primary  care  professional  associations,  ODPHP  is  analyzing 
data  in  FY  1991  regarding  the  extent  to  which  practicing  physicians  and  nurse 
practitioners  are  offering  clinical  preventive  services  to  their  patients. 
This  information  will  serve  as  a  baseline  against  which  to  measure  progress  in 
increasing  the  public's  access  to  appropriate  immunizations,  screening,  and 
patient  education. 

ODPHP  National  Health  Information  Center  (ONHIC);    The  ONHIC  enables  PHS  to 
respond  directly  to  requests  for  health  information,  responding  to 
approximately  4,000  requests  each  month.    In  addition,  it  produces 
Healthf inders.  compilations  of  information  resource  lists  on  health  topics  of 
interest  to  the  public  and  to  professionals,  and  Prevention  Report,  abstracts 
of  current  prevention  literature  and  other  information  related  specifically  to 
the  priority  areas  of  the  year  2000  objectives.    The  ODPHP  Health 
Communication  staff,  which  oversees  the  ONHIC,  is  also  currently  developing 
Prevention  '91/ '92.  a  biennial  report  on  HHS  prevention  policy  and  activities. 

Funding  levels  for  the  past  five  years  are  as  follows: 

BA  FTE 


1988   $3,472,000  17 

1989   4,429,000  17 

1990   4,440,000  17 

1991   4,577,000  18 

1992   4,450,000  19 


Rationale  for  the  Budget  Request 

The  FY  1993  request  will  permit  the  ODPHP  to  maintain  the  momentum  begun  in 
1991  to  implement  the  goals  and  objectives  for  the  year  2000  contained  in 
Healthy  People  2000.    Specific  attention  will  be  given  to  the  subpopulations 
at  highest  risk  for  disease,  disability,  and  premature  death,  including  low- 
income  and  minority  populations.    ODPHP  will  give  particular  attention  to 
priority  areas  addressed  in  Healthy  People  2000  that  require  intra-PHS 
coordination,  such  as  nutrition,  violence  prevention,  educational  and 
community-based  services,  clinical  preventive  services,  maternal  and  infant 
health,  environmental  health,  and  surveillance  and  data  systems.    The  ODPHP 
will  conduct  for  the  Assistant  Secretary  for  Health,  regular  management 
reviews  on  each  of  the  22  priority  areas  of  the  objectives  and  develop  reports 
for  publication  on  progress  in  achieving  them. 

The  FY  1992  request  will  continue  to  support  special  initiatives  focused  on 
implementing  the  year  2000  objectives  through  worksite  health  promotion 
programs,  child  and  school -based  health  promotion  and  education,  clinical 
settings  (including  hospitals),  and  community-based  programs. 

The  FY  1993  request  includes  funds  to  support:    the  ongoing  work  of  the  U.S. 
Preventive  Services  Coordinating  Committee;  the  Secretary's  Council  on  Health 
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Promotion  and  Disease  Prevention;  interagency  and  interdepartmental 
coordinating  work  groups  on  nutrition,  school  health  education,  worksite 
health  promotion,  health  promotion  for  older  people,  health  promotion  for 
people  with  disabilities,  and  health  communication  and  communication 
technology;  continued  facilitation  of  a  network  of  Healthy  Communities/Healthy 
Cities  across  the  Nation;  continued  support  for  the  ONHIC;  development  and 
publication  of  special  reports  on  issues  of  diet  and  health,  Federal 
prevention  programs,  worksite  health  promotion,  and  implementation  of  the  year 
2000  objectives. 


Distribution  of  Resources 
(Dollars  in  thousands) 


FY  1992  FY  1993  Increase/ 
Estimate      Estimate  Decrease 


National  Health  Objectives 

$  916 

$  956 

+  40 

Nutrition  Activities 

300 

387 

+  87 

Health  Information 

1,200 

1,200 

+  0 

Secretary's  Council 

100 

100 

+  0 

Worksite  Health  Promotion 

310 

300 

-  10 

Clinical  Preventive  Services 

640 

680 

+  40 

Admi  n  i  str at  i  ve/Management 

984 

1,078 
$4,701 

+  94 
$251 

Total,  ODPHP 

$4,450 

This  activity  is  requesting  $4,701,000  and  19  FTEs  in  FY  1993,  a  net  increase 
of  $251,000  over  the  FY  1992  level.    The  request  includes  a  program  increase 
of  $166,000  and  the  following  built-in  costs: 


Within-grades  and  merit  pay  increases   +$18,000 

One  less  day  of  pay   -6,000 

Annual ization  of  1992  pay  raise   +14,000 

January  1993  pay  raise  at  3.7%   +39,000 

Federal  Telecommunications  System   +1,000 

DHHS  Working  Capital  Fund   +2,000 

RENT   +13,000 

PHS  Service  and  Supply  Fund   +4.000 

Total    +$85,000 
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Physical  Fitness  and  Sports 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE        BA  FTE  BA 

16     $1,443,000  17     $1,411,000         19     $2,022,000        +2  +$611,000 


FY  1993  Authorization  Indefinite 

Purpose  and  Method  of  Operation 

The  resources  requested  provide  staff  support  and  assistance  for  the 
President's  Council  on  Physical  Fitness  and  Sports  (PCPFS)  to  carry  out  a  ten- 
point  national  program  of  physical  fitness  and  sports  as  directed  by  Executive 
Order  12345.    Through  continuing  contact  with  major  sports  and  fitness 
organizations,  federations  and  governing  bodies,  and  business  and  industry, 
the  Council  seeks  to  enlist  the  active  support  and  assistance  of  individuals, 
civic  groups,  professional  associations,  sports  groups  and  others  to  promote 
and  improve  the  health,  vigor  and  productivity  of  all  Americans  through 
regular  participation  in  physical  fitness  and  sports.    Specific  programs 
include  technical  assistance  to  various  organizations,  e.g.,  schools, 
government  and  private  industry,  service  campaigns,  sports  medicine 
symposiums,  regional  leadership  training  workshops,  awards  to  youth  for 
outstanding  physical  fitness  achievement,  and  publication  of  research 
information. 

The  PCPFS  plans  and  implements  programs  to  carry  out  its  directives  to  promote 
such  emphasis  as  daily  physical  education  programs  in  schools;  establishing 
Governors'  Councils  on  Physical  Fitness  and  Sports;  urging  employers  to 
establish  employee  fitness  programs;  and  encouraging  all  Federal  departments 
and  agencies  to  support  physical  fitness  programs  for  their  personnel  through 
the  Federal  Interagency  Fitness  and  Health  Council. 

In  carrying  out  Executive  Order  12345  to  actively  seek  the  private  sector 
support  in  efforts  to  promote  and  improve  the  fitness  of  all  Americans,  the 
PCPFS  staff  develops  programs  and  projects  with  private  industry  for  co- 
sponsorship  projects.    The  Council  sets  the  guidelines  under  which  project 
content  and  promotion  are  determined  and  retains  rights  of  final  approval  on 
all  printed  materials  and  program  development.    The  private  sector  has  been 
very  supportive  of  PCPFS  programs,  providing  approximately  $37  million 
annually  in  services  and  assistance.    Projects  have  been  co-sponsored  by  a 
variety  of  organizations  including  Post  Cereals,  General  Foods,  NBC,  CBS  and 
ABC  Television,  Seven  Up,  Coca  Cola,  Campbell  Soup,  California  Raisin  Advisory 
Board,  U.S.  Chamber  of  Commerce,  Proctor  and  Gamble,  State  Farm  Insurance, 
L.A.  Gear,  The  Sugar  Association,  Nestle  Quick,  and  Allstate  Insurance. 
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Funding  for  PCPFS  for  the  last  five  years  has  been  as  follows: 

BA  FTE 
FY  1988   $1,389,000  15 


FY  1989   1,481,000  15 

FY  1990   2,468,000  16 

FY  1991   1,443,000  16 

FY  1992   1,411,000  17 


Rationale  for  Budget  Request 

The  Department  of  Health  and  Human  Services  has  developed  the  National  Health 
Objectives  for  the  year  2000  to  improve  the  health  status  of  the  American 
people.    Among  the  22  priority  areas  for  accomplishing  these  goals  is  physical 
activity  and  fitness.     This  priority  has  been  assigned  to  the  PCPFS  as  lead 
agency  for  developing  an  action  plan  outlining  the  steps  necessary  to  achieve 
the  physical  activity  and  fitness  goals.    The  PCPFS  coordinates  the  efforts  of 
both  federal  and  non-governmental  organizations  on  this  project. 

The  requested  level  of  $2,022,000  includes  a  program  increase  of  $466,000  and 
2  FTEs  over  the  FY  1992  appropriation.    The  request  also  contains  mandatory 
increases  of  $145,000  for  the  following: 


Within-grades  and  merit  pay  increases....  +$19,000 

One  less  of  pay   -4,000 

Annual ization  of  1992  pay  raise   +10,000 

1993  pay  raise  at  3.7  %   +29,000 

DHHS  Working  Capital  Fund   +2,000 

RENT   +85,000 

PHS  Service  and  Supply  Fund   +4.000 

Total   +$145,000 


This  increase  will  provide  additional  funds  for  fitness  programs  for  the 
elderly.    PCPFS  plans  to  conduct  a  survey  on  fitness  among  the  aging  with  the 
aim  of  producing  a  physical  fitness  test  for  older  adults,  beginning  at 
approximately  age  50,  to  enable  them  to  assess  their  level  of  fitness  and  take 
appropriate  measures  to  assure  a  quality  lifestyle  thereafter.    In  addition, 
leadership  training  programs  are  proposed  as  part  of  the  expanded  PCPFS 
regional  clinics.    Health  campaigns,  including  written  materials  and  public 
service  announcements,  will  be  developed  to  disseminate  health-related  news 
and  information  for  the  elderly.    PCPFS  will  conduct  a  variety  of  local  and 
national  meetings  and  conferences,  and  participate  in  many  others,  including 
the  White  House  Conference  of  Aging. 


53-634  0—92  39 
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Minority  Health 


Authorizing  Legislation  -  Title  XVII  of  the  PHS  Act,  Section 


1707 


FY  1991 
Actual 


Appropriation 


FY  1992 


FY  1993 
Estimate 


Increase 
or  Decrease 
FTE  BA 


FTE 


FTE  BA 


FTE 


42    $15,619,000     66        $15,880,000        78     $15,921,000      +12  +$41,000 

FY  1993  Authorization  $25,000,000 

Purpose  and  Method  of  Operation 

In  April  1991  Health.  United  States  1990  was  released  by  the  Department.  This 
report  card  on  the  Nation's  health  contained,  for  the  first  time,  a  chartbook 
on  minority  health.    Tracking  a  wide  range  of  health  measures,  the  report 
documented  generally  lower  levels  of  health  and  health  care  among 
racial /ethnic  minority  groups.    Among  the  more  revealing  findings  of  this 
report  is  that  after  many  years  of  increases,  the  life  expectancy  for  all 
Americans  dropped  slightly  from  75.9  years  in  1987  to  74.9  years  in  1988.  For 
Black  Americans,  life  expectancy  continued  to  decline  for  the  fourth 
consecutive  year,  to  69.2  years.    The  causes  of  death  that  have  historically 
contributed  most  to  the  disparity  in  life  expectancy  between  white  and  Blacks 
are  the  cardiovascular  diseases,  homicide,  cancer,  and  infant  mortality. 

The  data  also  indicated  that  despite  an  overall  drop  in  the  infant  mortality 
rate,  the  rate  is  50%  higher  for  American  Indian  and  40%  higher  for  Puerto 
Rican  infants  than  for  whites.    It  also  found  that  only  about  60%  of  American 
Indian,  Mexican  American,  Black  and  Puerto  Rican  mothers  received  prenatal 
care  in  the  first  trimester  of  pregnancy  compared  to  approximately  80%  or  more 
of  white  mothers. 

The  information  also  revealed  that  differences  in  mortality  rates  and  causes 
of  death  are  most  apparent  among  children  and  young  adults.    For  example,  at 
age  15-24,  American  Indians  had  the  highest  death  rate,  with  mortality  from 
unintentional  injuries  two  to  three  times  that  of  any  other  group;  the  suicide 
rate  was  the  highest  among  American  Indians;  homicide  was  the  leading  cause  of 
death  for  Black  youths  with  a  rate  seven  to  eight  times  that  for  whites;  and 
the  homicide  rate  was  three  times  as  high  among  Hispanics  and  American  Indians 
as  among  whites. 

This  data  makes  it  very  apparent  that  successful  resolution  of  the  health 
disparity  requires  better  targeting  of  existing  service  programs  to  reach  the 
populations  most  in  need,  i.e.  underserved  minorities,  women  and  children 
across  a  wide  spectrum  of  health  services. 

The  Office  of  Minority  Health  is  the  focal  point  for  the  implementation  and 
monitoring  of  the  Secretary's  1985  Task  Force  on  Black  and  Minority  Health 
recommendations  and  for  the  formulation  and  development  of  policy  issues 
affecting  minority  health.    In  1990  the  Office  was  established  in  statute  by 
the  Disadvantaged  Minority  Health  Improvement  Act  of  1990  (P.L.  101-527).  To 
carry  out  the  legislated  mandates,  the  Office  works  closely  with  the  Public 
Health  Service  agencies,  regional  offices  and  other  components  of  the 
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Department  in  a  coord i native,  and  policy  development  role  to:  (1)  establish 
short  and  long-range  goals  and  objectives  and  coordinate  all  other  activities 
within  the  Department  related  to  disease  prevention,  health  promotion,  service 
delivery  and  research  as  they  relate  to  disadvantaged  and  minority 
individuals;  (2)  enter  into  interagency  agreements  with  other  agencies  of  the 
PHS  to  stimulate  and  undertake  innovative  projects;  (3)  operate  a  national 
minority  health  resource  center;  (4)  support  research,  demonstration  and 
evaluation  projects;  (5)  coordinate  efforts  to  promote  minority  health 
programs  and  policies  in  the  voluntary  and  corporate  sectors;  (6)  develop 
health  information  and  health  promotion  materials;  and  (7)  assist  providers  of 
primary  health  care  and  preventive  health  services  in  obtaining  the  assistance 
of  bilingual  health  professionals  and  other  bilingual  individuals. 

Funding  levels  for  the  OMH  for  the  past  five  years  are  as  follows: 


BA 

BA 

Total 

Non-AIDS 

FTE 

AIDS 

FTE 

Total 

FTE 

1988  

$2,872,000 

11 

$1,436,000 

0 

$4,308,000 

11 

1989  

2,964,000 

11 

3,416,000 

2 

6,380,000 

13 

1990  

3,523,000 

13 

4,010,000 

4 

7,533,000 

17 

1991  

13,470,000 

37 

2,149,000 

5 

15,619,000 

42 

1992  

13,805,000 

61 

2,075,000 

5 

15,880,000 

66 

Rationale  for  Budget  Request 

The  Office  of  Minority  Health  has  been  assigned  lead  agency  responsibility 
within  the  Department  for  coordination  and  development  of  a  plan  to  implement 
one  of  the  Secretary's  nine  Program  Directions  —  "Improve  the  health  status 
of  minority  and  low-income  persons,  and  reduce  disparities  in  the  incidence  of 
premature  death,  chronic  diseases  and  injuries."    In  conjunction  with  these 
responsibilities  for  FY  1993,  the  Office  of  Minority  Health  has  established  a 
long-range  goal  of  decreasing  the  gap  in  health  status  between  minority  and 
non-minority  populations  by  targeting  comprehensive  services  to  high  risk 
minority  populations  and  communities. 

The  FY  1993  total  request  of  $15,921,000  and  78  FTEs  is  an  increase  of  $41,000 
and  12  FTEs  over  the  FY  1992  comparable  appropriation.    To  fulfill  its  mission 
as  the  Department's  advocate  for  minority  health  issues  and  as  lead  agency  for 
Program  Direction  #  9,  it  is  necessary  to  expand  OMH  staff.    The  resources 
requested  by  OMH  will  be  used  to  increase  staff  capability  to  continue  the 
following  activities: 

•       Minority  Community  Health  Coalition  Demonstration  Grant  Program  -  The 
FY  1993  request  of  $2.7  million  for  the  continuation  of  the  grant 
program  is  the  same  level  as  FY  1992.    In  FY  1991,  the  OMH  funded  15  new 
minority  community  health  demonstration  grant  projects  for  a  total  of 
approximately  $2.7M.    One  project  of  significant  interest  was  a  co- 
sponsored  project  with  the  Office  of  Women's  Health  —  this  is  the  first 
coalition  grant  specifically  addressing  minority  women's  health  that  OMH 
has  funded. 
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Continue  to  develop  and  implement  interagency  agreements  with  PHS 
agencies  and  staff  offices  to  increase  the  participation  of  minorities 
in  health  services  and  promotion  programs,  and  to  stimulate  and 
undertake  innovative  projects.    The  request  of  $2,200,000  is  the  same 
level  as  FY  1992. 

Continue  to  operate  the  Office  of  Minority  Health  Resource  Center 
(0MHRC)  which  maintains  an  extensive  database  of  information  on  minority 
health  issues.    The  Resource  Center  provides  information  acquisition  and 
retrieval  services,  operates  a  toll-free  telephone  line;  develops  and 
maintains  an  0MH  exhibit,  operates  the  Resources  Persons  network,  and 
updates  the  informational  series  "Closing  the  Gap".    In  FY  1993 
$800,000,  an  increase  of  $50,000  over  the  FY  1992  level,  is  requested 
for  0MHRC. 

Provide  technical  assistance  to  state  offices  of  minority  health  and 
private  sector  groups  (e.g.,  the  American  Heart  Association,  March  of 
Dimes)  to  promote  minority  health  programs  and  policies.    The  request  of 
$400,000  is  a  decrease  of  $400,000  from  FY  1992. 

Continue  the  monitoring  of  the  Minority  Health  Strategic  Plan  which 
contains  short  and  long  range  objectives  for  improving  minority  health. 
The  Office  of  Minority  Health  will  continue  to  use  the  strategic 
planning  and  coordination  process  to  identify  opportunities  for  assuring 
that  Department  activities  have  an  appropriate  minority  health  focus. 
The  request  of  $700,000  reflects  an  increase  of  $300,000  to  support 
these  efforts  in  FY  1993. 

Continue  to  support  conferences  and  workshops  conducted  by  national 
and/or  voluntary  organizations  on  a  variety  of  minority  health  issues. 
These  workshops  and  conferences  are  important  for  disseminating  and 
sharing  information.    The  request  of  $100,000  will  allow  0MH  to  continue 
these  efforts. 

Consistent  with  the  Disadvantaged  Minority  Health  Improvement  Act  of 
1990  ,  0MH  will  focus  on  assisting  providers  of  primary  health  care  and 
preventive  services  in  obtaining  the  assistance  of  bilingual  health 
professionals  and  other  bilingual  individuals.    In  FY  1991  0MH,  in 
collaboration  with  HRSA,  supported  cooperative  agreements  with  provider 
organizations  to  identify  the  best  practices  in  the  areas  of 
bilingual/bicultural  health  services  throughout  the  health  care  system. 
0MH  also  supported  provider  education  activities  and  the  development  of 
recommendations  for  providing  bilingual  and  bicultural  services  to 
community  health  centers.    In  FY  1992,  0MH  will  identify  and  support 
effective  approaches  for  assisting  providers  in  obtaining  bilingual 
assistance  based  on  information  obtained  from  the  FY  1991  efforts.  The 
request  of  $3,000,000  for  FY  1993  is  the  same  funding  level  as  FY  1992. 

Conduct  research/demonstrations/evaluations  to  test  new  and  innovative 
models.    This  will  increase  knowledge  of  health  risk  factors,  and 
develop  mechanisms  that  support  better  information  dissemination, 
education,  prevention,  and  service  delivery  to  disadvantaged  racial  and 
ethnic  minorities.   The  request  of  $100,000  is  the  same  level  as 
FY  1992. 
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•  Develop  health  information  and  promotion  materials  and  teaching  programs 
including:    models  for  training  health  professionals,  model  curriculums 
to  be  used  in  primary  and  secondary  schools  and  institutions  of  higher 
learning,  materials  and  programs  for  the  continuing  education  of  health 
professionals,  materials  for  public  service  use  by  the  print  and 
broadcast  media,  and  materials  and  programs  to  assist  health  care 
professionals  in  providing  health  education  to  their  patients.  The 
request  of  $200,000  is  a  decrease  of  $300,000  from  FY  1992. 

•  Support  the  Secretary's  Initiative  on  Historically  Black  Colleges  and 
Universities  (HCBUs)  ($80,000). 


The  FY  1993  request  includes  $2,090,000  and  5  FTEs  for  AIDS-related  activities 
such  as: 

•  Support  one-year  demonstration  grants  to  build  an  integrated, 
comprehensive  community-wide  approach  to  developing  health  information 
for  the  prevention  of  HIV  infection  and  AIDS  in  minority  communities. 
The  request  of  $1,000,000  is  the  same  level  as  FY  1992. 

•  Support  two  AIDS-related  community  health  coalition  grants.    The  request 
of  $500,000  is  the  same  level  as  FY  1992. 

•  Conduct  studies  and  research  efforts  to  develop  and  improve  mechanisms 
of  delivering  health  information,  education  and  services  on  AIDS  to 
minority  populations.    An  increase  of  $104,000  will  support  these 
efforts. 

•  Support  follow-up  activities  on  workshops  to  the  regional  minority  AIDS 
conferences  in  minority  communities.    The  request  of  $100,000  is  the 
same  level  as  FY  1992. 
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Program  Data 
Non-AIDS 

Minority  Community 
Health  Coalition  Grants 

Interagency  Agreements 

Resource  Center 

Assistance  to  states  & 
private  sector  groups 

P 1 ann  i  ng/Coord  i  nat  i  on 
Activities 

Workshops,  conferences 

Bilingual  Assistance 

Research/demonstrations 
&  evaluations 

Health  information/ 
material /program 

Departmental  initiatives 
(HBCU,  Health  Promotion) 

Admi  n  i  s trat  i  ve/managemen t 
support 


AIDS 

AIDS  Demonstration 
Grants 

Minority  Community 
Health  Coalition  Grants 

Workshops,  conferences 

Assistance  to  states/ 
private  sector  groups 


Studies/data  analyses 

Admi  n  i  strat  i  ve/managemen t 
support 

Research/demonstrations/ 
evaluations 

TOTAL 


FY  1992 

$2,700,000 
2,200,000 
750,000 

800,000 

400,000 
100,000 
3,000,000 

100,000 

500,000 

80,000 

3,175,000 

1,000,000 

500,000 
100,000 

67,500 

67,500 

340,000 

 0 

$15,880,000 


FY  1993 

$2,700,000 
2,200,000 
800,000 

400,000 

700,000 
100,000 
3,000,000 

100,000 

200,000 

80,000 

3,551,000 

1,000,000 

500,000 
100,000 

0 

0 

386,000 

104,000 
$15,921,000 


Change 

$ 

+50,000 
-400,000 
+300,000 

-300,000 
+376,000 


-67,500 

-67,500 

+46,000 

+104,000 
+$41,000 
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The  FY  1993  budget  request  of  $15,921,000  and  78  FTEs  for  the  Office  of 
Minority  Health  is  a  net  increase  of  $41,000  over  the  FY  1992  level.  The 
request  includes  the  following  built-in  costs: 

Within-grades  and  merit  pay  increases   +$31,000 

One  less  day  of  pay.   -8,000 

Annual ization  of  1992  pay  raise   +21,000 

January  1993  pay  raise  at  3.7%   +64,000 

Federal  Telecommunications  System   +3,000 

DHHS  Working  Capital  Fund   +5,000 

RENT   +9,000 

PHS  Service  and  Supply  Fund   +20.000 

Total   +$145,000 
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National  AIDS  Program  Office 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  £JJL  BA  FTE  BA  FTE  BA 

33       $3,789,000     29        $2,452,000     42       $3,958,000     +13  +$1,506,000 

1993  Authorization    Indefinite. 

Purpose  and  Method  of  Operations 

The  National  AIDS  Program  Office  (NAP0)  was  established  in  Fiscal  Year  1988  to 
meet  the  multiple,  complex,  and  rapidly  changing  demands  of  AIDS-related 
issues,  and  to  serve  as  the  primary  PHS  staff  component  responsible  for 
coordinating  and  integrating  PHS  efforts  to  control  the  epidemic  of  HIV 
infection  and  AIDS  through  research,  prevention  programs,  and  services  for 
targeted  populations.    The  primary  function  of  NAP0  is  to  advise  the  Assistant 
Secretary  for  Health  (ASH)  on  the  development  of  policy,  establishment  of 
priorities,  and  implementation  of  HIV  and  AIDS  programs  across  PHS  agencies. 
Through  its  coordinative,  analytic,  and  advisory  roles,  the  staff  assist  the 
ASH  in  making  decisions  and  responding  to  fast-breaking  HIV  infection  and  AIDS 
policy  issues  and  provides  the  overall  direction  for  PHS  HIV-and  AIDS-related 
activities. 

In  addition,  NAP0  serves  as  a  liaison  on  important  HIV  and  AIDS-related  issues 
to  external  groups,  including  representatives  of  other  Federal  Departments  and 
agencies,  State  and  local  governments,  community-based  organizations,  other 
concerned  and  interested  national,  professional  and  private  sector 
orgarizations,  and  international  organizations,  such  as  the  World  Health 
Organization  and  the  Pan  American  Health  Organization. 

To  coordinate  the  PHS  efforts  to  combat  the  AIDS  epidemic,  the  NAP0: 

•      Chairs  and  staffs  the  PHS  Executive  Task  Force  on  AIDS.    The  Director  of 
NAP0  and  the  Director,  Program,  Policy  Analysis  and  Coordination  Staff, 
chair  and  co-chair  the  Task  Force  respectively.    The  Task  Force  provides 
the  only  forum  for  PHS  and  Department  representatives  to  meet  on  a 
regular  basis  to  share  information  on  HIV-  and  AIDS-related  issues,  and 
identify  and  address  emerging  issues  of  importance  for  the  ASH  and  the 
Secretary.    Representatives  from  the  PHS  include  the  AIDS  Coordinators 
from  the  agencies  and  Staff  Offices  of  the  Office  of  the  Assistant 
Secretary  (0ASH);  and,  departmental  representatives  include  the  Health 
Care  Financing  Administration,  Administration  for  Children  and  Families, 
Social  Security  Administration  (SSA),  Assistant  Secretary  for 
Legislation,  Assistant  Secretary  for  Planning  and  Evaluation,  and  the 
Office  for  Civil  Rights. 

Examples  of  AIDS-related  issues  that  have  been  discussed  at  the  Task 
Force  meetings  over  the  last  year  include:  vaccines  and  therapeutic 
agents;  clinical  trials;  progress  review  for  Healthy  People  2000  HIV 
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objectives;  state-of-the  art  information  systems;  health  care  worker 
guidelines;  medical  exclusion  of  aliens  infected  with  HIV;  AIDS  in 
prisons;  expanded  AIDS  surveillance  case  definition;  SSA  disability;  and 
the  implementation  of  the  Ryan  White  Comprehensive  AIDS  Resources 
Emergency  Act  (CARE). 

•  Co-Chairs  and  staffs  the  PHS  HIV  Leadership  Meeting.    This  meeting  is 
chaired  and  co-chaired  by  the  ASH  and  the  Director  of  NAPO  respectively. 
The  Leadership  meeting  provides  the  only  forum  whereby  the  ASH,  PHS 
agency  heads,  PHS  AIDS  Coordinators,  Deputy  Assistant  Secretaries  and 
other  OASH  senior  staff  meet  on  a  regular  basis  to  identify,  discuss  and 
set  policy  on  AIDS-related  issues. 

Examples  of  policy-related  issues  that  have  been  discussed  at  the 
Leadership  meeting  include:    health  care  worker  guidelines;  expanded  AIDS 
surveillance  case  definition;  medical  exclusion  of  aliens  infected  with 
HIV;  AIDS  vaccines  and  therapeutic  agents;  clinical  trials,  substance 
abuse  and  AIDS;  and  Healthy  People  2000  HIV  Objectives. 

•  Chairs  and  staffs  the  PHS  Federal  Coordinating  Committee  on  the  AIDS 
Epidemic.    The  Director  of  NAPO  chairs  this  interdepartmental  committee 
which  provides  the  only  forum  where  representatives  from  11  Federal 
Departments  and  20  agencies  meet  to  share  information  and  identify 
government-wide  needs  and  concerns  related  to  HIV  infection  and  AIDS. 

NAPO  has  worked  with  other  Federal  Departments  and  Agencies  on  cross- 
cutting  issues  such  as  AIDS  in  the  workplace,  housing  for  persons  with 
AIDS,  substance  abuse  and  prevention,  international  programs  and 
concerns,  and  the  commemoration  of  World  AIDS  Day/National  AIDS  Awareness 
Day. 

•  In  addition,  NAPO  has  the  lead  responsibility  on  a  regular  and  recurring 
basis  for:    (1)  developing  and  updating  the  PHS  Strategic  Plan  to  Combat 
HIV  and  AIDS  in  the  United  States;  (2)  monitoring  the  annual  progress  on 
the  HIV  objectives  for  Healthy  People  2000;  (3)  coordinating  and 
preparing  a  departmental  annual  report  to  Congress  on  AIDS  expenditures 
required  by  the  Health  Omnibus  Programs  Extension  Act  of  1988; 

(4)  preparing  an  annual  report  to  Congress  on  program  activities  for  the 
CARE  Act;  (5)  coordinating  and  preparing  departmental  responses  to  other 
congressional  reports  upon  request;  (7)  preparing  the  annual  PHS 
consolidated  AIDS  budget;  (8)  monitoring  the  overall  PHS  direction  of  the 
HIV-  and  AIDS-related  budget  and  planning  efforts;  (9)  monitoring  the 
development  of  AIDS  vaccines;  (10)  collaborating  with  and  monitoring  the 
AIDS-related  activities  of  the  Regional  AIDS  Coordinators;  (11) 
identifying  and  coordinating  state-of-the-art  information  systems  for  the 
OASH  and  the  PHS  agencies;  (12)  developing  or  assisting  with  issues  and 
options  papers,  e.g.,  blood  donor  deferral  system,  partner  notification, 
medical  exclusion  of  aliens  infected  with  HIV,  and  health  care  worker 
guidelines;  (13)  working  with  outside  professional  organizations,  e.g., 
American  Medical  Association,  the  American  Public  Health  Association,  and 
the  Association  of  State  and  Territorial  Health  Officials'  HIV  Committee, 
and  community-based  organizations  such  as  the  National  Organizations 
Responding  to  AIDS,  the  National  Association  for  People  with  AIDS  and  the 
National  Minority  AIDS  Council,  to  advise  them  on  AIDS-related  issues; 
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objectives;  state-of-the  art  information  systems;  health  care  worker 
guidelines;  medical  exclusion  of  aliens  infected  with  HIV;  AIDS  in 
prisons;  expanded  AIDS  surveillance  case  definition;  SSA  disability;  and 
the  implementation  of  the  Ryan  White  Comprehensive  AIDS  Resources 
Emergency  Act  (CARE). 

•  Co-Chairs  and  staffs  the  PHS  HIV  Leadership  Meeting.    This  meeting  is 
chaired  and  co-chaired  by  the  ASH  and  the  Director  of  NAPO  respectively. 
The  Leadership  meeting  provides  the  only  forum  whereby  the  ASH,  PHS 
agency  heads,  PHS  AIDS  Coordinators,  Deputy  Assistant  Secretaries  and 
other  OASH  senior  staff  meet  on  a  regular  basis  to  identify,  discuss  and 
set  policy  on  AIDS-related  issues. 

Examples  of  policy- related  issues  that  have  been  discussed  at  the 
Leadership  meeting  include:    health  care  worker  guidelines;  expanded  AIDS 
surveillance  case  definition;  medical  exclusion  of  aliens  infected  with 
HIV;  AIDS  vaccines  and  therapeutic  agents;  clinical  trials,  substance 
abuse  and  AIDS;  and  Healthy  People  2000  HIV  Objectives. 

•  Chairs  and  staffs  the  PHS  Federal  Coordinating  Committee  on  the  AIDS 
Epidemic.    The  Director  of  NAPO  chairs  this  interdepartmental  committee 
which  provides  the  only  forum  where  representatives  from  11  Federal 
Departments  and  20  agencies  meet  to  share  information  and  identify 
government-wide  needs  and  concerns  related  to  HIV  infection  and  AIDS. 

NAPO  has  worked  with  other  Federal  Departments  and  Agencies  on  cross - 
cutting  issues  such  as  AIDS  in  the  workplace,  housing  for  persons  with 
AIDS,  substance  abuse  and  prevention,  international  programs  and 
concerns,  and  the  commemoration  of  World  AIDS  Day/National  AIDS  Awareness 
Day. 

•  In  addition,  NAPO  has  the  lead  responsibility  on  a  regular  and  recurring 
basis  for:    (1)  developing  and  updating  the  PHS  Strategic  Plan  to  Combat 
HIV  and  AIDS  in  the  United  States;  (2)  monitoring  the  annual  progress  on 
the  HIV  objectives  for  Healthy  People  2000:  (3)  coordinating  and 
preparing  a  departmental  annual  report  to  Congress  on  AIDS  expenditures 
required  by  the  Health  Omnibus  Programs  Extension  Act  of  1988; 

(4)  preparing  an  annual  report  to  Congress  on  program  activities  for  the 
CARE  Act;  (5)  coordinating  and  preparing  departmental  responses  to  other 
congressional  reports  upon  request;  (6)  preparing  the  annual  PHS 
consolidated  AIDS  budget;  (7)  monitoring  the  overall  PHS  direction  of  the 
HIV-  and  AIDS-related  budget  and  planning  efforts;  (8)  monitoring  the 
development  of  AIDS  vaccines;  (9)  collaborating  with  and  monitoring  the 
AIDS-related  activities  of  the  Regional  AIDS  Coordinators;  (10) 
identifying  and  coordinating  state-of-the-art  information  systems  for  the 
OASH  and  the  PHS  agencies;  (11)  developing  or  assisting  with  issues  and 
options  papers,  e.g.,  blood  donor  deferral  system,  partner  notification, 
medical  exclusion  of  aliens  infected  with  HIV,  and  health  care  worker 
guidelines;  (12)  working  with  outside  professional  organizations,  e.g., 
American  Medical  Association,  the  American  Public  Health  Association,  and 
the  Association  of  State  and  Territorial  Health  Officials'  HIV  Committee, 
and  community-based  organizations  such  as  the  National  Organizations 
Responding  to  AIDS,  the  National  Association  for  People  with  AIDS  and  the 
National  Minority  AIDS  Council,  to  advise  them  on  AIDS-related  issues; 


1225 


(13)  coordinating  activities  within  the  Department  to  commemorate  World 
AIDS  Day/National  AIDS  Awareness  Day;  and,  (14)  representing  HHS  as  the 
primary  liaison  to  the  National  Commission  on  AIDS;  NAPO  coordinates  and 
prepares  departmental  responses  to  the  recommendations  contained  in 
various  reports  of  the  Commission  including  "The  Twin  Epidemics  of 
Substance  Use  and  HIV"  and  the  comprehensive  two-year  report,  "America 
Living  with  AIDS." 

•      NAPO  also  responds  to  the  ASH  as  needed  and  keeps  him  apprised  of  all  PHS 
HIV-  and  AIDS-related  issues. 

Funding  levels  since  the  establishment  of  NAPO  are  as  follows: 


BA  FTE 

1988                                                $1,872,000  20 

1989                                                3,023,000  20 

1990                                                3,666,000  28 

1991                                                  3,739,000  33 

1992                                                   2,452,000  29 


Rationale  for  Budget  Request 

The  FY  1993  request  of  $3,958,000  and  42  FTEs  is  an  increase  of  $1,506,000  and 
13  FTEs  over  the  FY  1992  appropriation  and  restores  NAPO  to  funding  levels 
comparable  to  FY  1990  and  FY  1991.    The  National  AIDS  Program  Office  is  the 
focal  point  for  AIDS  activities  within  the  Public  Health  Service  (PHS)  and  is 
responsible  for  the  coordination  and  development  of  policies  on  behalf  of  the 
Assistant  Secretary  for  Health  that  address  complex  issues  related  to  the 
HIV/AIDS  epidemic.    In  FY  1991,  to  further  assist  PHS  in  carrying  out  its 
responsibilities  throughout  the  Nation,  NAPO  formalized  support  for  a  Regional 
AIDS  Coordinator  in  several  of  the  ten  regional  offices.    Within  headquarters 
NAPO  maintains  an  agency  desk  officer  for  each  PHS  agency  with  a  major  AIDS 
responsibility.    These  staff  provide  an  invaluable  contribution  to  the  PHS 
AIDS  effort.    Because  of  the  essential  role  that  this  staff  performs  for  PHS, 
the  agencies  supported  the  continuation  of  this  effort  in  FY  1992. 

FY  1993  will  bring  increased  demands  on  the  office.    The  overall  PHS  HIV  and 
AIDS  budget  is  increasing  from  $1,962  billion  in  FY  1992  to  $2.06  billion  in 
FY  1993.    The  numbers  of  people  who  are  infected  with  HIV  and  the  numbers  of 
people  living  with,  and  dying  because  of  AIDS,  continues  to  climb.  NAPO's 
involvement  in  handling  already  intense  Congressional  and  public  interest  in 
AIDS  issues  will  increase  commensurately.    It  is  anticipated  that  the 
initiation  of  broad-based  clinical  trials  of  several  potential  AIDS  vaccines 
combined  with  the  acceleration  of  intergovernmental  and  international 
agreements  for  vaccines  testing  and  evaluation  will  increase  the  importance  of 
NAPO's  coordinative  roles.    The  FY  1993  increase  will  restore  the  resources  in 
the  NAPO  for  the  support  of  the  AIDS  agency  desk  officers  and  the  regional 
AIDS  activities,  the  preferred  method  of  budgeting  for  these  functions. 
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The  FY  1993  request  includes  the  following  built-in  costs: 


Hithin-grades  and  merit  pay  increases   +$42,000 

One  less  day  of  pay   -9,000 

Annual ization  of  1992  Pay  Raise   +21,000 

January  1993  pay  raise  at  3.7%   +62,000 

Federal  Telecommunications  System   +2,000 

DHHS  Working  Capital  Fund   +3,000 

RENT   +9,000 

PHS  Service  and  Supply  Fund   +8.000 

Total    +$138,000 
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National  Vaccine  Program 

Authorizing  Legislation  -  Title  XXI,  Subtitle  1  of  the  Public  Health  Service 
Act. 


FY  1991 
Actual 
FTE  BA 

23  $9,631,000 

1993  Authorization 


FY  1992 
Appropriation 
FTE  BA 

30  $7,930,000 


FY  1993 
Estimate 
FTE  BA 

32  $2,828,000 


Increase  or 
Decrease 
FTE  BA 

+2  -$5,102,000 


Indefinite. 


Purpose  and  Method  of  Operations 

The  National  Vaccine  Program's  (NVP)  mission  is  to  achieve  optimal  prevention 
of  human  infectious  diseases  through  immunization  and  to  achieve  optimal 
prevention  against  adverse  reactions  to  vaccines.    Vaccine  products  travel  a 
complex  path  from  beginning  in  the  research  laboratory,  through  development, 
testing,  licensing,  production  and  distribution  before  being  administered  by  a 
health  care  provider.    Immunization  is  accepted  as  the  most  cost-effective 
public  health  tool  available  worldwide.    It  is  estimated  that  for  every  dollar 
spent  on  vaccination,  ten  health  care  dollars  are  saved. 

The  NVP  strives  to  achieve  a  national  vaccine  and  immunization  program  through 
coordination  and  direction  of  vaccine  research  and  development  and 
immunization  activities  carried  out  in  the  National  Institutes  of  Health 
(NIH),  the  Centers  for  Disease  Control  (CDC),  the  Food  and  Drug  Administration 
(FDA),  the  Department  of  Defense  and  the  Agency  for  International  Development. 
Priorities  for  implementing  these  activities  are  established  in  conjunction 
with  the  National  Vaccine  Advisory  Committee  (NVAC)  and  the  Consultative  Group 
for  Vaccine  Development.    The  National  Vaccine  Program  Office  (NVP0)  serves  as 
the  primary  staff  support  to  the  Assistant  Secretary  for  Health  (ASH)  for 
these  activities  and  is  charged  with  stimulating,  directing,  facilitating  and 
catalyzing  the  vaccine  and  immunization-related  activities  of  the  Federal 
Government. 

In  FY  1992,  the  National  Vaccine  Program  resources  will  support  the  following 
high  priority  immunization  programs: 

Pertussis  Vaccine  —  Research  and  Development     The  search  for  a  new 
pertussis  vaccine  continues  to  have  the  highest  priority  within  the  Public 
Health  Service  vaccine  community.    Acellular  vaccines,  made  of  purified 
portions  of  the  bacteria,  cause  less  fever  and  probably  fewer  provoked 
seizures  than  the  currently  used  whole  cell  vaccine.    A  new  acellular 
pertussis  vaccine  was  licensed  for  use  as  the  4th  and  5th  booster  doses  on 
December  17,  1991.    Accelerated  efforts  continue  with  the  goal  of 
producing  an  acellular  vaccine  for  use  in  infants.    The  NVP0  will  continue 
to  provide  funding  for  the  acellular  pertussis  vaccine  clinical  trial 
sponsored  by  the  NIH  as  well  as  other  high  priority  pertussis  research  and 
development  activities  (such  as  new  diagnostic  tools  and  serologic 
correlates  of  immunity)  underway  in  the  FDA  and  the  CDC. 
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Measles  --  Access  to  Care     Over  18,000  cases  of  measles  were  reported  in 
1989.    Children  are  dying  of  measles  in  the  U.S.  for  the  first  time  since 
1971.    The  inner-city  poor,  particularly  the  very  young,  too  often  remain 
unvaccinated  and  unprotected.    Failure  to  complete  immunizations  by 
24  months  of  age  results  in  unnecessary  illness  and  sometimes  death. 
The  NVAC  recently  released  a  report  entitled,  "The  Measles  Epidemic:  The 
Problems,  Barriers  and  Recommendations."    This  report  describes  what  the 
nation  as  a  whole  must  do  to  achieve  its  immunization  goals.  It 
identifies  areas  for  additional  action  on  the  part  of  all  levels  of  the 
public  sector,  including  Federal,  State  and  local  governments  and  the 
private  sector,  including  physicians,  health  insurance  companies  and 
parents. 

The  NVPO  has  convened  an  Interagency  Committee  on  Immunization  (ICI)  in 
response  to  the  NVAC  Report  on  Measles  and  as  part  of  the  Secretary's 
Program  Directions  to  improve  access  to  immunization.    The  ICI  includes 
policy  level  representation  from  DHHS  agencies  (CDC,  HRSA,  IHS,  OASH, 
HCFA,  ACF)  as  well  other  Federal  Departments  (Agriculture,  Education  and 
Housing  and  Urban  Development).    The  Committee  developed  and  will  monitor 
the  implementation  of  the  "Interagency  Plan  to  Improve  Immunization 
Services"  which  is  designed  to  improve  the  nation's  access  to  immunization 
services  through  improved  coordination  of  established  Federal  health, 
income,  housing,  educational,  and  nutritional  programs.    The  Plan  includes 
120  action  steps  that  will  be  taken  over  the  next  four  years.    The  Plan  is 
also  being  used  as  the  focus  for  the  development  of  state  and  local 
immunizations  plans  and  to  help  direct  public  attention  to  appropriate 
immunization. 

In  addition  to  these  activities,  the  NVPO  will  continue  to  provide 
financial  support  for  studies  of  genomic  analysis  to  determine  whether 
measles  vaccines  are  still  effective  and  to  develop  new  rapid  diagnostic 
tests  for  use  with  outbreak  control. 

Children's  Vaccine  Initiative  --  The  Future    In  August  1990,  the  National 
Vaccine  Program  launched  the  Children's  Vaccine  Initiative  (CVI). 
Technology  development  has  enabled  us  to  seek  to  improve  and  combine 
available  and  new  vaccines,  provide  alternative  routes  of  administration, 
and  develop  new  antigen  release  methods.    The  goal  of  this  initiative  is 
to  develop  a  sustainable  immunization  delivery  system  through  improved 
access  to  children.    This  is  to  be  achieved  by  simplifying  the 
immunization  schedule  through  reduced  doses  of  vaccines  and  combinations 
of  vaccines.    Complete  immunization  protection  will  be  provided  with  fewer 
visits  to  health  care  providers. 

National  Vaccine  Plan  --  The  Blueprint   The  NVP  is  in  the  final  stages  of 
developing  the  U.S.'s  first  National  Vaccine  Plan  which  will  provide 
direction  and  coordination  to  all  public  agencies  and  private  sector 
groups  including  manufacturers,  academia  and  citizens  who  are  involved  in 
vaccination.    The  NVP  will  seek  to  ensure  that  the  needed  research 
expertise  is  directed  toward  developing  new  or  improved  vaccines,  and  that 
every  means  possible  is  enlisted  to  make  sure  that  everyone  who  should  be 
protected  receives  all  recommended  vaccines. 
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The  National  Vaccine  Program  Office  (NVPO)  was  established  in  FY  1988  and 
funded  through  an  assessment  of  the  PHS  agencies.    In  FY  1989,  the  Centers  for 
Disease  Control  (CDC)  provided  funding  for  NVPO  activities.    Beginning  in 
FY  1990,  the  National  Vaccine  Program  was  included  in  the  OASH  appropriation. 
Funding  levels  for  the  past  five  years  are  as  follows: 


BA  FTE 

1988    $501,000 

1989    494,000 

1990                                                              5,895,000  20 

1991                                                                 9,531,000  23 

1992                                                                 7,930,000  30 


Rationale  for  Budget  Request 

The  FY  1993  request  of  $2,828,000  and  32  FTEs  is  a  decrease  of  $5,102,000 
below  the  FY  1992  appropriation  and  an  increase  of  2  FTEs.    In  FY  1993,  the 
budget  request  supports  the  National  Vaccine  Program  Office  (NVPO). 
Continuation  requirements  for  high  priority  projects  funded  in  FY  1992  will  be 
supported  in  FY  1993  by  the  PHS  agencies.    The  additional  2  FTEs  will  be  used 
to  coordinate  and  monitor  the  implementation  of  the  Interagency  Plan  to 
Improve  Immunization  Services,  the  National  Vaccine  Plan  and  other  high 
priority  immunization  projects.    As  part  of  it's  responsibilities,  the  NVPO 
will  keep  the  Assistant  Secretary  of  Health  informed  of  current  and  emerging 
immunization  issues  and  provide  overall  direction  and  coordination  of  the 
Federal  immunization  effort. 

High  priority  initiatives  will  continue  to  be  the  development  and  licensure  of 
a  new  acellular  pertussis  vaccine,  the  Children's  Vaccine  Initiative, 
monitoring  the  implementation  of  the  Interagency  Plan  to  Improve  Immunization 
Services,  and  the  submission  of  the  National  Vaccine  Plan  to  Congress.  In 
addition  the  NVPO  will  continue  providing  staff  support  to  the  ASH  by: 
developing  and  making  recommendations  regarding  PHS  immunization  priorities, 
policies,  and  goals;  providing  support  to  the  National  Vaccine  Advisory 
Committee,  the  Consultative  Group  for  Vaccine  Development,  the  NVP  Interagency 
Group  and  their  respective  subcommittees;  reviewing  PHS  budget  requirements 
and  providing  recommendations  to  the  ASH;  and  monitoring  the  goals  and 
objectives  established  in  the  National  Vaccine  Plan. 

The  FY  1993  request  includes  the  following  built-in  costs: 


Within-grades  and  merit  pay  increases   +$26,000 

One  less  day  of  pay   -6,000 

Annual ization  of  1992  pay  raise  ^   +14,000 

January  1993  pay  raise  at  3.7%   +45,000 

Federal  Telecommunications  System   +1,000 

DHHS  Working  Capital  Fund   +4,000 

RENT   +7,000 

PHS  Service  and  Supply  Fund   +18.000 

Total   +$109,000 
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PHS  Emergency  Preparedness 

Authorizing  Legislation  -  Title  III,  Sections  216,  301,  and  311  of  the  Public 
Health  Service  Act. 

FY  1991                      FY  1992  FY  1993                 Increase  or 

Actual                   Appropriation  Estimate  Decrease 

FTE     BA                    FTE          BA  FTE        BA                FTE  BA 

    10     $1,000,000      +10  +$1,000,000 

FY  1993  Authorization  Indefinite 


Purpose  and  Method  of  Operations 

The  PHS  Office  of  Emergency  Preparedness  (0EP)  provides  coordination  and 
management  of  the  Federal  responses  to  national  health  emergencies, 
nationwide.    By  staffing  the  PHS  Regional  Offices  with  an  Emergency 
Coordinator,  and  deploying  Disaster  Medical  Assistance  Teams  (DMATs)  to  a 
disaster  site,  the  0EP  will  be  able  to  implement  an  effective  response  plan  in 
the  event  of  a  crisis. 

In  order  to  effectively  and  efficiently  respond  to  a  national  health 
emergency,  Emergency  Preparedness  Coordinators  need  to  be  present  at  regional 
locations  where  disasters  occur.    The  geographic  dispersion  of  the  Regional 
Offices  will  allow  these  Coordinators  to  respond  quickly  and  to  coordinate 
effectively  the  many  PHS  responsibilities  including: 

•  Leadership  in  the  provision  of  emergency  health  and  medical 
assistance  following  major  disasters  or  emergencies; 

•  Operation  of  the  National  Disaster  Medical  System  (NDMS)  within 
the  affected  Region,  including  the  deployment  of  DMATs; 

•  Provision  of  public  health  assistance; 

•  Assistance  in  addressing  mental  health  needs; 

•  Leadership  and  extensive  participation  in  classified  national 
security  emergency  preparedness  activities. 

DMATs  are  standing  medical  teams  that  are  staffed  by  medical  volunteers 
trained  in  disaster  relief.    These  teams  can  be  deployed  quickly,  and  are 
equipped  to  provide  a  wide  range  of  medical  assistance  for  disaster  victims. 


Rationale  for  Budget  Request 

Executive  Order  12656  assigns  to  the  Department  lead  responsibility  for 
development  of  national  level  plans  and  programs  for  providing  health, 
medical,  mental  health,  and  human  services  assistance  during  national  security 
emergencies,  including  major  natural  or  technological  disasters  or  other 
catastrophes.    The  Public  Health  Service  Act  also  mandates  the  provision  of 
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assistance  to  States  and  localities  in  response  to  disasters  and  other 
emergencies  that  threaten  or  affect  the  public  health,  human  services,  safety 
and  welfare. 

Under  these  mandates,  the  Assistant  Secretary  for  Health  (ASH)  is  the 
responsible  program  and  policy  official  at  Headquarters.    The  PHS  Regional 
Health  Administrators,  the  ASH's  personal  representatives,  carry  out  PHS-wide 
emergency  planning,  response,  and  coordination  responsibilities  in  the  ten 
Federal  Regions.    PHS  also  serves  as  the  overall  administrative  Lead  Agency 
for  the  development  and  operation  of  the  National  Disaster  Medical  System 
(NDMS),  maintains  and  operates  the  NDMS  Operations  Support  Center,  as  well  as 
the  Department  Emergency  Operations  Center;  and  has  sole  lead  responsibility 
for  development  and  operation  of  the  NDMS  Medical  Response  Component,  to  be 
comprised  of  a  nationwide  network  of  DMATs.    By  virtue  of  a  January  1990 
Delegation  of  Authority  from  the  Secretary,  the  ASH  also  serves  as  the 
official  responsible  for  Departmentwide  emergency  preparedness  activities. 

Regional  level  counterparts  in  the  Federal  Emergency  Management  Agency  and  the 
Department  of  Defense  look  to  the  PHS  Regions  for  leadership,  active 
participation,  expertise,  technical  assistance,  and  other  contributions 
related  to  the  health  and  medical  response.    In  addition,  planning,  training 
and  readiness  evaluation  are  vital  to  emergency  response.    These  resources 
enable  the  Department  to  fulfill  its  obligation  to  the  other  components  of 
emergency  response,  as  well  as  its  own  needs  for  public  health  and  welfare. 

The  FY  1993  request  for  Regional  Emergency  Preparedness  activities  is 
$1,000,000  and  10  FTEs.    FY  1993  is  the  first  year  in  which  funds  have  been 
requested  for  this  activity.    $600,000  and  10  FTEs  will  establish  PHS-wide 
emergency  readiness  in  five  of  the  PHS  Regional  Offices  by  placing  an 
Emergency  Coordinator  in  those  offices,  along  with  a  clerical  staff  member. 
$400,000  will  fund  the  training  and  equipment  needs  of  eight  additional  DMATs 
to  be  organized  in  areas  lacking  any  significant  resources  for  emergency 
response.    Together,  these  Regional  Emergency  Coordinators  and  DMATs  begin  to 
form  the  infrastructure  of  efficient  and  effective  emergency  response. 
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Public  Health  Service  Management 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation         Estimate   Decrease 

fJE  BA  FIE  BA£IE  BA        FTE  BA 

279    $21,019,000        279    $21,433,000    279      $22,038,000     —  +$605,000 

1993  Authorization   Indefinite 

Purpose  and  Method  of  Operations 

The  purpose  of  this  activity  is  to  support  the  Assistant  Secretary  for  Health 
in  providing  executive  leadership  and  direction  to  the  Public  Health  Service 
(PHS).    Under  the  direction  of  the  Assistant  Secretary  for  Health,  the  PHS 
agencies  are  responsible  for  the  implementation  of  plans  and  strategies 
designed  to  accomplish  National  health  goals.    These  goals  include  the 
protection  and  advancement  of  the  health  of  the  American  people  by  enforcing 
laws  to  assure  safe  food  and  effective  drugs;  conducting  and  sponsoring 
biomedical  research;  assisting  state,  local  governments,  and  community 
organizations  in  the  delivery  of  health  services;  controlling  and  preventing 
disease;  developing  health  resources;  administering  the  Federal  health 
programs  for  American  Indians  and  Alaskan  Natives;  and  collecting,  analyzing 
and  disseminating  information  about  the  health  of  Americans. 

The  Assistant  Secretary  for  Health's  responsibilities  include  formulating 
health  policy;  providing  leadership,  coordination,  and  overall  direction  of 
PHS  programs;  providing  policy  guidance  for  health-related  activities 
throughout  the  Department;  and  conducting  international  health  affairs.  The 
staff  offices  funded  by  this  activity  provide  assistance  to  the  Assistant 
Secretary  for  Health  in  carrying  out  his  responsibilities  in  (1)  the  direction 
and  coordination  of  all  management  activities  of  the  Public  Health  Service; 
(2)  the  development  of  PHS  policy  and  providing  leadership  and  coordination  of 
health  agency  activities  in  financial  management,  contracts  and  grants 
management,  personnel  management,  organizational  and  management  analysis, 
information  resource  management  (IRM),  and  facilities  management;  and  (3) 
assuring  compliance  with  laws,  regulations,  departmental  and  PHS  management 
policies,  procedures,  goals,  and  plans. 

In  1993  this  activity  will  focus  on:  (1)  Efforts  to  improve  debt  management 
practices  and  procedures,  including  reporting  information  on  delinquent  debts 
to  credit  bureaus,  referring  delinquent  debts  to  collection 
agencies,  and  to  the  Internal  Revenue  Service  (IRS)  for  collection  by  offset 
against  Federal  income  tax  refunds,  referring  written-off  debts  to  the  IRS 
for  consideration  as  taxable  income,  and  collection  of  debts  by  administrative 
action  or  salary  offset.    These  activities  resulted  in  payments  of  $101 
million  to  the  Treasury  in  FY  1991.    (2)  Review  and  evaluation  of  program, 
financial  and  administrative  management  control  systems  through  ongoing 
implementation  of  the  Federal  Managers'  Financial  Integrity  Act,  including 
monitoring  and  correction  of  the  Office  of  Management  and  Budget  designated 
high-risk  areas  in  PHS.    (3)  Continuing  efforts  to  comply  with  Office  of  the 


1233 


51 


Inspector  General  (OIG)  requirements.    There  has  been  an  80  percent  increase 
in  the  audits  of  PHS  grantees  and  contractors  in  the  past  4  years,  from  1,000 
reports  in  1988  to  1,800  reports  in  1991.    Additionally,  increased  OIG 
interest  in  PHS  internal  operations  has  resulted  in  a  40  percent  increase  in 
the  number  of  internal  reviews.    Consequently,  we  have  had  to  devote  increased 
resources  to  coordinate  the  OIG  activities.    (4)    Expanding  our  affirmative 
action  efforts  to  increase  representation  of  under-represented  minorities. 
The  PHS  has  developed  and  is  currently  implementing  an  FY  1992-1993  strategic 
affirmative  employment  plan  to  broaden  the  representation  of  Hispanics  and 
persons  with  disabilities  in  all  pay  categories,  occupations  and  grade  bands. 
This  PHS  strategic  affirmative  employment  plan  is  in  addition  to  the  current 
required  EE0C  affirmative  employment  plan  and  the  US  0PM  Federal  Equal 
Opportunity  Recruitment  Program.     (5)    Efforts  to  reduce  costs  of  PHS-wide 
procurement  activities.    In  FY  1991,  savings  of  over  $600,000  were  realized 
throughout  PHS  by  consolidating  procurement  requirements  and  using  less  costly 
supply  sources.    PHS  also  participated  with  the  Departments  of  Defense  and 
Veterans  Affairs  in  the  Shared  Procurement  Program  for  medical  items  which 
resulted  in  estimated  savings  of  more  than  $2,000,000.    In  the  area  of 
Information  Resources  Management,  automation  and  connectivity  efforts  will 
continue  to  enhance  PHS  capabilities  to  reduce  paper-laden  administrative 
activities  and  to  improve  communications  both  within  and  across  agencies. 

Funding  levels  for  the  past  five  fiscal  years  are  as  follows: 


BA  FTEs 

1988   18,339,000  300 

1989   18,698,000  274 

1990   19,376,000  274 

1991   21,019,000  279 

1992   21,433,000  279 


Rationale  for  the  Budget  Request 

The  FY  1993  budget  request  o+"  $21,038,000  and  279  FTEs  provides  a  level  of 
resources  that  will  enable  the  Assistant  Secretary  for  Health  to  continue  to 
provide  leadership  and  direction  to  the  Public  Health  Service.    The  resources 
requested  for  this  activity  are  a  net  increase  of  $605,000  over  the  FY  1992 
level.    Staffing  is  maintained  at  the  FY  1992  level  of  279  FTEs. 

The  net  increase  of  $605,000  reflects  a  non-recurring  cost  reduction  of 
$250,000  for  the  National  Museum  of  Health  and  Medicine,  and  the  following 
built-in  costs: 


Within-grade  and  merit  pay  increases   +$161,000 

One  less  day  of  pay   -76,000 

Annual ization  of  1992  pay  raise   +154,000 

January  1993  pay  raise  at  3.7%   +444,000 

DHHS  Working  Capital  Fund   +6,000 

RENT   +106,000 

PHS  Service  and  Supply  Fund   +60.000 

Total   +$855,000 
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OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
Detail  of  Permanent  Positions 


GRADE  FY  1991  FY  1992  FY  1993 

Actual  Estimate  Estimate 


ES-06  1  1  1 

ES-05  3  3  3 

ES-04  6  10  10 

ES-03  5  5  5 

ES-02  2  2  2 

ES-01  0  0  0 


Subtotal  17  21  21 

GM/GS-15  56  57  62 

GM/GS-14  89  87  90 

GM/GS-13  55  62  68 

GS-12        .33  40  48 

GS-11  24  24  24 

GS-10  3  2  3 

GS-09  21  23  26 

GS-08  23  22  22 

GS-07  26  29  32 

GS-06  24  30  30 

GS-05  12  14  18 

GS-04  6  7  7 

GS-03  1  1  1 

GS-02  0  0  0 

GS-01  0  0  0 


Subtotal  373  398  431 

CO-10  1  1  1 

CO-09  1  1  1 

CO-08  4  5  5 

CO-07  6  6  6 

CO-06  14  14  21 

CO-05  5  4  5 

CO-04  1  1  1 

CO-03  0  0  0 

CO-02  0  0  0 

C0-01  0  0  0 


Subtotal  32  32  40 

TOTAL  422  451  492 
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Office  of  the  Assistant  Secretary  for  Health 
New  Positions  Requested 


Activity/Position 


Adolescent  Family  Life; 
Grants  Management  Officer.... 
Project  Officer  

Total  

Physical  Fitness; 

Program  Analyst  

Secretary  

Total  

Office  of  Minority  Health; 

Program  Analyst  

Program  Analyst  

Program  Analyst  

Program  Analyst  

Total  

National  AIDS  Program  Office; 

Program  Analyst  

Program  Analyst  

Program  Analyst  

Public  Health  Advisor  

Public  Health  Advisor  

Public  Health  Advisor  

Tota 1  

National  Vaccine  Program; 

Program  Analyst  

Program  Analyst  

Total  , 

Emergency  Preparedness; 

Program  Analyst  , 

Program  Analyst  , 

Program  Analyst  , 

Secretary  , 


1993 

Annual 

Grade 

Number 

Salary 

GS-13 

1 

$46,200 

GS-12 

I 

38.900 

2 

$85,100 

PC  11 

i 

GS-  6 

1 

19.700 

2 

$65,900 

GS-13 

2 

$92,400 

GS-12 

5 

194,500 

GS-  9 

3 

80,400 

GS-  7 

2 

$43,800 

12 

$411,100 

CC-06 

1 

$60,000 

GS-14 

4 

218,800 

GS-13 

2 

no  Af\f\ 
92,400 

LL-OO 

•3 

i  oo  mn 
lo2, 700 

CC-05 

2 

1  f\~i  onn 
107 ,800 

GS-15 

1 

64 . 200 

13 

$726,800 

GS-14 

1 

$54,700 

GS-12 

I 

38.900 

2 

$93,600 

CO-06 

2 

$121,800 

GS-15 

1 

64,200 

GS-13 

2 

92,400 

GS-  5 

5 

88.500 

Total 


10 


$366,900 
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Total 
New 
Costs 

11 

116,500 

181,000 
97,600 
137,500 
129  700 

545,800 

76,500 
275,200 
116  600 
232^500 
137,600 

81,600 

920,000 

120,600 
256,200 
107,200 
59,300 

543,300 

72,300 
52,700 

125,000 

No.  of 
FTE 

1.00 
1.00 

2.00 
2 . 00 

i!oo 

2.00 
5.00 

S  §§§§§§ 



13.00 

2.00 
5.00 
3.00 
2.00 

12.00 

1.00 
1.00 

2.00 

Support 
Staff 
Share 

o  o 

o        o  o  o  o 

o           o  o  o  o  o  o 

o           o  o  o  o 

o            o  o  o 

Sub. Tot. 
New 
Costs 

62,800 
53,700 

116,500 

181,000 
97,600 
137,500 
129,700 

545,800 

76,500 
275 , 200 
116,600 
232,500 
137,600 

81,600 

920,000 

120,600 
256,200 
107,200 
59,300 

543,300 

72,300 
52, 700 

125,000 

Other 
Object 

0 
0 

o        o  o  o  o 

o           o  o  o  o  o  o 

o           o  o  o  o 

o           o  o  o 

O.C. 
31 
Equlpt. 

P. 

-a-  -a- 

8,000 

8,000 
4  ,000 
8,000 
20,000 

I  000000 
s 

0 

4  ,000 
10,000 
6,000 
4,000 

24,000 

4  , 000 
4!o00 

8,000 

O.C.  25 

Other 
Service 

o  o 

o        c  o  o  o 

o           o  o  o  o  o  o 

o           o  o  o  o 

o           o  o  o 

4J                        O  O 

o        o  o  o  o 

o           o  o  o  o  o  o 

o           o  o  o  o 

o           o  o  o 

o.c. 

21 
Travel 

« 

3,000 

22,000 
14 ,000 
15,000 
0 

i  nun 

i        i   n  i 

C>« 

$11,100 
9,300 

20,400 

29,200 
15,400 
22, 100 
21,200 

87,900 

14,600 
52 ,400 
22,200 
43,800 
25,800 
15,400 

174,200 

22,200 
46,700 
19,300 
10,500 

98,700 

13,100 
9,300 

22,400 

O.C.  11 

Annual 

Salary 

$46,200 
38,900 

85,100 

121,800 
64,200 
92 ,400 
88,500 

366,900 

60,900 
218 , 800 

92,400 
182,700 
107,800 

64,200 

726,800 

92,400 
194,500 
80,400 
43,800 

411,100 

54,700 
38 , 900 

93,600 

CM          CM  i-l  cm  m 

co            cm  in  cn  cm 

3  ... 

1 

CO-06 
GS-15 
GS-13 
GS-5 

CC-06 
GS-14 
GS-13 
CC-06 
CC-05 
GS-15 

GS-13 
GS-12 
GS-9 
GS-7 

ii 

ACTIVITY/POSITIONS 

Adolescent  Family  Life 
Grants  Management 

Officer 
Project  Officer 

Total 

Emergency  Preparedness 
Program  Analyst 
Program  Analyst 
Program  Analyst 
Secretary 

Total 

National  AIDS  Program 

Office 
Program  Analyst 
Program  Analyst 
Program  Analyst 
Public  Health  Advisor 
Public  Health  Advisor 
Public  Health  Advisor 

Total 

Office  of  Minority 

Health 
Program  Analyst 
Program  Analyst 
Program  Analyst 
Program  Analyst 

Total 

National  Vaccine 

Program 
Program  Analyst 
Program  Analyst 

Total 
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a  »  4J 

4J    0)  00 

O  2  O 


o  w 

•  Si 
O  h 


0«M  U 

CU<d  a) 


Sub. Tot.  S 
New 

C08t8 

62,200 
27,400 

89,600 

Other 
Object 

o  o  o 

O.C. 
31 
Equlpt . 

3,000 
3,000 

6,000 

O.C.  25 

Other 
Service 

o  o  o 

O.C. 

23 
Rent 

o  o  o 

O.C. 
21 
Travel 

2,000 
0 

2,000 

o  o 
o  o 
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ADVISORY  AND  ASSISTANCE  SERVICES 
(Dollars  in  thousands) 

OASH 

75-1101-0-1-550 


FY  1991      FY  1992     FY  1993 
I.     Contractual  Services  Actual    Estimate  Estimate 


Individual  Experts 

B.A. 

0 



0 



0 

and  Consultants 

Oblig. 

0 

0 

0 

Outlays 

0 

0 

0 

Studies,  Analyses, 

B.A.  $225 

$225 

$234 

and  Evaluations 

Oblig .                 1 , 

302 

1,302 

1,354 

Outlays 

193 

193 

201 

Management  and 

B.A. 

79 

79 

82 

Professional 

Oblig. 

670 

670 

697 

Support  Services 

Outlays 

72 

72 

75 

Engineering  and 

B.A. 

0 

0 

0 

Technical  Services 

Oblig. 

0 

0 

0 

Outlays 

0 

0 

0 

Subtotal 

B.A. 

304 

304 

316 

Oblig.  1, 

972 

1,972 

2,051 

Outlays 

265 

265 

276 

II.     Personnel  Appointments 

B.A. 

71 

71 

71 

Oblig. 

71 

71 

71 

Outlays 

71 

71 

71 

III.     Advisory  Committees 

B.A. 

110 

120 

125 

Oblig. 

110 

120 

125 

Outlays 

105 

115 

120 

Total,  AAS 

B.A. 

485 

495 

512 

Oblig.  2, 

153 

2,163 

2,247 

Outlays 

441 

451 

466 
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Office  of  the  Assistant  Secretary  for  Health 
AAS  Narrative  Summary 

I.  Contractual  Services 

The  large  majority  of  obligations  for  contractual  services  incurred  by 
the  Office  of  the  Assistant  Secretary  for  Health  (OASH)  are  for 
reimbursable  programs,  primarily  for  evaluation  of  PHS  programs  as 
provided  by  Section  2611  of  the  Public  Health  Service  Act.    Advisory  and 
assistance  contracts  for  programs  funded  directly  by  OASH  are  utilized 
for  studies  and  evaluations  that  assist  the  programs  in  carrying  out 
functions  such  as  the  objective  review  of  applications  for  research  and 
demonstration  grants.    Other  uses  include  conference  management,  policy 
research  studies  and  reports,  and  the  provision  of  technical  assistance 
for  demonstration  programs. 

II.  Personnel  Appointments 

Individual  experts  and  consultants  are  utilized  when  the  specific 
expertise  is  not  available  and  is  not  required  on  a  permanent  basis. 
The  employment  of  consultants  under  these  circumstances  minimizes  the 
Federal  investment  in  limited  term  projects  while  permitting  the  use  of 
highly  qualified  experts. 

III.  Advisory  Committees 

OASH  incurs  expenses  for  the  operation  for  the  following  committees  that 
were  established  by  Federal  law:    The  National  Vaccine  Advisory 
Committee  and  the  President's  Council  on  Physical  Fitness  and  Sports. 
These  expenses  are  primarily  for  members'  travel,  per  diem,  and  salary 
expenses  to  attend  Committee  meetings. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
OFFICE  OF  THE  ASSISTANT  SECRETARY  FOR  HEALTH 
Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 

FY  1993  Budget  Pa 
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RETIREMENT  PAY  AND  MEDICAL  BENEFITS  FOR  COMMISSIONED  OFFICERS 

For  retirement  pay  and  medical  benefits  of  Public  Health  Service 
Commissioned  Officers  as  authorized  by  law,  and  for  payments  under  the  Retired 
Serviceman's  Family  Protection  Plan  and  Survivor  Benefit  Plan  and  for  medical 
care  of  dependents  and  retired  personnel  under  the  Department's  Medical  Care 
Act  (10  U.S.C.  ch.  55)  and  for  payments  pursuant  to  section  229(b)  of  the 
Social  Security  Act  (42  U.S.C.  429(b)),  such  amounts  as  may  be  required  during 
the  current  fiscal  year. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
ASSISTANT  SECRETARY  FOR  HEALTH 
Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 
Amounts  Available  for  Obligation 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Appropriation   $127,523,000  $134,547,000  $140,762,000 

Total  obligations....       $122,639,000  $134,547,000  $140,762,000 
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SUMMARY  OF  CHANGES 


1992  Appropriation    $134,547,000 

1993  Request    140,762,000 

Net  change    +6,215,000 


FY  1992  Current 

Estimate  Base  Change  from  Base 

Pos.        Budget  Pos.  Budget 

(FTE)     Authority        (FTE)  Authority 

Increases: 

1.  Annual ization  of  the 

FY  1992  COLA,  3.0%  COLA  in 
FY  1993,  and  for  the 
projected  net  increase  of 

retirees  during  FY  1993      —     $104,303,000        —  +$5,159,000 

2.  Annual ization  of  the 

FY  1992  COLA,  3.0%  COLA  in 
FY  1993,  and  for  the 
projected  net  increase  of 
survivors  during 

FY  1993    —         6,650,000        —  +185,000 

3.  Projected  increase  of  5.2% 

in  costs  of  medical  care.    —        20,499,000        —  +1,066.000 

Total  increases   +6,410,000 

Decrease: 

1.    Payment  to  SSA  for  PHS 

military  service  credits.    —         3,095,000       —  -195,000 

Net  change   —  +$6,215,000 
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Budget  Authority  by  Activity 


FY  1991  FY  1992  FY  1993 

Actual  Appropriation  Estimate 

Retirement  payments                $95,689,000  $104,303,000  $109,462,000 

Survivors'  benefits                  5,663,000  6,650,000  6,835,000 

Medical  care                           17,960,000  20,499,000  21,565,000 

Military  service  credits..        3,327,000  3,095,000  2,900.000 

Total                $122,639,000  $134,547,000  $140,762,000 
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Budget  Authority  by  Object 

FY  1992  FY  1993  Increase/ 

Appropriation  Estimate  Decrease 

Benefits  for  former 

personnel                                $110,953,000  $116,297,000  +$5,344,000 

Other  services                              23.594.000  24.465.000  +871.000 

Total  budget  authority  by 

object                                   $134,547,000  $140,762,000  +$6,215,000 
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Authorizing  Legislation 


FY  1992  FY  1993 

Amount  FY  1992         Amount         FY  1993 

Authorized    Appropriation  Authorized  Estimate 

1.  Retirement  payments     Indefinite    $104,303,000    Indefinite  $109,462,000 
Chapter  6A  of  Title 

42,  U.S.C. 

2.  Survivors'  benefits     Indefinite        6,650,000    Indefinite  6,835,000 
Chapter  73  of  Title 

10,  U.S.C. 

3.  Medical  care  Indefinite      20,499,000    Indefinite  21,565,000 
Chapter  55  of  Title 

10  U.S.C. ,  P.L. 
89-614 

4.  Military  service         Indefinite        3,095,000    Indefinite  2,900,000 
credits 

Section  229(b) 
of  the  Social 
Security  Act. 
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Retirement  Pay  and  Medical  Benefits 
for  Commissioned  Officers 


Year 

Budget 
Estimate 
to  Conaress 

House 
Allowance 

Senate 
Allowance 

Appropriation 

1983 

85,433,000 

77,102,000 

77,102,000 

71,325,000 

1984 

78,883,000 

74,438,000 

74,438,000 

73,750,000 

1985 

86,448,000 

78,589,000 

78,589,000 

71,774,000 

1986 

97,129,000 

83,157,000 

83,157,000 

83,157,000 

1986  Sequester 

2,708,000 

1987 

91,282,000 

86,282,000 

86,282,000 

84,330,000 

1988 

94,176,000 

89,859,000 

89,859,000 

89,859,000 

1989 

107,687,000 

104,315,000 

104,315,000 

104,678,000 

1990 

110,201,000 

105,201,000 

105,201,000 

113,623,000 

1991 

118,116,000 

118,116,000 

118,116,000 

122,639,000 

1992 

134,674,000 

134,674,000 

134,674,000 

134,547,000 

1993 

140,762,000 

53-634  0—92  40 
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Justification 

Retirement  Pay  and  Medical  Benefits  for  Commissioned  Officers 


Retirement 
payments   

Survivors' 
benefits   

Medical  care  .... 

Military  service 
credits   

Total  budget 
authority  ., 


FY  1992  FY  1993 

Appropriation  Estimate 

$104,303,000  $109,462,000 


6,650,000 
20,499,000 

3.095.000 


6,835,000 
21,565,000 

2.900.000 


$134,547,000  $140,762,000 


Increases  or 
Decreases 

+$5,159,000 


+185,000 
+1,066,000 

-195.000 

^$6, 215, 000 


General  Statement 

This  appropriation  provides  for  retirement  payments  to  Public  Health  Service 
(PHS)  officers  who  are  retired  for  age,  disability,  or  a  specified  length  of 
service  as  well  as  for  payments  to  survivors  of  deceased  retired  officers  who 
had  elected  to  receive  reduced  retirement  payments. 


This  account  also  funds  the  provision  of  medical  care  to  active  duty  and 
retired  members  of  the  PHS  Commissioned  Corps,  and  to  dependents  of  active 
duty,  retired  and  deceased  members  of  the  PHS  Commissioned  Corps.  In 
addition,  this  account  includes  amounts  to  be  paid  to  the  Social  Security 
Administration  for  military  service  credits  which  are  earned  by  active  duty 
DHHS  Commissioned  Officers  for  non-wage  income. 

The  FY  1993  request  is  a  net  increase  of  $6,215,000  over  the  FY  1992  level. 
This  amount  reflects  increased  medical  benefits  costs,  an  annual ization  of 
amounts  paid  to  retirees  and  survivors  in  FY  1992,  a  net  increase  in  the 
number  of  retirees  and  survivors  during  FY  1993,  and  a  slight  decrease  in  the 
amount  for  military  service  credits.    The  budget  request  includes  a  cost-of- 
living  adjustment  (COLA)  of  3.0  percent. 

The  Administration  is  also  proposing,  for  later  transmittal,  a  legislative 
proposal  to  establish  an  accrual  retirement  system  for  PHS  officers.  This 
proposal  is  more  fully  discussed  in  the  section  entitled  PHS  Commissioned 
Officers  Retirement  Fund. 
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Retirement  Payments 


Authorizing  legislation  -  Chapter  6A  of  Title  42  U.S.C 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase  or 
Decrease 


$95,689,000 


$104,303,000 


$109,462,000 


+$5,159,000 


1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  provide  mandatory  payments  to  Commissioned 
Officers  of  the  Public  Health  Service  who  have  been  retired  for  age, 
disability  or  specified  length  of  service. 

Funding  levels  for  the  past  five  fiscal  years  were  as  follows: 

1988   $73,700,000 

1989    80,008,000 

1990    87,390,000 

1991    95,689,000 

1992    104,303,000 

Rationale  for  the  FY  1993  Budget  Request 

The  FY  1993  request  of  $109,462,000  is  an  increase  of  $5,159,000  over  the 
FY  1992  level  and  will  support  payments  to  an  estimated  2,766  retired 
officers.    The  increase  will  fund  the  annual ization  costs  of  the  FY  1992  COLA, 
an  FY  1993  COLA  of  3.0  percent,  and  the  projected  net  increase  of  78  retirees 
during  FY  1993. 

The  FY  1993  estimates  are  based  on  payments  to  the  following  number  of 
retirees: 


Period  Ending 


Total 


Net 
Increase 


September  30,  1991,  actual 
September  30,  1992,  (est.) 
September  30,  1993,  (est.) 


2,610 
2,688 
2,766 


N/A 

78 

78 
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Survivors'  Benefits 


Authorizing  legislation  -  Chapter  73  of  Title  10  U.S.C. 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


Increase  or 
Decrease 


$5,663,000 


$6,650,000 


$6,835,000 


+$185,000 


1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

This  activity  provides  for  the  payment  of  annuities  to  survivors  of  retired 
officers  who  had  elected  to  receive  reduced  retirement  payments  under  the 
Retired  Serviceman's  Family  Protection  Plan  and  Survivor's  Benefit  Plan.  This 
program  is  financed  by  the  Federal  Government  although  deductions  are  made  in 
the  retirement  payments  to  the  officers  who  elect  the  option  of  survivors' 
benefits. 

Funding  levels  for  the  past  five  years  were  as  follows: 

1988   $4,317,000 

1989    4,703,000 

1990   5,288,000 

1991    5,663,000 

1992    6,650,000 

Rationale  for  FY  1993  Budget  Request 

The  FY  1993  request  of  $6,835,000  is  an  increase  of  $185,000  over  the  FY  1992 
level  and  will  provide  payments  for  an  estimated  450  annuitants.    The  increase 
will  fund  the  annual ization  costs  of  the  FY  1992  COLA,  the  FY  1993  COLA  of 
3.0  percent  and  the  projected  net  increase  of  24  survivors  receiving  benefits 
in  FY  1993. 

The  FY  1993  estimates  are  based  on  payments  to  the  following  numbers  of 
annuitants: 


Net 


Period  Ending 


Total 


ncrease 


September  30,  1991,  actual 
September  30,  1992,  (est.) 
September  30,  1993,  (est.) 


402 
426 
450 


N/A 
24 
24 
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Medical  Care 

Authorizing  legislation  -  Chapter  55  of  Title  10  U.S.C. 


FY  1991  FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate  Decrease 

$17,960,000  $20,499,000  $21,565,000  +$1,066,000 


1993  Authorization:  Indefinite 


Purpose  and  Method  of  Operation 

This  program  provides  for  the  cost  of  medical  care  rendered  in  non-Federal 
and  in  uniformed  service  facilities  to  active  duty  and  retired  PHS 
commissioned  officers  and  dependents  of  eligible  personnel. 

This  activity  fulfills  the  mandatory  medical  care  obligations  of  the  Public 
Health  Service  to  Commissioned  Officers  and  their  dependents.    Medical  care  to 
eligible  beneficiaries  is  authorized  under  the  Dependents'  Medical  Care  Act, 
as  amended  by  P.L.  89-614,  which  allows  for  an  expanded  and  uniform  program  of 
medical  care  to  active  duty  and  retired  members  of  the  uniformed  services,  and 
dependents  of  active  duty,  retired  and  deceased  members.    Health  care  provided 
in  a  uniformed  service  facility  is  billed  directly  to  the  Public  Health 
Service  by  that  organization.    When  medical  care  is  provided  to  dependents  or 
retirees  in  a  private  facility,  the  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  acts  as  the  Government's  agent  to  arrange  payment 
and,  in  turn,  bills  the  Public  Health  Service  for  the  services  rendered.  In 
addition,  contract  medical  care  is  arranged  for  active  duty  officers  who  are 
not  stationed  in  an  area  accessible  to  uniformed  facilities. 

Funding  and  beneficiary  levels  for  the  past  five  years  were  as  follows: 

Total 

Funding  Level  Beneficiaries 


1988    $11,689,000  25,400 

1989    13,273,000  25,900 

1990    17,855,000  26,800 

1991    17,960,000  26,500 

1992    20,499,000  30,700 


Rationale  for  FY  1993  Budget  Request 

The  request  of  $21,565,000  will  provide  medical  care  for  approximately  30,700 
eligible  beneficiaries.    The  FY  1993  request  reflects  increases  in  the  cost  of 
drugs  and  inpatient  and  outpatient  care  for  all  beneficiaries  in  Federal  and 
non-Federal  facilities. 
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Military  Service  Credits 

Authorizing  Legislation  -  Section  229(b)  of  the  Social  Security  Act. 

FY  1991  FY  1992  FY  1993  Increase  or 

Actual  Appropriation  Estimate  Decrease 

$3,327,000  $3,095,000  $2,900,000  -$195,000 

1993  Authorization:  Indefinite 

Purpose  and  Method  of  Operation 

The  purpose  of  this  activity  is  to  make  payments  to  the  Social  Security 
Administration  to  reimburse  the  Federal  old-age  and  survivors  insurance  (0ASI) 
and  disability  insurance  (DI)  trust  funds  for  the  costs  to  the  trust  funds  of 
granting  non-contributory  credit  for  military  service. 

The  Social  Security  Amendments  of  1967  added  Section  229(b)  of  the  Social 
Security  Act,  affecting  credit  for  military  service  performed  after  December 
1967.    The  pay  of  an  officer  in  the  uniformed  services,  after  December  1967, 
is  deemed  to  be  up  to  $300  more  than  his/her  basic  pay  in  each  calendar 
quarter,  to  cover  the  value  of  non-wage  income,  such  as  food,  shelter  and 
medical  services.    The  Social  Security  Amendments  of  1972  amended  the  law  to 
provide  non-contributory  wage  credits  of  $300  per  quarter  for  military  service 
performed  after  1956.    The  Social  Security  Amendments  of  1977  further  amended 
the  law  to  provide  non-contributory  wage  credits  of  $100  for  each  $300  of 
actual  wages  earned  up  to  a  maximum  credit  of  $1,200  for  any  calendar  year 
after  1977. 

The  Social  Security  Amendment  of  1983  also  modified  Section  229(b)  to  require 
that  trust  funds  be  paid  on  a  taxes-due  instead  of  a  benefits-paid  basis 
beginning  in  calendar  year  1984.    The  1983  amendments  authorized  a  lump  sum 
payment  to  put  the  trust  funds  in  the  same  financial  position  they  would  have 
been  in  if  the  reimbursement  to  the  trust  funds  for  post-1956  military  service 
credit  for  prior  years  (1957-1983)  had  been  financed  on  this  new  basis.  For 
calendar  year  1984  and  later,  the  trust  funds  will  be  reimbursed  annually  on 
July  1  for  the  0ASDI  employer-employee  taxes  on  the  post-1956  wage  credits  for 
military  service  for  the  same  calendar  year.    Proper  adjustment  will  be  made 
in  amounts  authorized  to  be  appropriated  to  the  extent  prior  estimates  were  in 
excess  or  less  than  actual  wages  deemed  to  be  paid. 

The  Public  Health  Service  began  making  payments  to  SSA  in  FY  1989.  Funding 
levels  for  the  past  four  years  are  as  follows: 


1989    $6,694,000 

1990    3,090,000 

1991   ^   3,327,000 

1992    3,095,000 


Rationale  for  the  FY  1993  Budget  Request 


The  FY  1993  request  for  military  service  credits  is  $2,900,000.  This  amount 
will  be  paid  to  the  Social  Security  Administration  in  FY  1993. 
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Public  Health  Service  (PHS)  Commissioned  Officers  Retirement  Fund 
Authorizing  legislation  -  To  be  proposed 


Purpose  and  Method  of  Operations 

The  Retired  Pay  and  Medical  Benefits  for  Commissioned  Officers  account  funds 
the  retirement  benefits  of  PHS  Commissioned  Corps  Officers,  their  dependents 
and  survivors,  as  well  as  medical  benefits  to  dependents.  Entitlement 
benefits  funded  through  this  account  are  identical  to  benefits  provided  to  all 
other  uniformed  services. 

The  Commissioned  Corps  retirement  system  is  a  pay-as-you-go  system  in  which 
benefits  paid  to  current  retirees  are  annually  appropriated.    No  funds  are  set 
aside  during  the  employees'  active  service  to  accrue  towards  funding 
retirement.    As  of  September  30,  1990,  the  PHS  Commissioned  Corps  Retirement 
System  had  a  total  unfunded  liability  of  $4.2  billion. 

Public  Law  98-94  converted  the  military  retirement  fund  from  a  pay-as-you-go 
system  to  an  accrual-based  system  to  improve  the  financial  management  of  the 
Federal  Government.    In  1986,  Congress  established  the  Federal  Employee 
Retirement  System  (FERS),  an  accrual -based  system  designed  to  fund  in  full 
Federal  employee  retirement  benefits,  which  will  replace  the  old  quasi-pay-as- 
you-go  Civil  Service  Retirement  System  as  increasing  numbers  of  new  Federal 
employees  automatically  fall  under  the  FERS. 

Consistent  with  the  military  and  civilian  retirement  systems,  the  FY  1993 
budget  proposes  to  convert  the  Commissioned  Corps  retirement  system  to  an 
accrual -based  system.    The  proposed  change  will  increase  budget  authority  and 
outlays  for  Commissioned  Corps  retirement  in  the  short  run,  but  will  not 
effect  the  level  of  benefits  received  or  the  total  program  outlays. 

The  following  table  summarizes  the  current  and  proposed  structure  for  fully 
funding  the  PHS  Commissioned  Corps  Retirement  System  on  an  actuarially  sound 
basis. 
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Capital  Improvement  Fund 
For  repairs  and  improvements  of  the  various  facilities  of  or  used  by  the 
Public  Health  Service,  $100,000,000  to  become  available  for  obligation  on 
October  1,  1993  and  to  remain  available  until  expended. 


Explanation  of  Language  Changes 


To  establish  a  fund  for  the  repairs  and  improvements  of  buildings  and 
facilities  owned  or  used  by  the  Public  Health  Service. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Office  of  Assistant  Secretary  for  Health 
Capital  Improvement  Fund 


Amounts  Available  for  Obligation 


FY  1991 
Actual 


1992 

Estimate 


1993 

Estimate 


Appropriation: 
Annual . . . 


—  1/ 


Unobligated  balance 
available,  end  of  year 

Total  obligations  


iy    $100,000,000  is  requested  as  an  advance  appropriation  to  become  available 
on  October  1,  1993. 
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Capital  Improvement  Fund 
Budget  Authority  by  Activity 


1991  1992  1993 

Actual  Appropriation  Estimate 

FTE        BA  fTE  BA       fTE  Amount 


1.  Capital  Improvement 

Fund      1/ 


1/    $100,000,000  is  requested  as  an  advance  appropriation  to  become  available 
on  October  1,  1993. 


Budget  Authority  by  Object 


FY  1992  FY  1993  Increase/ 

Appropriation       Estimate  Decrease 


Total  compensable  york  years: 
Full-time  equivalent  employment... 


Total  budget  authority 
by  object  class  25  . 
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Authorizing  Legislation 

1992  1993  1993 

Amount  1992  Amount  Budget 

Authorized     Appropriation     Authorized  Request 

Capital  Improvement  Fund  :        Indefinite         —  Indefinite  —  \J 

PHS  Act,  Section  301 

Total  Appropriation 


1/  $100,000,000  is  requested  as  an  advance  appropriation  to  become  available  on 
October  1,1993. 


/- 
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Office  of  the  Assistant  Secretary  for  Health 
Table  of  Estimates  and  Appropriations 
Capital  Improvement  Fund 

Budget 

Estimate  House  Senate 

Year  to  Congress         Allowance  Allowance  Appropriation 


1991 
1992 

1993  —  —  —  —  1/ 


1/  $100,000,000  is  requested  as  an  advance  appropriation  to  become  available 
on  October  1,  1993. 
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General  Statement 


The  Office  of  the  Assistant  Secretary  for  Health  is  requesting  the 
establishment  of  a  Capital  Improvement  Fund  to  finance   repairs  and 
improvements  of  buildings  and  facilities  owned  or  operated  by  the  Public 
Health  Service  (PHS).    This  Fund  will    provide  a  fixed  property  repairs  and 
renovations  account  to  assure  the  long-term  value  of  capital  assets  of  the 
Alcohol,  Drug  Abuse,  and  Mental  Health  Administration;  the  Food  and  Drug 
Administration;  the  National  Institutes  of  Health;  the  Health  Resources  and 
Services  Administration;  the  Centers  for  Disease  Control,  and  the  Indian 
Health  Service.    The  fund  will  be  administered  by  a  Board  of  Directors 
composed  of  representatives  from  each  of  the  six  agencies. 

Historically,  the  PHS  agencies  have  budgeted  for  routine  maintenance  and  minor 
repairs  under  their  respective  Buildings  and  Facilities  accounts.  The 
creation  of  this  Fund  will  promote  responsible  stewardship  over  Federal 
capital  investments  by  treating  building  repairs  and  improvements  as  a  PHS 
program  cost  rather  than  a  separate  agency  cost.    The  PHS  agencies  will 
continue  requesting  operating  funds  specifically  allocated  for  maintenance  and 
associated  minor  repairs  and  upkeep  of  facilities. 

Funds  are  requested  to  be  appropriated  in  FY  1993  as  an  advance  appropriation 
to  be  available  on  October  1,  1993  for  transfer  to  the  various  agencies.  This 
will  permit  the  highest  priority  repair  and  improvement  projects  to  be 
addressed  expeditiously  by  a  Board  of  Directors,  who  will  administer  this 
program.    The  Board  of  Directors  will  be  composed  of  representatives  from  each 
of  the  five  agencies. 
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Capital  Improvement  Fund 

Authorizing  Legislation  -  Section  301  of  the  Public  Health  Service  Act 

FY  1991  FY  1992  FY  1993  Increase 

Actual  Appropriation  Estimate  or  Decrease 

FTE  BA        FTE  BA  FTE  BA  FTE  BA 

  —  —  1/ 


1993  Authorization   Indefinite 


U  $100,000,000  is  requested  as  an  advance  appropriation  to  become  available 
on  October  1,  1993. 

Purpose  and  Method  of  Operations 

The  Office  of  the  Assistant  Secretary  for  Health  is  requesting  the 
establishment  of  a  Capital  Improvement  Fund  to  finance   repairs  and 
improvements  of  buildings  and  facilities  owned  or  operated  by  the  Public 
Health  Service  (PHS).    This  Fund  will    provide  a  fixed  property  repairs  and 
renovations  account  to  assure  the  long-term  value  of  capital  assets  of  the 
Alcohol,  Drug  Abuse,  and  Mental  Health  Administration;  the  Food  and  Drug 
Administration;  the  National  Institutes  of  Health;  the  Health  Resources  and 
Services  Administration;  the  Centers  for  Disease  Control,  and  the  Indian 
Health  Service.    The  fund  will  be  administered  by  a  Board  of  Directors 
composed  of  representatives  from  each  of  the  six  agencies.    The  Board  of 
Directors  will  allocate  the  Fund  to  the  agencies  on  the  basis  of  highest 
priority  need.    However,  the  following  table  provides  a  tentative  basis  of  how 
the  funds  could  be  allocated  if  based  on  replacement  value  of  facilities  owned 
or  used  by  each  agency: 


Agency  Amount 

ADAMHA   $3,781,911 

FDA   5,939,751 

NIH   49,263,269 

HRSA   2,251,917 

CDC   7,754,917 

IHS   31.008.235 


Total   $100,000,000 


Rationale  for  the  Budget  Request 


Historically,  the  PHS  agencies  have  budgeted  for  routine  maintenance  and  minor 
repairs  under  their  respective  Buildings  and  Facilities  accounts.  The 
creation  of  this  Fund  will  promote  responsible  stewardship  over  Federal 
capital  investments  by  treating  building  repairs  and  improvements  as  a  PHS 
program  cost  rather  than  a  separate  agency  cost.    The  PHS  agencies  will 
continue  requesting  operating  funds  specifically  allocated  for  maintenance  and 
associated  minor  repairs  and  upkeep  of  facilities. 
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In  FY  1993,  a  $100  million  advance  appropriation  is  requested  to  establish  a 
Capital  Improvement  Fund  to  finance  repairs  and  improvements  to  buildings  and 
facilities  owned  or  used  by  the  Public  Health  Service.    Repairs  and 
improvements  are  generally  defined  as  follows: 

Repairs:    The  restoration  of  a  failed  or  failing  real  property  facility, 
or  the  components  thereof,  to  such  a  condition  that  it  may  be  used 
effectively  for  its  designated  purpose.    This  can  be  accomplished  by 
overhaul,  reprocessing,  or  replacement  of  constituent  parts  of  materials 
which  have  deteriorated  or  been  damaged.    Such  deterioration  and  damages 
are  normally  caused  by  action  of  the  elements,  fire,  explosion,  storm 
and  other  disasters,  or  wear  and  tear  from  usage.    Because  of  its  nature 
or  extent,  this  deterioration  or  damage  cannot  be  corrected  through 
normal  maintenance.    As  a  basic  distinction,  repairs  are  curative,  while 
maintenance  is  preventive. 

Improvements  (Renovations  and  Alterations):    Any  betterment  or  change  to 
an  existing  property  to  allow  its  continued  or  more  efficient  use  within 
its  designated  purpose  (renovation),  or  for  use  for  a  different  purpose 
or  function  (alteration).    Building  improvements  include  upgrading 
mechanical,  electrical  or  other  building  systems  as  well  as  new 
stairwells,  elevator  towers,  pipe  chases,  etc.,  without  adding 
additional  usable  cubage. 

Funds  are  requested  to  be  appropriated  in  FY  1993  as  an  advance  appropriation 
to  be  available  on  October  1,  1993  for  transfer  to  the  various  agencies.  This 
will  permit  the  highest  priority  repair  and  improvement  projects  to  be 
addressed  expeditiously  by  a  Board  of  Directors. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
NATIONAL  INSTITUTES  OF  HEALTH 
Acquired  Immunodeficiency  Syndrome 


FY  1993  Budget  Page  No 

AIDS  funding  by  Institute,  Center,  and  Division   294 

AIDS  funding  by  mechanism   296 

AIDS  funding  by  functional  category   298 

AIDS  activities   301 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
NATIONAL  INSTITUTES  OF  HEALTH 


AIDS 

RESEARCH  PROGRAM 

FY  1993 

PRESIDENT'S  BUDGET 

(Dollars  in  thousands) 

FY  1991 

FY  1992 

FY  1993 

Actual 

Appropriation 

Estimate 

NCI  

S160 , 869 

S168 , / 96 

$175,854 

NHLBI  

46,406 

46,206 

48,221 

NIDR  

6,214 

6,538 

7,011 

NIDDK  

6,290 

6,382 

6,827 

NINDS  

16,651 

17,252 

18,623 

/.  /.  q  f.~ir\ 

4^.y ,  4  /u 

470 , 760 

1  c  coo 
1D,joo 

io , iuy 

17,021 

NICHD  

32  609 

36  065 

1  Q    O  A  Q 

jo , z^y 

NEI  

5^680 

5!  902 

6,221 

NIEHS  

4,516 

4,320 

4,468 

NIA  

985 

1,081 

1,116 

NIAMS  

1,633 

1,727 

1,813 

NIDCD  

495 

985 

1,029 

47,429 

50,036 

51,505 

NCNR  

2,545 

3,193 

3,337 

FIC  

5,351 

5,597 

5,849 

Subtotal,  ICDs 

784,201 

819,659 

857,904 

NLM  

519 

1,057 

1,101 

OD  

13,243 

13,701 

14,372 

B&F  

9,502 

7,000 

TOTAL 


807,465 


841,417 


873,377 
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NATIONAL  INSTITUTES  OF  HEALTH 

FY  1993  Congressional  Justification 

Acquired  Immunodeficiency  Syndrome 

The  National  Institutes  of  Health  (NIH)  has  made  major  contributions  to 
the  basic  understanding  and  therapeutic  management  of  all  stages  and 
manifestations  of  HIV  infection  and  AIDS.     The  continuation  of  intensive 
research  efforts  in  the  areas  of  basic  biomedical  research,  natural  history 
and  epidemiology,  vaccine  development  and  treatment  are  funded  with  the  FY 
1993  request.     As  AIDS  and  AIDS -related  scientific  endeavors  enter  the  second 
decade,   the  spectrum  of  HIV  infection  has  broadened  in  new  directions; 
specifically,   the  increasing  of  disparate  and  aggressive  AIDS -related 
opportunistic  infections  (OIs)  and  malignancies.     A  recent  phenomena  with 
significant  public  health  implications  is  an  increase  in  HIV-related 
tuberculosis,  particularly  the  emergence  of  strains  that  are  resistant  to 
current  therapies.     Of  critical  importance  is  the  growing  occurrence  of  HIV 
infection  in  special  populations  including  minorities,  women,   children,  and 
intravenous  drug  users  (IVDUs) .     Such  special  populations  have  different  risks 
for  infection,   exhibit  some  different  clinical  manifestations,   and  have 
complex  socioeconomic  issues  related  to  their  HIV  infection.     These  areas  of 
emerging  challenge  are  of  major  importance  to  society  and  the  NIH. 

The  NIH  continues  to  emphasize  basic  research  at  the  cellular,  chemical, 
and  molecular  levels.     The  expansion  of  knowledge  in  the  areas  of  immunology, 
basic  and  clinical  virology,  microbiology,   and  molecular  biology  has 
facilitated  the  rapid  advances  in  AIDS  research.     Similarly,  basic  biomedical 
research  on  HIV  continues  to  have  a  positive  impact  on  other  areas  of 
scientific  research.     For  example,  advances  in  AIDS-related  research  have 
benefitted  non-AIDS  areas  by  allowing  for  a  better  understanding  of  the  immune 
system;   the  mechanisms  of  gene  control;   the  blood-brain  barrier;  central 
nervous  system  pathology;   the  transmission  of  sexual  diseases;   the  development 
of  the  nervous  system  and  immune  systems  in  children;   targeted  drug  design  and 
development;   and  vaccine  development. 

The  FY  1993  President's  Budget  provides  $873  million  for  the  NIH  HIV/AIDS 
program,  an  increase  of  3 . 8  percent  over  the  FY  1992  estimate  of  $841  million. 
Adjusting  the  FY  1992  estimate  to  exclude  $7.0  million  in  Buildings  and 
Facilities,   the  increase  over  FY  1992  for  NIH  AIDS  research  is  4.7  percent. 
Of  this  amount,  more  than  50  percent  is  related  to  basic  science  and  will 
therefore  impact  on  research  in  non-AIDS  areas. 

I.  Basic  Science  Research 

Biomedical  Research 

NIH-sponsored  investigations  have  led  to  significant  advances  in  the 
understanding  of  the  etiology  and  pathogenesis  of  HIV,   overcoming  the 
difficulties  associated  with  the  long  latency  period  and  genetic  variations 
associated  with  HIV.     These  studies  facilitated  the  identification  of  HIV  as 
the  causative  agent,  the  elucidation  of  the  role  of  the  structural  and 
regulatory  genes  of  HIV,   and  the  delineation  of  the  mechanisms  of  the 
cytopathicity  in  HIV  infection. 
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These  research  efforts  are  essential  for  delineating  and  characterizing 
the  portions  of  the  HIV  genome  that  determine  HIV  surface  molecules.  By  use 
of  sophisticated  molecular  biology  techniques  in  basic  research  in  this  area, 
the  mechanisms  responsible  for  HIV  antigenic  variation  are  being  defined  and 
those  HIV  surface  molecules  capable  of  eliciting  both  cellular  and  humoral 
responses  are  being  identified. 

Ongoing  research  at  the  molecular,  cellular,  and  organ- system  level  is 
elucidating  the  pathogenic  mechanisms  of  HIV  infection.     Research  at  the 
cellular  and  molecular  levels  include  studies  of  the  mechanisms  by  which  HIV 
enters  and  infects  various  cell  types;  the  interaction  between  the  viral 
regulatory  elements  and  infected  cells;   the  mechanisms  of  viral  activation; 
and  the  mechanisms  related  to  increased  viral  expression.     Additional  studies 
at  this  level  are  exploring  the  interactions  between  HIV  and  other  viral 
infections,   interactions  between  HIV  and  oncogenes,  and  interactions  between 
HIV  and  cellular  genes  and  proteins. 

Planned  FY  1993  activities  in  this  area  will  further  delineate  the 
cellular  and  molecular  processes  underlying  the  immune  dysfunction  associated 
with  HIV  infection  and  elucidate  the  pathogenesis  of  HIV-related  malignancies. 
In  response  to  the  changing  demographics  of  the  disease,  studies  are  designed 
to  elucidate  the  pathogenic  mechanisms  more  commonly  observed  in  women, 
children,  and  adolescents  with  HIV  infection,  utilizing  international  studies 
as  appropriate. 

Because  HIV  infection  is  known  to  affect  the  functioning  of  virtually  all 
the  body's  organ  systems,  current  basic  and  clinical  research  studies  are 
examining  the  progression  of  disease  in  the  various  systems,   including  the 
interactions  between  HIV  and  the  normal  cellular  functions  of  specific  cell 
types.     Of  particular  importance  is  the  study  of  the  effect  of  HIV  infection 
on  various  components  of  the  immune  system.     Additional  ongoing  studies  are 
examining  the  cardiopulmonary  effects  of  HIV  infection  and  the  effects  of  HIV 
on  the  gastrointestinal  system.     Specific  programs  in  FY  1993  will  elucidate 
the  factors  involved  in  endocrine  dysfunction,  nutritional  deficiencies,  and 
the  wasting  syndrome  related  to  HIV  infection,  utilizing  international  studies 
as  appropriate.     Another  collaborative  study  will  delineate  the  early 
cutaneous  manifestations  of  HIV  infection. 

Insight  gained  from  these  studies  is  crucial  for  the  development  of 
potential  therapeutic  agents  and  vaccine  candidates  that  will  result  in  the 
control,   treatment,  and  prevention  of  HIV  infection.     Similarly,   the  results 
from  studies  concerned  with  the  etiology  and  pathogenesis  of  HIV  infection  and 
AIDS  have  major  implications  for  basic  biomedical  and  clinical  research  in 
non-AIDS  areas.     For  example,  an  understanding  of  the  function  of  the  immune 
system  will  contribute  to  an  increased  understanding  of  other  immune 
dysfunctions,  information  concerning  the  blood-brain  barrier  will  provide  the 
basis  for  the  development  of  therapeutics  for  other  disorders  of  the  central 
nervous  system,  and  the  development  of  targeted  drug  design  strategies  will 
have  implications  for  a  wide  variety  of  therapeutics  for  other  diseases.  In 
addition,  results  from  these  studies  provide  important  information  in  the 
development  of  diagnostic  assays  to  preserve  the  safety  of  the  nation's  blood 
supply.     Planned  studies  are  designed  to  develop  and  evaluate  improved 


1285 


procedures  for  screening  and  monitoring  HIV-1  and  other  retroviruses  in  the 
blood  supply  and  develop  procedures  to  inactivate  viruses  present  in  blood 
components  while  maintaining  their  biologic  activity. 

Neuroscience  and  Neuropsychiatric  Research 

NIH- sponsored  studies  on  the  neuropathogenesis  of  HIV  infection  are 
providing  important  information  concerning  the  neurologic  manifestations  of 
the  disease,   including  involvement  of  both  the  central  and  the  peripheral 
nervous  systems.     There  is  also  evidence  suggesting  potential  retrovirus 
etiology  for  other  neurologic  disorders.     Planned  studies  will  elucidate  the 
pathogenic  mechanisms  involved  in  central  nervous  system  impairment  and  HIV- 
associated  encephalopathy  and  related  dementia  complex. 

Behavioral  Research 

NIH  AIDS -related  behavioral  research  activities  are  focused  on  the 
assessment  of  behaviors  that  may  influence  the  transmission  of  HIV  or  the 
natural  history  of  HIV  and  HIV-related  diseases.     Research  aimed  at  enhancing 
the  effectiveness  of  existing  prevention  strategies  or  the  development  of  new 
strategies  is  of  high  priority.     Improving  the  effectiveness  of  educational 
interventions  in  different  populations  at  high  risk  of  acquiring  HIV  infection 
continues  to  be  important.     In  addition,  behavioral  information  on 
participants  in  clinical  trials  of  vaccines  is  essential  for  understanding  the 
efficacy  of  such  intervention.     Another  important  goal  of  behavioral  research 
is  determining  the  manner  in  which  individuals,   their  families,  health  care 
providers,  and  society  perceive  and  respond  to  AIDS  risks  and  infections.  The 
behaviors  of  vulnerable  and  previously  neglected  groups,   including  women, 
minorities,   and  older  populations,   are  especially  important. 

Other  behavioral  research  relevant  to  the  development  of  prevention 
strategies  is  also  supported  by  the  NIH.     For  example,  a  collaborative  program 
between  NIH  and  the  Agency  for  International  Development  (AID)  has  been 
developed  to  support  basic  scientific  studies  on  social  and  behavioral  aspects 
of  AIDS  in  developing  countries;   information  on  high-risk  behaviors  and 
behavioral  changes  related  to  the  transmission  of  HIV  throughout  the  life 
course  will  be  gathered.     The  results  of  the  studies  ultimately  will  be  used 
to  develop  interventions  to  reduce  behaviors  that  place  people  at  risk  of  HIV 
transmission. 

In  many  cases,  studies  of  human  behavior  are  closely  linked  with  biologic 
studies.     The  Multicenter  AIDS  Cohort  Study  (MACS)   is  examining  the  behavioral 
correlates  of  disease  transmission  and  progression  and  preventive  behaviors  in 
more  than  6,000  gay  and  bisexual  men  as  well  as  the  neurologic  and  psychologic 
abnormalities  that  result  from  HIV  infection  and  the  behavioral  changes  that 
correlate  with  HIV  disease.     Other  epidemiologic  cohort  studies,   such  as  the 
Heterosexual  AIDS  Transmission  Study  (HATS),  are  also  addressing  behavioral 
issues.     These  studies  examine  both  biologically  induced  behavioral  changes 
associated  with  HIV  infection  and  those  that  are  independent  of  biologic 
effects.     Investigations  into  the  impact  of  intervention  on  behavioral  change 
have  also  been  incorporated  into  these  studies. 
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In  FY  1993,  NIH- sponsored  studies  are  designed  to  further  determine:  the 
spectrum  and  frequency  of  behaviors  associated  with  risk  of  HIV  transmission 
among  various  regional  and  demographic  subpopulations  as  well  as  within  the 
general  population;  develop  an  accurate  understanding  of  sexual  practices  as  a 
route  for  potential  transmission  of  HIV  in  order  to  develop  appropriate 
intervention  strategies  to  prevent  and  control  the  epidemic;  determine 
knowledge,  attitudes,  and  practices  related  to  the  proper  use  of  condoms  and 
spermicides/virucides  to  provide  an  information  base  for  the  development  of 
intervention  strategies;  and  study  the  behavioral  and  social  consequences  of 
HIV  infection/AIDS  across  the  life  course. 

Therapeutics 

The  clinical  testing  of  drugs  against  HIV,  HIV- associated  OIs,  and  HIV- 
associated  malignancies  requires  an  active  preclinical  drug  discovery  and 
development  program.     During  the  past  year,  the  Preclinical  AIDS  Drug 
Screening  Program  has  approved  six  new  drugs  for  Phase  I  clinical  studies. 
The  National  Cooperative  Drug  Discovery  Groups  and  the  newly  established 
National  Cooperative  Drug  Discovery  Groups  for  the  Treatment  of  the 
Opportunistic  Infections  Associated  with  AIDS  (NCDDG-OI)  has  expanded  the 
efforts  directed  toward  the  discovery  and  development  of  potential  treatments 
for  HIV  infection  and  HIV-associated  OIs  and  malignancies.     The  Targeted 
Antiviral  Program  provides  extramural  investigators  with  access  to 
sophisticated  techniques,  while  a  similar  program  has  been  established  for 
intramural  scientists  through  the  Intramural  AIDS  Targeted  Antiviral  Program. 
These  programs  have  resulted  in  the  discovery  and  development  of  AZT,  ddl , 
ddC,  d4T,  and  recombinant  soluble  CD4.     Planned  programs  in  FY  1993  will 
continue  screening,  discovery,  and  development  of  therapeutic  agents  that 
demonstrate  activity  against  retroviruses  and  HIV-associated  malignancies  and 
bring  the  most  promising  of  the  new  drugs  into  clinical  testing. 

The  NIH  has  the  primary  responsibility  for  the  federally  supported 
clinical  trial  efforts  in  the  evaluation  of  potential  therapies  for  the 
treatment  of  HIV  infection  and  its  sequelae.     These  efforts  are  reflected  in 
47  AIDS  Clinical  Trials  Units  (ACTUs)  supported  by  the  NIAID-funded  AIDS 
Clinical  Trials  Group  (ACTG)   (including  15  NIAID-funded  Pediatric  ACTUs),  17 
NIAID-funded  Community  Programs  for  Clinical  Research  on  AIDS  (CPCRAs) ,  28 
NICHD- funded  sites,  and  3  NIH  Intramural  sites.     Approximately  16,000  patients 
have  been  enrolled  in  these  studies,  which  involve  the  evaluation  of  more  than 
50  agents.     FY  1993  planned  clinical  trials  will  include  evaluations  of  multi- 
drug regimens  to  overcome  drug  resistance  issues  associated  with  certain 
single  drug  treatments.     In  addition,  the  NIH  will  further  develop  therapies 
for  treating  and  preventing  central  nervous  system  impairment  and  AIDS 
dementia  complex  (ADC)  and  HIV-related  wasting  syndrome,  utilizing 
international  studies  as  appropriate. 

The  NIH,  through  its  intramural  and  extramural  programs,  has  developed  a 
multifaceted  approach  for  the  evaluation  of  antiretroviral  and  anti-OI  drugs. 
OIs  represent  the  most  common  cause  of  morbidity  and  mortality  of  HIV-infected 
patients.     Currently,  approximately  33  percent  of  the  NIAID-funded  ACTG 
protocols  are  evaluating  anti-OI  therapies  involving  2,800  patients.  There 
are  two  active  01  protocols  in  the  CPCRAs,  with  four  additional  01  clinical 
studies  being  developed.     Ongoing  clinical  research  emphasis  on  OIs  is  also 
supported  through  several  NIH  extramural  and  intramural  programs  focusing  on 
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Pneumocystis  carinii  pneumonia  (PCP) ,  cytomegalovirus  (CMV) ,  toxoplasmosis 
infections,  mycoses,  and  OIs  specific  to  HIV-infected  children  and  pregnant 
women.     The  increasing  incidence 

of  tuberculosis  in  HIV-infected  populations  is  a  public  health  priority.  FY 
1993  planned  activities  will  target  the  discovery,  development,  and  evaluation 
of  potential  agents  for  prevention  and  treatment  of  HIV-associated  OIs. 

The  participation  of  specific  populations  in  NIH-funded  clinical  trials 
reflects  the  changing  demographics  of  HIV  infection,  an  illness  initially 
afflicting  homosexual  and  bisexual  men  but  currently  appearing  with  increasing 
incidence  in  women,  children,  IVDUs,  and  minority  populations.  Ongoing 
efforts  within  the  ACTG  are  designed  to  assure  participation  of  underserved 
and  underrepresented  populations  in  NIH-funded  clinical  trials  as  AIDS 
manifests  itself  in  these  populations.     Enrollment  of  underrepresented 
populations  is  a  high  priority  in  NIH-sponsored  studies.     Specific  activities 
in  this  area  include  implementation  of  the  CPCRA  program,  which  has 
dramatically  increased  NIAID's  enrollment  of  underrepresented  minorities  and 
women  in  HIV  therapeutic  trials;  establishment  of  Women's  Health  Committees 
within  the  ACTG  and  CPCRA  organizations;  provision  of  supplements  to  the  ACTG 
for  outreach  activities  toward  these  populations;  support  of  three  minority 
institutions  to  develop  the  capability  to  become  fully  functional  ACTUs ; 
implementation  of  institutional  evaluations  of  ACTG  and  CPCRA  sites  to  ensure 
participation  of  underrepresented  populations;  establishment  of  community 
advisory  boards  for  each  ACTG  and  CPCRA  site;  and  recompetition  of  the  adult 
units  of  the  ACTG  that  will  require  plans  for  enrollment  representative  of  the 
demographics  of  the  population  served  by  the  applicant  institution.     FY  1993 
initiatives  are  designed  to  increase  participation  of  urban  poor,  minorities, 
women  of  child-bearing  age,  children,  adolescents,  IVDUs,  and  individuals 
residing  in  rural  areas  in  clinical  trials. 

Vaccines 

Developing  a  vaccine  or  vaccines  that  are  safe  and  effective  in 
preventing  HIV  infection  in  exposed  persons  is  a  major  public  health  priority 
in  the  national  and  international  effort  to  combat  this  epidemic.  Various 
strategies  to  stimulate  a  protective  immune  response  against  HIV  infection  are 
being  explored,  and  efforts  are  being  made  to  determine  which  of  these 
strategies  offer  the  most  promise  for  further  development.     In  addition, 
vaccines  may  potentially  prevent  transmission  from  mother  to  fetus,  serve  as 
immunomodulators  to  improve  immune  function  In  HIV-infected  individuals,  and 
diminish  disease  progression  among  persons  already  infected  with  HIV. 

Basic  research  investigations  of  HIV  and  the  immune  system  provide  the 
critical  information  required  for  the  development  of  potential  vaccine 
candidates.    These  efforts  are  further  complicated  by  antigenic  variations  of 
HIV  in  different  geographic  regions.     Planned  studies  will  determine  the 
molecular  nature  of  HIV  antigenic  variation  and  incorporate  the  findings  into 
ongoing  vaccine  development.     The  development  of  vaccine  "cocktails"  capable 
of  eliciting  an  immune  response  to  several  viral  strains  may  be  required  to 
result  in  protection  to  HIV  infection. 
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NIH- funded  researchers  continue  to  expand  the  understanding  of  the  immune 
system  that  may  be  important  in  the  development  of  potential  vaccine 
candidates.     Collaborative  efforts  are  ongoing  and  planned  among  the  NCI,  the 
NIAID,  the  Department  of  Defense,  the  Walter  Reed  Army  Institute  of  Research, 
and  industry. 

The  AIDS  Vaccine  Clinical  Trials  Network  (AVCTN)  has  established  five 
AIDS  Vaccine  Evaluation  Units  designed  to  evaluate  potential  vaccines.  The 
AIDS  Cooperative  Adjuvant  Group  is  involved  in  the  identification  of  potential 
adjuvants  that  could  provide  additional  means  for  potentiating  immune 
responses . 

Significant  progress  has  been  made  in  the  development  of  potential 
vaccines  for  the  prevention  of  AIDS.     For  example,  three  potential  AIDS 
vaccines  currently  in  Phase  I  clinical  trials  have  elicited  an  immune 
response;  native  or  recombinant  HIV  envelope  (env)  proteins  inoculated  into 
chimpanzees  have  induced  both  cellular  and  humoral  immunity;  studies  of 
inactivated  whole  virus  HIV  vaccine  in  chimpanzees  persistently  infected  with 
HIV  resulted  in  development  of  antibody  responses  and  clearing  of  viremia 
following  virus  challenge;  and  HIV-specific  immunoglobulin  (HIVIG)  has  been 
effective  as  passive  immunotherapy  for  the  prevention  of  HIV  infection  in 
chimpanzees . 

Clinical  evaluation  of  potential  vaccines  candidates  is  being  planned  in 
several  domestic  and  international  areas  demonstrating  populations  at  high 
risk  of  HIV  infection.    The  NIH  is  developing  several  program  initiatives  for 
FY  1992  and  FY  1993  to  assure  that  the  necessary  infrastructure  required  to 
conduct  vaccine  efficacy  trials  is  developed  and  operational  at  these  sites 
prior  to  the  initiation  of  clinical  vaccine  testing. 

Major  developments  have  resulted  from  use  of  the  simian  immunodeficiency 
virus  (SIV)  model.    NIH-sponsored  investigators  have  recently  demonstrated, 
for  the  first  time,  that  molecular ly  cloned  SIV  can  induce  in  common  rhesus 
monkeys  a  disease  remarkably  similar  to  AIDS  in  humans.    In  addition,  studies 
have  shown  in  the  past  year  that  a  whole  virus  SIV  vaccine  and  a  component  SIV 
vaccine,  composed  of  viral  protein  surface  molecules,  have  successfully 
demonstrated  protection  in  monkeys.     In  view  of  these  findings,  the 
SIV/macaque  model  represents  the  most  complete  animal  model  for  the 
comparative  evaluation  of  AIDS  vaccine  approaches  and  adjuvants.    In  addition, 
a  neurotropic  strain  of  SIV  has  been  established  in  rhesus  monkeys,  permitting 
the  study  of  the  pathogenesis,  treatment,  and  prevention  of  HIV-1 
encephalitis.    To  expand  both  its  use  and  accessibility,  the  NIH  has  begun  to 
integrate  the  SIV/macaque  model  into  its  vaccine  development  and  evaluation 
programs . 

Other  animal  models  currently  being  explored  for  vaccine  development  and 
evaluation  include  the  severe  combined  immunodeficiency  (SCID)  mouse  model, 
where  human  immune  system  tissues  have  been  successfully  transplanted  into 
mice  to  create  a  viable  system  for  evaluating  potential  vaccine  candidates. 
Further  efforts  are  planned  in  the  coming  year  for  the  development  of  nonhuman 
primate  models  and  other  animal  models  for  HIV  vaccine  evaluation. 
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Research  Enhancement 

The  NIH  supports  several  intramural  and  extramural  research  resource 
programs  through  the  AIDS  budget.     Included  in  these  programs  are  grants  for 
training,  development  of  animal  models,  and  construction  or  improvement  of 
existing  facilities  and  equipment  for  AIDS  research. 

Numerous  NIH- funded  programs  have  increased  the  number  of  training 
positions  in  AIDS-related  research.     NIAID-sponsored  programs  increased  the 
number  of  trainees  by  70  percent  between  1989  and  1992. 

The  NIH  Loan  Repayment  Program  (LRP)  was  mandated  by  Congress  under 
Public  Law  100-607  in  1988  and  authorized  under  42  USC  288-1  in  an  effort  to 
encourage  health  professionals  to  engage  in  AIDS-related  research  at  the  NIH. 
Thirty-four  professionals  are  currently  enrolled.     This  successful  program 
continues  to  attract  increasing  numbers  of  qualified  scientists  and 
researchers  to  the  NIH. 

The  Fogarty  International  Center  sponsors  a  highly  successful  program  of 
training  scientists  in  developing  countries  to  undertake  epidemiological  and 
postdoctoral  research.     This  program  was  established  in  1987  at  the  request  of 
Congress,  with  the  goals  of  expanding  the  scientific  capabilities  in  the 
epidemiology,  diagnosis,  and  treatment  of  HIV/AIDS  throughout  the  world  and  of 
facilitating  the  evaluation  of  AIDS  drugs  and  vaccines  internationally. 

The  National  Center  for  Research  Resources  (NCRR)  has  two  successful 
programs  designed  to  produce  primate  models  for  use  in  the  evaluation  of 
potential  SIV/HIV  vaccines  and  to  ensure  adequate  supplies  of  these  animals. 
These  programs  include  the  Specific  Pathogen  Free  Rhesus  Breeding  and  Research 
Program  for  the  SIV/macaque  model  system  and  the  very  successful  Chimpanzee 
Breeding  and  Research  Program  (CBRP)  for  AIDS  studies.     The  CBRP  has  recently 
been  granted  approval  for  renovation  of  a  primate  facility  in  New  Iberia, 
Louisiana,  to  accommodate  chimps  that  have  been  used  in  previous  studies  and 
are  occupying  valuable  laboratory  space.     The  transfer  of  these  chimps  for 
extended  care  to  these  facilities  will  allow  for  the  use  of  noninfected  chimps 
in  new  studies.     The  severe  combined  immunodeficiency  (SCID)  mouse  model  also 
continues  to  be  developed  for  analysis  of  candidate  vaccines.     In  addition, 
the  Regional  Primate  Research  Centers  (RPRC)  Program  provides  specialized 
facilities,  scientific  and  technical  personnel,  animal  models  research  and 
breeding,  and  a  wide  variety  of  nonhuman  primate  species  to  support  diverse 
requirements  for  research  on  AIDS. 

The  NCRR,  through  the  General  Clinical  Research  Centers  (GCRC) ,  provides 
a  research  infrastructure  for  multidisciplinary  studies  on  both  children  and 
adults.     Specifically,  the  GCRCs  provide  patient  research  facilities, 
computerized  data  management  and  analysis,  and  specialized  laboratories  for 
the  translation  of  basic  and  clinical  research  into  medical  practice  as  well 
as  research  nurses,  dietitians,  and  biostatisticians .     These  facilities 
support  a  variety  of  studies  focused  on  the  area  of  HIV  infection  and  therapy. 
The  NIH-sponsored  Research  Centers  in  Minority  Institutions  (RCMI)  provides 
for  the  development  of  biomedical  research  infrastructure  at  minority 
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institutions.    Awards  were  recently  made  to  Howard  University,  the  University 
of  Puerto  Rico,  and  the  University  of  Hawaii  for  the  development  of 
infrastructure  necessary  for  AIDS  Clinical  Trials  Group  (ACTG)  studies  to  be 
conducted. 

Special  facilities  and  equipment  are  required  for  the  performance  of 
AIDS -related  research.     The  NIH  has  provided  funding  for  the  improvement  of 
biomedical  facilities  and  instrumentation.     In  FY  1988  and  1989,  the  NIH 
funded  the  Research  Facilities  Improvement  Program  (RFIP)  to  improve  50 
facilities.     As  part  of  the  plan  for  improving  physical  infrastructure 
facilities  at  the  NIH,  numerous  projects  are  currently  being  designed, 
improved,  or  constructed  on  the  NIH  campus  for  AIDS-related  research.  Final 
plans  are  now  being  made  for  a  central  primate  facility.     It  will  be 
convenient  to  the  NIH  intramural  laboratories  for  nonhuman  primate  AIDS- 
related  studies. 

In  FY  1993,  NIH  plans  to  further  provide  both  domestic  and  international 
training  in  biomedical  research  and  develop  programs  for  adequate 
infrastructure  for  AIDS  research. 

II.     Risk  Assessment  and  Prevention 

Population-Based  Research 

Surveillance  has  indicated  the  changing  demographics  of  HIV  infection  and 
AIDS  from  an  illness  initially  afflicting  homosexual  and  bisexual  men  to  the 
current  pandemic  with  increasing  rates  of  infection  in  women,  children,  IVDUs , 
and  minority  populations.  During  1990,  an  NIH  epidemiologist  detected  an 
apparent  decrease  in  the  expected  incidence  rate  of  AIDS  among  U.S.  population 
groups  with  access  to  care  but  not  among  groups  such  as  drug  abusers  that  have 
limited  access  to  therapy. 

In  addition,  NIH  studies  have  shown  the  spectrum  of  HIV-related 
infections  and  malignancies  to  be  shifting,  with  an  increase  in  non-Hodgkin' s 
lymphoma  and  a  striking  increase  in  tuberculosis  related  to  HIV  infection. 
The  increase  in  tuberculosis  presents  a  public  health  problem  globally,  in 
developing  countries,  and  in  the  U.S.,  especially  for  certain  populations  such 
as  IVDUs  and  health  care  providers. 

During  FY  1993,  NIH  studies  will  focus  on  determining  the  factors  related 
to  transmission  and  the  progression  of  HIV-related  disease  in  affected 
populations,  with  special  emphasis  on  women,  children,  adolescents,  IVDUs, 
minorities,  and  hemophiliacs.     In  particular,  studies  will  examine  factors 
that  influence  the  infectivity  of  individuals  in  various  stages  of  infection 
and  the  susceptibility  to  infection,  such  as  HIV  shedding  in  semen,  the  role 
of  sexually  transmitted  diseases  (STDs)  and  genital  lesions,  the  effects  of 
antiviral  therapies  on  transmission,  and  the  effects  of  barrier  methods  and 
oral  contraceptives.     Other  studies  will  seek  to  further  define  the  full 
spectrum  of  complications  of  HIV  infection,  identify  specific  markers  of 
disease  activity  and  the  effects  of  therapy  on  these  markers,  and  define 
specific  risk  factors  associated  with  the  development  of  the  various 
complications . 
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While  women  experience  most  of  the  clinical  manifestations  of  HIV 
infection  that  occur  in  men,  they  also  experience  some  that  are  unique  to 
women,   as  well  as  some  that  are  more  prevalent  in  women  than  in  men  such  as 
esophageal  candidiasis  and  chronic  herpes  simplex  infections.  Preliminary 
studies  suggest  an  association  between  disease  of  the  cervix  and  HIV 
infection.     During  FY  1993,  the  NIH  will  direct  resources  toward  studies  that 
will  help  to  further  elucidate  these  observations,  as  well  as  further  define 
the  spectrum  of  disease  affecting  HIV-infected  women. 

The  NIH  also  will  continue  to  study  the  natural  history  of  HIV  infection 
and  AIDS  in  pregnant  women  and  infants,   including  the  timing,  mechanisms,  and 
risk  factors  of  maternal- fetal  transmission;  the  progression  of  HIV-related 
central  nervous  system  disease  in  infants  and  children;  the  impact  of  HIV 
infection  on  childhood  diseases  such  as  measles,  rubella,  and  pertussis;  and 
the  effect  of  pregnancy  on  specific  clinical  manifestations  in  the  mother. 
The  development  of  improved  diagnostics  for  infants  will  form  an  important 
part  of  this  effort. 

Information  and  Education/Preventive  Services 

Of  critical  importance  to  the  overall  research  effort  is  the 
dissemination  of  the  latest  information  on  ongoing  research  and  research 
results,   including:     basic  research,  results  of  clinical  trials,  and  state- 
of-the-art  therapies  to  health  care  providers,  advocacy  groups,  and  the 
general  public.     The  existing  computerized  databases,   including  MEDLARS, 
AIDSLINE,  AIDSDRUGS,  AIDSTRIALS,   and  the  AIDS  Clinical  Trials  Information 
Service,  provide  the  foundation  for  the  dissemination  of  such  information. 
These  databases  provide  information  including  references  to  published 
literature,  descriptions  of  clinical  trials,  and  descriptions  of  the  agents 
being  tested.     In  FY  1991,  the  scope  of  AIDSLINE  was  expanded  to  include 
information  from  a  wide  variety  of  references  such  as  the  NLM  catalog  file, 
the  NLM  audiovisuals  catalog,  and  abstracts  from  AIDS -related  conferences. 

During  1993,  the  NIH  will  collaborate  with  the  other  agencies  of  the  PHS 
and  outside  organizations  to  determine  the  information  needs  in  the  biomedical 
community  and  will  further  develop  mechanisms  to  disseminate  important 
research  findings  that  have  immediate  impact  on  health  care  and  treatment  of 
HIV-infected  individuals. 


Thursday,  March  26,  1992. 
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DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY,  BUDGET 

INTRODUCTION  OF  WITNESSES 

Mr.  Natcher.  We  take  up  next  the  budget  request  for  the 
Agency  for  Health  Care  Policy  and  Research.  We  have  before  the 
committee  Dr.  Clinton. 

Dr.  Clinton,  before  you  give  us  your  statement,  tell  us  who  you 
have  with  you  there  at  the  table. 

Dr.  Clinton.  Thank  you,  Mr.  Chairman.  We  have  Dennis  Wil- 
liams from  the  Office  of  the  Secretary,  who  was  introduced  earlier. 
I  have  with  me  also,  on  my  immediate  right,  Mr.  Willard  Evans, 
who  is  the  Director  of  the  Office  of  Management. 

Mr.  Natcher.  Go  right  ahead  now,  Doctor.  We  would  be  pleased 
to  hear  from  you. 

Opening  Statement 

Dr.  Clinton.  We  have  a  longer  statement  that  I  ask  you  to 
accept  for  the  record,  Mr.  Chairman. 

We  are  very  pleased  to  have  this  opportunity  to  discuss  with  you 
and  the  members  of  your  Committee  our  budget  request  for  fiscal 
year  1993.  The  appropriation  request  for  AHCPR,  the  Agency  for 
Health  Care  Policy  and  Research,  totals  $125,000,000.  This  is  a 
$5,000,000  increase  over  the  fiscal  year  1992,  an  increase  of  4  per- 
cent. 

We  are  requesting  $72,000,000,  approximately  60  percent  of  our 
total  request  and  nearly  all  of  the  increase  over  fiscal  year  1992, 
for  the  Medical  Treatment  Effectiveness  Program.  The  acronym  is 
MEDTEP.  The  President's  reformed  proposal  includes  MEDTEP  as 
a  key  part  of  the  plan  to  create  greater  health  care  efficiency  and  a 
more  equitable  allocation  of  resources  by  strengthening  competi- 
tion. 

The  MEDTEP  program  focuses  on  developing  information  on  pa- 
tient outcomes  following  treatment,  that  is,  what  types  of  care 
create  the  best  results  for  the  patient,  and  on  developing  mecha- 
nisms to  ensure  that  this  information  reaches  and  is  used  by  both 
the  practitioners  and  the  consumers  or  patients. 

The  Medical  Treatment  Effectiveness  Program  research  compo- 
nent focuses  primarily  on  the  study  of  those  conditions  and  dis- 
eases of  high  prevalence  and  cost.  For  example,  the  MEDTEP  Pa- 
tient Outcome  Research  Teams  are  currently  conducting  research 
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on  12  major  conditions.  The  diseases  and  conditions  represented  by 
these  Patient  Outcome  Research  Teams  account  for  one  third  of  all 
hospital  discharges,  40  percent  of  Medicare  hospital  charges,  and 
25  percent  of  Medicaid  hospital  charges.  Our  funding  request  will 
allow  continuation  of  these  Patient  Outcome  Research  Teams  ac- 
tivities in  fiscal  year  1993,  with  new  investigator-initiated  research 
grants  on  the  treatment  and  management  of  end-stage  renal  dis- 
ease, prevention  of  osteoporosis,  and  management  of  breast  cancer. 

The  AHCPR's  portfolio  of  smaller,  yet  important  complementary 
research  projects  on  the  comparative  effectiveness  of  alternative 
treatment  strategies  for  various  clinical  conditions  is  also  expected 
to  grow. 

In  fiscal  year  1993,  MEDTEP  will  place  special  emphasis  on 
issues  of  maternal  child  health.  This  would  include,  for  example, 
low  birth  weight,  and  research  dealing  with  the  effects  of  pharma- 
ceutical therapy  on  patient  outcomes. 

MEDTEP  also  supports  the  President's  proposal  to  expand  access 
to  care  for  the  disadvantaged  and  the  underserved  by  funding  Re- 
search Centers  on  Minority  Populations.  Beginning  in  late  fiscal 
year  1992  these  centers  will  support  clinically  effective  research, 
information  dissemination,  technical  assistance,  and  research  train- 
ing to  improve  the  health  care  services  needed  by  minority  popula- 
tions. New  and  expanded  opportunities  for  minority  clinicians  and 
social  scientists  in  MEDTEP  research  will  result. 

The  AHCPR's  practice  guidelines  efforts  are  given  added  promi- 
nence by  the  President's  reform  proposal  to  intensify  guidelines 
and  standards  activities.  There  are  currently  16  practice  guidelines 
being  developed  under  AHCPR  sponsorship. 

The  first  guideline  was  released  to  the  public  on  March  5th;  the 
guideline  on  Urinary  Incontinence  was  released  on  March  23rd. 
Another  five  or  six  are  scheduled  to  be  released  before  the  end  of 
fiscal  year  1992. 

Clinical  practice  guidelines  are  intended  for  use  by  physicians, 
nurses,  and  other  health  care  practitioners,  and  by  consumers  to 
assist  in  determining  how  common  health  conditions  such  as  pain, 
cataracts  and  prostate  disease  can  most  effectively  be  diagnosed 
and  treated. 

Our  funding  request  for  fiscal  year  1993  will  allow  the  continu- 
ation of  the  guideline  development  process  with  the  addition  of  ap- 
proximately six  new  guidelines;  the  update  of  completed  guidelines; 
the  evaluation  of  the  released  guidelines;  the  development  of  medi- 
cal review  criteria  for  these  guidelines;  and  the  expansion  of  very 
essential  dissemination  activities. 

The  fiscal  year  1993  funding  request  for  Health  Services  Re- 
search and  Technology  Assessment  is  $51,000,000.  Consistent  with 
the  President's  Comprehensive  Health  Care  Reform  Program,  the 
AHCPR  Health  Services  Research  and  Technology  Assessment  pro- 
gram can  best  be  summarized  as  research  designed  to  improve  the 
cost,  quality,  and  access  to  health  care  in  America. 

The  AHCPR  fiscal  1993  budget  request  includes  a  plan  to  study 
different  mechanisms  of  coordinated  or  managed  care  to  determine 
their  relative  merit  in  providing  an  appropriate  range  of  services 
while  containing  costs.  This  initiative  will  support  the  President's 


1295 


reform  proposal  to  encourage  greater  use  of  coordinated  care  ar- 
rangements. 

Consistent  with  the  President's  reform  proposal,  the  fiscal  year 
1993  AHCPR  request  includes  plans  to  study  the  economic,  social, 
and  clinical  issues  surrounding  proposals  to  deal  with  malpractice 
claims.  Studies  of  current  options  of  risk-rating,  tort  reform,  and 
no-fault  will  provide  policy-makers  with  new  information  about  the 
feasibility  and  the  relative  merits  of  these  various  proposals.  Each 
of  these  options  has  the  potential  for  financial  savings. 

Evaluation  of  the  safety  and  cost-effectiveness  of  new  and  exist- 
ing medical  technologies  and  procedures  that  are  being  considered 
for  reimbursement  under  the  Federal  health  programs  will  gain 
additional  importance  under  the  President's  reform  proposal.  The 
modest  investment  of  $1,000,000  will  allow  the  assessment  of  10  to 
12  additional  technologies  in  fiscal  year  1993. 

The  National  Medical  Expenditure  Survey  provides  the  govern- 
ment with  current  information  on  how  the  people  of  this  Nation 
use,  pay  for,  and  finance  personal  health  services.  The  National 
Medical  Expenditure  Survey  was  designed  to  meet  the  Nation's 
need  for  analyzing  health  expenditures  and  public  and  private  in- 
surance programs. 

Our  fiscal  year  1993  budget  will  allow  us  to  continue  providing 
data  analysis  from  NMES  II  as  we  prepare  for  the  next  survey, 
NMES  III  in  1996. 

In  summary  Mr.  Chairman,  AHCPR  plays  a  key  role  in  helping 
to  determine  the  most  appropriate  use  of  our  health  care  resources. 
The  information  we  provide  will  take  on  added  importance  as  the 
call  for  health  care  reform  intensifies.  For  an  investment  of 
$125,000,000,  we  can  make  a  positive  difference  in  terms  of  a  better 
quality  of  life  for  millions  of  Americans,  and  in  terms  of  dollars 
saved  or  more  appropriately  used. 

Thank  you  for  an  opportunity  to  review  our  program  briefly.  We 
would  be  pleased  to  respond  to  your  questions. 

[The  statement  of  Dr.  Clinton  follows:] 
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STATEMENT  OF  J.   JARRETT  CLINTON,  M.D. 
HOUSE  LABOR/HHS /EDUCATION  APPROPRIATIONS  SUBCOMMITTEE 
March  26,  1992 

For  submission  to  the  written  record 

Mr.   Chairman  and  Members  of  the  Committee,  thank  you  for  the 
opportunity  to  discuss  the  budget  request  of  the  Agency  for  Health 
Care  Policy  and  Research  (AHCPR)  for  Fiscal  Year  1993. 

The  appropriation  request  for  AHCPR  totals  $125  million.     This  is  $5 
million  over  Fiscal  Year  1992,  an  increase  of  4  percent. 

The  AHCPR  is  responsible  for  conducting  research  on  the  means  to 
improve  the  quality,  appropriateness  and  effectiveness  of  health  care 
services,  and  access  to  health  care  (or  in  more  general  terms,  the 
value  of  health  care  services)  the  same  objectives  as  the  President's 
Comprehensive  Health  Care  Reform  Program.     The  AHCPR  accomplishes  its 
mandate  through  two  major  program  areas:    (1)   the  Medical  Treatment 
Effectiveness  Program  (MEDTEP) ,  which  focuses  on  improving  the 
practice  of  clinical  medicine  and  (2)  Health  Services  Research  and 
Technology  Assessment  which  focuses  on  health  care  costs,  quality  and 
access . 

Medical  Treatment  Effectiveness  Program  (MEDTEP) 

We  are  requesting  $72  million,  approximately  60  percent  of  our  total 
request  and  nearly  all  of  the  increase  over  Fiscal  Year  1992,  for 
MEDTEP.     The  MEDTEP  activities  are  based  on  the  belief,  substantiated 
numerous  times,   that  health  care  practitioners  want  to  provide  the 
best  care  possible  and  will  change  their  practices  to  reflect  the 
best  knowledge  available.     The  MEDTEP  focuses  on  developing 
information  on  patient  outcomes   --   that  is,  what  types  of  care  create 
the  best  results  for  the  patient  --  and  on  developing  mechanisms  to 
ensure  that  this  information  reaches  and  is  used  by  both  the 
practitioners  and  consumers. 

The  President's  health  care  reform  proposal  includes  MEDTEP  as  a  key 
part  of  the  plan,  which  aims  to  create  greater  health  care  efficiency 
and  a  more  equitable  allocation  of  resources  by  strengthening 
competition.     The  MEDTEP  is  described  as  research  activities  which 
"will  better  define  the  safety  and  effectiveness  of  key  medical  and 
surgical  procedures  and  will  facilitate  more  appropriate  use  of 
costly  technologies."     The  President's  proposal  goes  on  to  state, 
"practice  guideline  development  activities  will  specify  a  'best 
practice'   approach  for  specific  conditions  and  thus  help  to  prevent 
unnecessary  or  potentially  harmful  care." 
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MEDTEP  Research 

The  MEDTEP  research  component  focuses  primarily  on  the  study  of  those 
diseases  and  conditions  of  high  prevalence  and  cost.     For  example, 
the  MEDTEP  Patient  Outcomes  Research  Teams  (PORT)  are  currently 
conducting  research  on: 

•  prostate  disease  •  biliary  tract  disease 

•  low  back  pain  •  pneumonia 

•  acute  myocardial  infarction  •  diabetes 

•  cataract  treatment  •  hip  fracture  and  replacement 

•  total  knee  replacement  •  Cesarean  section 

•  ischemic  heart  disease  •  prevention  of  stroke 

The  diseases  and  conditions  represented  by  these  PORTs  account  for 
one-third  of  all  hospital  charges,  40  percent  of  Medicare  hospital 
charges,  and  25  percent  of  Medicaid  hospital  charges.     The  PORT 
activities  thus  have  tremendous  potential  for  improving  the  quality 
of  health  care  and  reducing  the  cost  of  health  care  consistent  with 
the  President's  reform  proposal.     Medical  journal  articles  of 
important  findings  from  this  research  work  are  already  being 
generated  and  are  expected  to  increase  significantly  in  the  future, 
with  potential  to  positively  influence  medical  practice.     Our  funding 
request  will  allow  continuation  of  PORT  activities  in  Fiscal  Year 
1993  with  new  investigator- initiated  research  grants  on  treatment  and 
management  of  end-stage  renal  disease,  prevention  of  osteoporosis  and 
management  of  breast  cancer.     The  AHCPR's  portfolio  of  smaller,  yet 
important,  complementary  research  projects  on  the  comparative 
effectiveness  of  alternative  treatment  strategies  for  various 
clinical  conditions  is  also  expected  to  grow. 

In  Fiscal  Year  1993  MEDTEP  will  place  special  emphasis  on  issues  of 
maternal/child  health,  for  example,   low  birthweight,  and  on  research 
dealing  with  the  effects  of  pharmaceutical  therapy  on  patient 
outcomes . 

The  MEDTEP  also  supports  the  President's  proposal  to  expand  access  to 
care  for  the  disadvantaged  and  under- served  by  funding  Research 
Centers  on  Minority  Populations.     Beginning  in  late  Fiscal  Year  1992 
these  centers  will  support  research,  information  dissemination, 
technical  assistance,  and  research  training  to  improve  the  health 
care  services  provided  to  minority  populations.     New  and  expanded 
opportunities  for  minority  clinicians  and  social  scientists  in  MEDTEP 
research  will  result.     Begun  in  Fiscal  Year  1992,  our  funding  request 
will  sustain  research  for  this  important  patient  population  in  Fiscal 
Year  1993. 

MEDTEP  Practice  Guidelines 

The  AHCPR's  practice  guideline  efforts  are  given  added  prominence  by 
the  President's  reform  proposal  to  intensify  guideline  and  standard 
activities  as  part  of  his  malpractice  and  antitrust  reform.  There 
are  currently  16  practice  guidelines  being  developed  under  AHCPR 
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sponsorship.     The  first  guideline,  Management  of  Pain  After  Surgery 
and  Trauma,  was  released  to  the  public  on  March  5,  and  the  Urinary 
Incontinence  guideline  was  released  March  23.     Another  six  guidelines 
are  scheduled  to  be  released  before  the  end  of  Fiscal  Year  1992. 
Practice  guidelines  are  intended  for  the  use  of  physicians,  nurses 
and  other  health  care  practitioners,  plus  consumers  or  patients  to 
assist  in  determining  how  diseases,  and  other  health  conditions  can 
most  effectively  be  diagnosed  and  treated.     Clinical  practice 
guidelines  developed  under  AHCPR  sponsorship  will  also  be  used  as 
bases  for  developing  standards  of  quality,  hospital - based  performance 
measures,  and  medical  review  criteria  by  which  the  provision  of 
health  care  can  be  reviewed. 

Guidelines  currently  under  development  include: 

•  acute  post  surgery  and  trauma  pain  management 

•  prediction  and  prevention  of  pressure  ulcers 

•  urinary  incontinence  in  adults 

•  management  of  functional  impairment  due  to  cataracts 

•  diagnosis  and  treatment  of  benign  prostatic  hyperplasia 

•  diagnosis  and  treatment  of  depressed  outpatients 

•  management  of  cancer  related  pain 

•  provision  of  comprehensive  care  in  sickle  cell  disease 

•  treatment  of  pressure  ulcers 

•  asymptomatic  HIV  positive  patients:   evaluation  and  intervention 

•  low  back  problems 

•  otitis  media   (middle  ear  infection)   in  children 

•  development  of  quality  determinants  of  mammography 

•  diagnosis  and  treatment  of  congestive  heart  failure 

•  post  stroke  rehabilitation 

•  screening  of  Alzheimer's  and  related  dementia's 

Our  funding  request  for  Fiscal  Year  1993  will  allow  the  continuation 
of  the  guideline  development  process  with  the  addition  of 
approximately  six  new  guidelines,   the  update  of  completed  guidelines, 
the  evaluation  of  released  guidelines,  the  development  of  medical 
care  review  criteria,  and  the  expansion  of  dissemination  activities. 

Health  Services  Research  (HSR)  and  Technology  Assessment 

The  Fiscal  Year  1993  funding  request  for  Health  Services  Research  and 
Technology  Assessment  is  $51  million.     Consistent  with  the 
President's  Comprehensive  Health  Care  Reform  Program,   the  AHCPR 
Health  Services  Research  and  Technology  Assessment  program  can  best 
be  summarized  as   research  designed  to  improve  the  cost,   quality  and 
access  to  health  care. 

HSR  Coordinated  Care 

The  AHCPR  Fiscal  Year  1993  budget  request  includes  a  plan  to  study 
different  mechanisms  of  coordinated  care  to  determine  their  relative 
merit  in  providing  an  appropriate  range  of  services  while  containing 
costs.     This  initiative  will  support  the  President's   reform  proposal 
to  encourage  greater  use  of  coordinated  care  arrangements. 
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HSR  Medical  Liability 

Consistent  with  the  President's  reform  proposal,   the  Fiscal  Year  1993 
AHCPR  request  includes  plans  to  study  the  economic,   social,  and 
clinical  issues  around  alternative  proposals  to  deal  with  malpractice 
claims.     Studies  of  current  options  of  risk- rating,  tort  reform  and 
no-fault  will  provide  policy  makers  with  new  information  about  the 
feasibility  and  relative  merits  of  the  proposals.     Each  of  these 
options  has  the  potential  for  financial  savings. 

Technology  Assessment 

Evaluation  of  the  safety  and  cos t - effect iveness  of  new  and  existing 
medical  technologies  and  procedures  that  are  being  considered  for 
reimbursement  under  Federal  health  programs  will  gain  added 
importance  under  the  President's  reform  proposal.     The  modest 
investment  of  $1  million  dollars  will  allow  for  the  assessment  of  10 
to  12  medical  technologies  in  Fiscal  Year  1993. 

National  Medical  Expenditure  Survey  (NMES) 

The  NMES  provides  the  government  with  current  information  on  how  the 
people  of  our  Nation  use,  pay,  and  finance  personal  health  care 
services.     The  NMES  was  designed  to  meet  the  Nation's  need  for 
analyzing  health  expenditures  and  public  and  private  insurance 
programs.     Much  of  the  current  health  insurance  debate  is  based  on 
information  gathered  and  supplied  by  NMES.     NMES  III  will  be 
conducted  in  1996.     Our  Fiscal  Year  1993  budget  request  will  allow  us 
to  continue  providing  data  from  NMES  II  as  we  prepare  for  NMES  III. 

In  summary,  AHCPR  plays  a  key  role  in  helping  to  determine  the  most 
appropriate  use  of  our  health  care  resources.     The  information  we 
provide  will  take  on  added  importance  as  the  call  for  health  care 
reform  intensifies.     For  the  investment  of  $125  million  we  can  make  a 
positive  difference  in  terms  of  a  better  quality  of  life  for  millions 
of  Americans,  and  in  terms  of  dollars  saved  or  more  appropriately 
used. 

Thank  you  again  for  the  opportunity  to  discuss  our  work  at  AHCPR  with 
you  today.  I  will  be  pleased  to  answer  any  questions  you  may  have  on 
the  specifics  of  our  budget  request. 
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Mr.  Natcher.  Now,  Doctor,  how  long  has  your  new  agency  been 
in  operation? 

Dr.  Clinton.  We  were  established,  Mr.  Chairman,  in  December 
of  1989. 

Mr.  Natcher.  How  do  you  feel  generally  about  the  organization 
after  that  period  of  time?  Is  it  operating  as  it  should  be? 

Dr.  Clinton.  Yes,  Mr.  Chairman,  it  is  operating  as  it  should.  It 
has  done  quite  well. 

AGENCY  STAFFING 

Mr.  Natcher.  In  the  budget  justification,  you  have  an  organiza- 
tional chart  for  the  agency.  For  the  record,  if  you  will,  supply  the 
number  of  full-time  equivalent  staff  that  goes  with  each  of  the  or- 


ganizational boxes  on  the  chart. 
Dr.  Clinton.  I  certainly  will. 
[The  information  follows:] 

Organizational  Unit:  No.  ofFTEs 

Office  of  the  Administrator   10 

Office  of  Planning  and  Resource  Management   59 

Office  of  Science  and  Data  Development   6 

Office  of  the  Forum  for  Quality  and  Effectiveness  in  Health  Care   21 

Office  of  Health  Technology  Assessment   9 

Center  for  Medical  Effectiveness  Research   21 

Center  for  General  Health  Services  Intramural  Research   57 

Center  for  General  Health  Services  Extramural  Research   42 

Center  for  Research  Dissemination  and  Liaison   43 


Total   268 


Mr.  Natcher.  Are  all  of  your  staff  located  in  one  building  in 
Rockville? 

Dr.  Clinton.  I  am  quite  pleased  to  tell  you,  Mr.  Chairman,  that 
they  are  now.  For  over  a  two-year  period  we  were  in  different  parts 
of  the  Rockville  area,  some  in  the  Parklawn  Building  and  others  in 
additional  space.  As  we  grew,  we  needed  additional  space  and  we 
are  now  in  one  building  in  the  Rockville  area. 

Mr.  Natcher.  Do  you  have  any  vacancies  among  the  senior  posi- 
tions in  the  agency? 

Dr.  Clinton.  Yes,  there  is  one  vacancy.  The  Office  of  Planning 
and  Resource  Management  has  a  vacancy  which  I  have  decided  at 
the  moment  not  to  fill.  All  the  other  vacancies  have  been  filled, 
and  we  are  very  pleased  that  the  Deputy  Administrator  has  been 
named  and  will  be  on  board  as  of  April  the  6th. 

Mr.  Natcher.  We  note  on  page  54  that  70  of  your  general  sched- 
ule positions  are  grade  14  and  above.  Why  do  you  have  to  have, 
Doctor,  so  many  higher-graded  positions  in  the  agency? 

Dr.  Clinton.  Mr.  Chairman,  this  issue  has  been  raised  before. 
Indeed,  if  this  Agency  and  its  predecessor,  the  National  Center  for 
Health  Services  Research,  simply  processed  grant  proposals  that 
came  to  us,  we  could  run  the  Agency  with  an  average  lower  grade, 
there  is  no  question  about  that.  But  the  Agency  was  created  to  be 
far  more  than  that. 

We  are  to  be  a  resource  center.  We  receive  calls  from  all  over  the 
country  every  day,  people  asking  for  information,  asking  for  con- 
tacts, asking  for  the  data  available  through  our  research  grants 
and  through  our  in-house  research.  That  takes  technical  people. 


1304 


We  have  economists,  social  scientists,  biometricians,  physicians, 
nurses  skilled  in  understanding  the  implications  of  the  work  that 
we  are  undertaking,  understanding  what  the  research  community 
is  attempting  to  do  with  our  grants  and  contracts  and  monitoring  it 
very  well. 

So,  indeed,  we  do  have  a  higher  grade  level,  without  question, 
than  many  other  components  of  the  Public  Health  Service.  But  we 
are  also  a  very  important  resource  center,  and  I  think  we  need  that 
expertise. 

Mr.  Natcher.  How  many  senior  executive  service  positions  do 
you  have? 

Dr.  Clinton.  I  think  we  have  six  on  board  at  the  present  time. 

Mr.  Natcher.  How  many  commissioned  corps  officers? 

Dr.  Clinton.  I  can  provide  the  exact  number  for  the  record.  I  es- 
timate that  could  be  approximately  20.  I  am  one  of  those. 

Mr.  Natcher.  What  are  the  34  ungraded  positions  that  you  show 
on  page  54? 

Dr.  Clinton.  These  are  research  service  fellows  that  work  in  our 
intramural  research  program.  They  are  individuals  who  are  either 
completing  their  doctorate  work  or  have  just  completed  it.  They 
work  with  us  under  special  arrangements  similar  to  that  enjoyed 
by  NIH  to  assist  us  with  the  research  analysis,  either  special 
projects  that  are  required  of  us  or  which  we  believe  are  in  the  in- 
terest of  the  country. 

Mr.  Natcher.  What  is  the  average  annual  cost,  Doctor,  of  a  posi- 
tion in  the  Agency? 

Dr.  Clinton.  I  will  need  to  provide  that  for  the  record,  Mr. 
Chairman. 

[The  information  follows:] 

Average  Salary  of  a  Position 

The  average  salary  of  a  GS/GM  position  in  AHCPR  is  approximately  $36,000,  ex- 
cluding benefits. 

Mr.  Natcher.  How  many  employees  do  you  currently  have  on 
board?  What  is  your  total? 

Dr.  Clinton.  Today  it  would  be  approximately  255. 

Mr.  Natcher.  How  does  that  compare  with  a  year  ago? 

Dr.  Clinton.  Thinking  off  of  the  top  of  my  head,  it  is  about  40 
more  than  a  year  ago. 

Mr.  Natcher.  Why  do  you  have  to  add  12  more  in  1993,  Doctor? 

Dr.  Clinton.  Mr.  Chairman,  we  have  a  vision  that  the  Agency 
for  Health  Care  Policy  and  Research  can  indeed  be  a  very  substan- 
tive resource  center.  As  I  indicated  earlier,  our  programs  are  grow- 
ing. The  complexity  of  our  work  is  growing.  We  are  finding  better 
ways  to  develop  data  bases  for  the  information  this  nation  needs.  I 
need  additional  technical  and  support  resources  to  accomplish  this. 

Mr.  Natcher.  Your  staffing  level  is  estimated  to  increase  from 
202  in  1991  to  256  in  1992.  For  what  purpose  are  you  adding  the 
new  staff  in  1992,  Doctor? 

Dr.  Clinton.  Almost  the  entire  increase  has  been  predominantly 
for  people  capable  of  managing  scientific  projects.  They  range  from 
epidemiologists  and  physicians  to  nurse  practitioners  with  research 
backgrounds. 
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In  addition,  as  we  have  taken  on  the  responsibility  of  a  full 
agency.  We  have  added  additional  support  staff,  program  office, 
budget  office,  services  necessary  to  run  an  agency  as  was  expected 
of  us. 

Mr.  Natcher.  Last  year's  budget  request  asked  for  a  staffing 
level  of  236  for  1992.  You  now  show  a  level  of  256  for  1992.  How  do 
you  account  for  the  20  additional,  Doctor? 

Dr.  Clinton.  We  believe  that  with  the  availability  of  funds,  Mr. 
Chairman,  and  with  the  availability  of  extraordinarily  talented 
people  that  were  available  to  us,  that  we  ought  to  take  that  oppor- 
tunity to  strengthen  the  scientific  credibility  and  strength  of  our 
agency. 

I  emphasize  again  that  we  are  not  simply  a  grant  factory.  We  are 
trying  not  only  to  do  the  very  best  science  but  make  that  science 
available  to  the  world.  Dissemination  ranges  from  the  private  prac- 
titioner out  in  Kansas  to  the  universities.  These  are  people  who 
have  skills  and  are  willing  to  work  for  the  government. 

I  recognize  that  cannot  continue.  I  made  a  determination  this 
year  that  we  will  have  to  restrain  ourselves  more  so  monies  can  be 
used  for  other  activities. 

Mr.  Natcher.  What  are  your  principal  hiring  sources? 

Dr.  Clinton.  Principally,  other  components  of  the  government. 
They  are  predominantly  from  the  Department  of  Health  and 
Human  Services.  We  have  staff  now  who  have  been  involved  with 
nearly  every  agency  of  the  Public  Health  Service  and  the  Health 
Care  Financing  Administration. 

We  have  brought  people  from  the  private  sector,  but  that  is  the 
exception  rather  than  the  norm.  The  personnel  hiring  processes 
are  more  extended  and  salaries  are  not  as  attractive  for  the  private 
sector.  We  have  a  particularly  difficult  time  attracting  economists 
and  physicians,  who  can  command  salaries  much  higher  than  the 
government  can  provide. 

FY  1993  BUDGET  REQUEST 

Mr.  Natcher.  You  are  requesting  a  total  budget  of  $125,093,000, 
an  increase  of  4.2  percent  over  1992.  Correct? 
Dr.  Clinton.  That  is  correct. 

Mr.  Natcher.  Do  you  feel  that  the  Agency  has  about  reached  the 
funding  level  that  it  needs  to  operate  effectively? 

Dr.  Clinton.  We  will  operate  quite  effectively  at  $125,000,000, 
Mr.  Chairman. 

Mr.  Natcher.  How  much  is  included  in  your  budget  for  new 
starts  of  one  kind  or  another,  Doctor? 

Dr.  Clinton.  Our  new  starts  in  fiscal  year  1993  would  be  ap- 
proximately 74  in  number  compared  with  69  in  fiscal  year  1992.  It 
amounts  to  $14,000,000.  That  is  approximately  the  same  amount 
for  1992. 

FUND  TRANSFERS 

Mr.  Natcher.  How  much  are  you  scheduled  to  receive  by  trans- 
fer from  the  other  agencies  in  the  Public  Health  Service  in  1993? 
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Dr.  Clinton.  The  President's  budget  calls  for  significant  transfer 
of  what  is  referred  to  as  the  1  percent  money.  In  fiscal  year  1992 
that  was  $13,444,000. 

Mr.  Natcher.  What  about  1993? 

Dr.  Clinton.  In  1993  it  is  $51,237,000,  Mr.  Chairman. 

Mr.  Natcher.  For  the  record,  if  you  will,  provide  a  table  showing 
those  funds,  where  they  come  from. 

Dr.  Clinton.  We  will  be  pleased  to.  About  half  come  from  NIH. 

[The  information  follows:] 

Projected  transfer  of  the  1  percent  evaluation  funds 

HRSA   $4,979,000 

CDC   5,084,000 

NIH   33,742,000 

ADAMHA   6,846,000 

AHCPR   477,000 

OASH   109,000 

Total  :   $51,237,000 

Mr.  Natcher.  How  does  the  1993  transfer  amount  compare  with 
the  amount  to  be  transferred  in  1992? 

Dr.  Clinton.  It  is  much  higher,  Mr.  Chairman.  Traditionally,  we 
have  received  approximately  $13,400,000  in  round  numbers  for  the 
National  Medical  Expenditure  Survey  and  the  Provider  Studies 
Program.  That  has  been  a  part  of  this  budget  for  a  number  of 
years. 

What  has  happened  since  the  creation  of  the  Agency  is  the  utili- 
zation of  the  authority  given  to  us  to  use  up  to  40  percent  of  the  1 
percent  money  created  for  funding  part  of  the  medical  treatment 
effectiveness  program.  In  light  of  scarce  resources,  we  in  the  ad- 
ministration elected  to  use  that  authority  this  year,  and,  therefore, 
we  have  the  higher  request  of  $51,237,000  from  that  source. 

FY  1992  REDUCTIONS 

Mr.  Natcher.  In  the  1992  Appropriations  Act,  Congress  included 
an  overall  reduction  for  salaries  and  expenses  and  travel  costs. 
What  is  your  Agency's  share  of  the  reduction,  Doctor? 

Dr.  Clinton.  Our  travel  reduction  was  $118,000.  The  salary  and 
related  expenses'  reduction  was  just  slightly  over  $1,000,000.  The 
total  reduction  was  $1,195,000. 

Mr.  Natcher.  How  was  the  share  determined?  How  did  they 
reach  the  figure? 

Dr.  Clinton.  It  is  my  understanding  that  that  is  done  on  a  pro 
rata  basis  depending  on  the  size  of  the  agency. 

Mr.  Williams.  I  have  described  to  you  earlier  how  it  was  done 
department-wide. 

Mr.  Natcher.  What  effect  has  it  had  on  your  operation? 

Dr.  Clinton.  First  of  all,  it  constrains  our  growth.  As  I  indicated 
earlier,  I  can  see  we  cannot  grow  as  much  as  many  of  us  expected 
we  could  when  the  Agency  was  created.  So  the  hiring  of  the  talent- 
ed people  who  I  think  want  to  be  part  of  this  medical  effectiveness 
and  health  service  system's  research  work  cannot  occur.  Travel  is 
another  kind  of  restriction. 

The  majority  of  our  funds  spent  to  date  on  travel  in  this  fiscal 
year  predominantly  go  to  conferences,  make  presentations  to  medi- 


1307 


cal  societies  and  nursing  organizations  around  the  country  and  de- 
scribe what  we  are  doing  and  the  information  available  to  them. 
We  spend  a  small  amount  of  money  in  monitoring  grants.  That  is 
less  than  10  percent  of  the  monies  used  to  date. 

For  the  most  part,  our  monies  are  spent  in  trying  to  be  certain 
that  the  information  generated  by  this  Agency,  directly  or  through 
the  grant  process,  is  made  available  to  state  legislators,  practition- 
ers, patient  organizations,  people  buying  insurance,  and  benefit 
plan  managers. 

That  is  where  we  will  be  constrained,  and  we  will  not  be  able  to 
do  it  as  abundantly  as  we  had  in  the  past.  We  will  look  for  what- 
ever efficiencies  we  can  do.  We  spend  more  time  doing  that  work 
on  the  East  Coast  than  we  do  on  the  West  Coast  because  of  the 
travel  costs  associated  with  that. 

Mr.  Natcher.  Now,  Doctor,  where  in  the  agency  did  you  make 
the  actual  reduction? 

Dr.  Clinton.  I  distributed  the  money  across  the  agency  compo- 
nents based  predominantly  on  last  year's  expenditures  with  minor 
adjustments.  I  know  our  guidelines'  development  work  requires  a 
fair  amount  of  travel  as  we  work  with  the  private  sector  panels.  So 
we  make  those  adjustments.  Mr.  Evans  provides  me  with  an  update 
on  a  monthly  basis.  I  have  constrained  my  own  travel  so  that 
others  may  go.  It  is  largely  based  on  looking  at  last  year  to  see 
what  was  done.  It  is  not  a  rigid  formula. 

Mr.  Natcher.  Has  the  reduction  been  restored  in  the  1993 
budget? 

Dr.  Clinton.  Yes.  I  am  sorry — I  misspoke.  I  am  advised  that  the 
salary  and  expenses  were  not  restored;  the  travel  funds  were  re- 
stored. 

Mr.  Natcher.  Mr.  Stokes,  I  yield. 

MINORITY  INITIATIVES 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Clinton,  you  have  mentioned  to  us  early  on  here  about  your 
MEDTEP  research  centers  on  minority  populations. 

Dr.  Clinton.  We  are  very  excited  about  that. 

Mr.  Stokes.  Can  you  tell  us  a  little  about  it? 

Dr.  Clinton.  The  awards  have  not  been  made,  but  I  can  tell  you 
about  the  response  by  way  of  proposals  and  what  I  think  we  are 
going  to  get. 

You  may  recall  last  year  when  I  explained  about  our  patient  out- 
come research  teams  we  were  focusing  on  organ  systems,  prostate 
disease  and  cataracts,  et  cetera.  It  occured  to  us  that  there  is  more 
to  it  than  that.  We  decided  to  take  an  approach  to  building  up  the 
capacity  of  those  institutions  which  are  committed  to  treating  mi- 
nority health  conditioning,  as  well  as  training  minority  health  re- 
searchers to  develop  this  new  facet  in  the  treatment  effectiveness 
program.  Thus,  we  can  look  at  minority  populations,  health  issues 
such  as  hypertension  or  rectal  cancer,  or  wherever  a  minority  pop- 
ulation has  a  particular  disadvantage. 

So  these  become,  in  a  sense,  almost  institutional  and  develop- 
mental resource  building.  We  are  going  to  use  the  cooperative 
agreement  process  in  which  we  share  a  discussion  with  the  grant- 
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ees  as  opposed  to  the  usual  grant  in  which  we  make  that  grant  to 
an  institution  and  they  do  what  they  told  us  they  would  do. 

We  have  focused  on  majority  institutions  that  have  a  large  com- 
mitment to  minority  populations.  We  have  encouraged  a  coalition 
between  smaller  institutions  so  that  they  could  have  greater  re- 
sources to  address  these  problems.  We  had,  I  would  say,  something 
on  the  order  of  about  40  proposals  in  response  to  our  announce- 
ments. 

We  had  technical  assistance  workshops  of  interested  parties  so 
they  understand  what  they  are  getting  into  and  what  is  expected  of 
them.  We  now  have  a  ranked  list  of  centers  we  intend  to  fund  this 
year  as  a  start. 

We  have  a  special  category,  Mr.  Stokes,  that  will  be  development 
centers.  These  are  centers  that  perhaps  are  not  as  strong  in  their 
academic  research  capacity  as  we  might  want,  but  we  believe  they 
have  great  potential.  So  we  provide  a  smaller  amount  of  money 
until  they  can  be  stronger  on  their  feet.  This  will  not  only  let  them 
do  research  that  they  think  is  necessary.  It  would  also  allow  us  to 
present  some  ideas  that  we  believe  are  necessary. 

By  the  end  of  this  fiscal  year,  I  would  expect  to  make  approxi- 
mately six  awards.  We  expect  to  make  additional  awards  in  the  be- 
ginning of  next  fiscal  year,  following  the  appropriations  process. 

We  would  expend  this  year  about  $3,000,000  for  the  program  and 
something  greater  than  that  next  year,  if  we  have  an  appropriation 
near  the  President's  request. 

Mr.  Stokes.  Do  you  have  any  other  minority  initiatives  going  on 
at  this  time? 

Dr.  Clinton.  None  of  that  magnitude.  This  is  the  major  initia- 
tive. 

The  majority  of  our  minority  initiatives  tends  to  be  an  average 
$200,000  or  $300,000  proposal  to  look  at  a  minority  issue  in  a  specif- 
ic locality. 

We  are  looking  at  issues  such  as  how  nurses  can  extend  access  to 
immunization  in  early  infant  programs  in  North  Carolina. 

We  are  looking  at  how  Hispanics  receive  prenatal  care  versus 
blacks,  versus  Hispanics  from  Mexico  and  Hispanics  from  Central 
America  in  Texas.  I  think  they  have  lessons  of  experience.  These 
projects  will  have  generalizable  statements  for  the  nation. 

In  fiscal  year  1990  we  had  about  $5,000,000  plus  devoted  to  mi- 
nority health.  This  year  will  be  more  than  double  that.  We  recog- 
nize that  much  more  needs  to  be  done.  I  think  we  demonstrated 
that  if  you  work  at  it  you  can  do  it. 

PATIENT  OUTCOME  STUDIES 

Mr.  Stokes.  I  am  certainly  glad  to  hear  that.  That  is  very  good 
news. 

Let  me  ask  you  about  the  four  multidisciplinary  research  teams 
funded  for  alternative  care  for  low  back  pain  and  cataracts.  These 
are  known  as  patient  outcome  research  teams.  How  many  are 
funded? 

Dr.  Clinton.  Twelve  at  the  moment.  We  will  have  something  in 
the  order  of  four  or  five  more  next  year. 
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We  see  two  mechanisms  for  this.  First,  we  have  identified  topics 
that  we  think  deserve  attention.  If  we  know  that  an  institution  is 
interested  in  that  subject,  then  we  would  rather  see  an  investiga- 
tor-initiated proposal  come  forward. 

We  have  been  concerned  about  low  birth  weight,  as  you  have 
been.  It  is  a  minority  health  issue.  If  are  not  aware  of  an  institu- 
tion developing  that,  we  might  do  that  by  a  more  directed  research 
proposal.  We  tried  to  get  a  balance  of  listening  to  what  the  re- 
search community  wanted  to  do  and  keeping  an  eye  on  what  things 
need  to  be  done  in  America.  So  we  used  both  mechanisms  to  accom- 
plish this. 

CLINICAL  GUIDELINES 

Mr.  Stokes.  Let  me  ask  you  about  clinical  guidelines.  You  have 
13  panels? 

Dr.  Clinton.  We  have  16  now.  The  last  was  on  the  diagnosis  of 
Alzheimer's  disease  co-chaired  by  Frank  Williams,  the  previous  Di- 
rector of  the  National  Institute  of  Aging.  That  is  our  16th.  I  expect 
three  more  this  year. 

Mr.  Stokes.  What  areas  of  interest  are  being  addressed  by  these 
panels? 

Dr.  Clinton.  Let  me  describe  them  in  some  detail. 

The  first  set,  Mr.  Stokes,  focused  on  the  following:  management 
of  benign  prostate  disease  and  management  of  post-operative  pain. 
That  is  the  one  that  was  released  the  beginning  of  the  month.  I 
have  copies  of  that  here.  The  management  of  urinary  incontinence 
was  released  last  Monday. 

Cataracts,  management  of  depression  in  the  outpatient  arena — 
that  is  to  say,  not  depression  as  seen  by  psychiatrists  but  depres- 
sion seen  by  physicians  and  nurse  practitioners  and  clinical  psy- 
chologists. In  the  medical  world  underlying  a  physical  complaint 
there  is  often  a  depression  that  underlies  the  physical  complaint. 
That  also  needs  to  be  managed. 

Management  of  Sickle  cell  disease  and  pressure  ulcers  or  bed- 
sores were  all  initiated  in  the  first  cohort.  Since  then,  we  are  work- 
ing on  the  treatment  of  pressure  ulcers — that  is  the  ulcers  already 
established  in  hospitalized  and  nursing  home  patients  and  often  at 
home,  too. 

Other  topics  are  cancer  pain,  low  back  disorders,  and  the  man- 
agement of  the  HIV  infection.  Management  of  HIV  relates  to,  say, 
the  individual  who  comes  to  the  doctor  or  nurse  and  says,  I  have 
learned  I  am  HIV  positive.  They  have  not  lost  weight.  They  have 
not  developed  the  fever,  but  they  are  very  frightened.  They  want  to 
know,  what  can  I  do?  It  is  the  early  management  of  the  HIV  posi- 
tive person,  not  the  well-established  AIDS  disease,  that  others  can 
assist  us  with. 

We  have  another  panel  on  improving  the  quality  of  mammogra- 
phy. Our  concern  was  that  with  reimbursement  for  mammography 
through  the  Health  Care  Financing  Administration  there  might  be 
a  tendency  to  do  low-quality  mammography.  The  HCFA  standards 
are  very  clear.  Our  general  sense  of  discussions  with  HCFA,  CDC, 
and  FDA  is  that  that  could  be  improved  upon. 
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We  have  a  panel  to  note  what  the  individual  who  takes  the  film 
must  have  knowledge  of  and  be  experienced  in,  what  the  nature  of 
the  equipment  needs  to  be,  and  the  characteristics  as  well  as  the 
capacities  of  that  individual  who  interprets  that  film. 

Finally,  the  screening  and  differential  diagnosis  of  Alzheimer's 
disease:  You  might  want  to  know  why  we  are  doing  this.  The  con- 
cern has  been  that  it  indeed  may  be  inappropriately  diagnosed.  We 
know  one  can  manage  Alzheimer's  disease  in  a  certain  way  more 
effectively  than  alternatives  that  have  been  used  for  other  brain 
disorders.  So  if  the  diagnosis  is  right,  we  can  take  care  of  these 
people,  and  take  care  of  them  more  effectively.  There  is  a  sense 
among  many  that  the  diagnosis  may  be  perhaps  too  easily  placed 
on  an  individual's  behavior  without  careful  thought.  So  this  will 
provide  a  more  specific  criteria  to  make  that  diagnosis. 

Mr.  Stokes.  Thank  you  very  much. 

Mr.  Early,  I  yield  to  you. 

BUDGET  TRANSFERS 

Mr.  Early.  On  your  request,  why  should  we  accept  your  budget 
proposal  for  the  agency,  as  important  as  it  is,  and  transfer  funds 
from  NTH?  This  whole  process,  appropriations  process — if  you  need 
$125,000,000,  request  an  appropriation  of  $125,000,000.  Why  should 
$51,000,000  of  your  funds  come  from  transfers  from  NIH  and  other 
agencies? 

Dr.  Clinton.  The  answer  is,  quite  simply,  the  resource  con- 
straints. There  is  nothing  more  to  it  than  that. 

Mr.  Early.  Aren't  we  lying  to  the  people  when  we  say  we  are 
going  to  put  $51,000,000  in  this  program  and  fund  your  authoriza- 
tion out  of  a  transfer?  You  also  receive  $37,000,000  from  the  Medi- 
care Trust  Fund.  I  see  real  value  for  your  agency. 

IMMUNIZATION 

Mr.  Early.  I  want  you  to  provide  for  the  record,  your  assessment 
of  immunization  efforts  overall,  as  far  as  the  program  that  you 
mentioned,  and  how  much  outreach  there  is,  and  who  we  are  miss- 
ing. 

Dr.  Clinton.  That  was  a  very  specific  project  in  North  Carolina 
that  has  not  been  completed.  We  don't  have  a  broad  portfolio  on 
immunizations. 

[The  information  follows:] 

Immunization 

The  Agency  for  Health  Care  Policy  and  Research  is  conducting  two  research 
projects  (one  in  rural  North  Carolina  and  one  in  northern  California)  which  are 
studying  the  role  of  nursing  interventions  in  the  utilization  of  Early  and  Periodic 
Screening,  Diagnosis  and  Treatment  (EPSDT),  a  preventive  health  care  for  children 
and  teens  (birth  to  21  years  old).  EPSDT  includes  various  services  such  as  complete 
physical  exams,  hearing  and  vision  tests,  laboratory  tests,  dental  care,  immuniza- 
tions and  medications. 

TRAVEL 

Mr.  Early.  You  have  requested  $125,000,000.  This  Member  will 
not  support  any  of  it  as  a  transfer.  I  may  vote  to  give  you  some  of 
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it.  Then  you  transfer  $118,000  for  travel.  Travel  is  an  easy  thing  to 
demagogue,  but  $118,000  out  of  a  $125,000,000  budget  is  .001. 

Dr.  Clinton.  But  we  are  a  very  small  part  of  the  Public  Health 
Service  budget. 

Mr.  Early.  The  Chairman's  question  was  what  was  pro  rated  out 
of  yours.  I  would  not  think,  Mr.  Williams,  that  that  is  consistent 
with  the  same  rate  applied  to  the  others. 

Mr.  Williams.  I  am  not  sure.  We  can  check.  We  were  not  in- 
volved in  the  Public  Health  Service  allocation.  I  believe  the  testi- 
mony was  it  was  pro  rata. 

[The  information  follows:] 

After  receiving  the  total  amount  of  the  travel  reduction  allocated  to  PHS  from 
the  Office  of  the  Secretary,  HHS,  the  allocation  of  the  travel  reduction  for  FY  1992 
among  PHS  Agencies  was  made  on  the  basis  of  a  pro-rata  distribution  of  the 
amount  of  travel  in  object  class  21.00,  by  appropriation,  contained  in  the  FY  1992 
President's  Budget. 

Mr.  Early.  Thank  you  for  your  testimony. 
The  Committee  is  adjourned  until  2:00  Monday. 
[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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AHCPR  LEGISLATION 

Mr.  Natcher:     What  portion  of  your  1993  request  is  not 
currently  authorized? 

Dr.  Clinton:  All  portions  of  AHCPR' s  FY  1993  budget  request 
authorized  under  title  IX  of  the  Public  Health  Service  Act  expires 
September  30,  1992. 

Mr.  Natcher:     Which  activities  are  not  authorized? 

Dr.  Clinton:     The  authorization  for  AH'^R's  general  health 
services  research  program  and  for  a  portion  of  the  medical  treatment 
effectiveness  program  (MEDTEP)  expires  at  the  end  of  FY  1992. 
Specific  program  activities  which  are  not  authorized  include: 

o  General  Extramural  Health  Services  Research.     Current  research 

is  investigating  health  care  services  for  people  with  HIV  or 
AIDS;  access  to  care;   the  health  of  low- income  groups,  minority 
groups,  and  the  elderly;   technology/quality  assessment; 
conditions  common  to  primary  care;  medical  liability;  and  the 
delivery  of  health  services  in  rural  areas. 

o  General  Intramural  Health  Services  Research.     Through  its 

several  large  data  sets,  the  intramural  research  program 
carries  out  policy  research  on  issues  such  as  insurance 
coverage,   the  cost  of  medical  services,  health  care  use  and 
expenditures,  and  the  use  and  expenditures  for  long  term  care. 
The  program  maintains  data  from  the  National  Medical 
Expenditure  Surveys,  the  only  source  of  current  national 
information  on  how  Americans  use,  pay  for,  and  finance  personal 
health  care  services,  and  from  the  Provider  Studies  Program, 
which  addresses  the  use  and  cost  of  services  provided  by 
hospitals  and  other  providers. 

o  Research  Dissemination  and  Liaison.     These  activities  are 

carried  out  to  enhance  the  public's  understanding  and  adoption 
of  the  findings  of  health  services  research  undertaken  by 
AHCPR.     They  are  aimed  at  health  care  providers,  insurers, 
State  legislators,   local  governments,  health  policy  makers, 
researchers ,   and  patients  and  include  short  and  long  term 
training;   linkages  with  libraries,   the  trade  media,  and  the 
general  print  and  electronic  press;  and  research  on  the 
synthesis  of  scientific  journal  literature. 

o  MEDTEP .  MEDTEP  is  designed  to  improve  the  quality, 

effectiveness  and  appropriateness  of  health  care.  It 
encompasses  four  major  activities:     development  of  data  bases; 
research;  development  of  clinical  practice  guidelines;  and, 
dissemination  of  research  findings  and  practice  guidelines. 
These  activities  are  partially  supported  by  PHS  1%  evaluation 
funds  as  authorized  under  section  926(b)  of  the  Public  Health 
Service  Act.     $11,693,000  of  the  total  request  for  MEDTEP 
activities  would  be  funded  under  this  authority  in  FY  1993. 

Mr.  Natcher:     Has  the  Administration  proposed  any  new 
legis lat ion? 
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Dr.  Clinton:     Although  there  has  been  no  bill  sent  to  Congress 
to  reauthorize  AHCPR  under  title  IX  of  the  Public  Health  Service  Act, 
we  support  reauthorization  of  the  program  and  have  requested 
authority  through  the  budget  request  to  continue  the  program  in  FY 
1993. 

Mr.  Natcher:     Will  the  Administration  propose  any  changes  in 
current  law? 

Dr.  Clinton:  The  Administration  does  not  propose  any  changes  in 
current  law  that  would  affect  AHCPR  appropriations.     Several  minor 
changes  will  be  sought  in  title  IX  as  part  of  the  reauthorization  of 
AHCPR' s  programs,  however,   they  do  not  represent  any  substantive 
changes  in  current  law. 

PATIENT  OUTCOMES  RESEARCH  TEAMS  (PORTs) 

Mr.  Natcher:     How  many  Patient  Outcomes  Research  Teams  are 
currently  operating? 

Dr.  Clinton:     Twelve  PORTs  are  underway.     This  includes  10 
grants  and  2  contracts.     All  are  5-year  awards. 

Mr.  Natcher:     Provide  a  list  of  those  for  the  record,  showing 
when  each  one  started. 

"Back  Pain  Outcome  Assessment  Team" 

Start  Date:  9/01/89 
Ending  Date:  8/31/94 

Richard  A.  Deyo ,  M.D.,  Principal  Investigator 
University  of  Washington 

"Consequences  of  Variation  in  Treatment  for  Acute  MI" 

Start  Date:  9/07/89 
Ending  Date:  8/31/94 

Barbara  McNeil,  M.D.,   Ph.D.,   Principal  Investigator 
Harvard  Medical  School 

"Variations  in  Cataract  Management:  Patient  and  Economic  Outcomes" 
Start  Date:  9/07/89 
Ending  Date:  9/29/92 

Earl  P.   Steinberg,  M.D.,  Principal  Investigator 
Johns  Hopkins  University 

"Assessing  Therapies  for  Benign  Prostatic  Hypertrophy  and  Localized 
Prostate  Cancer" 

Start  Date:  9/07/89 
Ending  Date:  8/31/94 

John  E.  Wennberg,  M.D.,  M.P.H.  Principal  Investigator 
Dartmouth  Medical  School 

"Assessing  and  Improving  Outcomes:  Total  Knee  Replacements" 

Start  Date:  4/01/90 
Ending  Date:  3/31/95 

Deborah  A.  Freund,  Ph.D.,  Principal  Investigator 
Indiana  University 
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"Variations  in  the  Management  and  Outcomes  of  Diabetes" 

Start  Date:  6/01/90 
Ending  Date:  9/29/95 

Sheldon  Greenfield,  M.D.,  Principal  Investigator 
New  England  Medical  Center 

"Outcome  Assessment  Program  in  Ischemic  Heart  Disease" 

Start  Date:  7/01/90 
Ending  Date:  8/01/95 

David  Pryor,  M.D.,  Principal  Investigator 
Duke  University  Medical  Center 

"Analysis  of  Practices:  Hip  Fracture  Repair  &  Osteoarthritis" 

Start  Date:  9/01/90 
Ending  Date:  9/29/95 

James  I.  Hudson,  M.D.,  Principal  Investigator 
University  of  Maryland 

"Outcome  Assessment  of  Patients  with  Biliary  Tract  Disease" 

Start  Date:  8/01/90 
Ending  Date:  8/31/95 

J.   Sanford  Schwartz,  M.D.   Principal  Investigator 
University  of  Pennsylvania 

"Variations  in  Management  of  Childbirth  and  Patient  Outcomes" 

Start  Date:  9/28/90 
Ending  Date:  9/27/95 

Emmett  Keeler,  Ph.D.   Principal  Investigator 
RAND  Corporation 

"Assessment  of  the  Variations  and  Outcomes  of  Pneumonia" 

Start  Date:  9/30/90 
Ending  Date:  9/29/92 

Wishwa  N.  Kapoor,  M.D.,   Principal  Investigator 
University  of  Pittsburgh 

"Secondary  and  Tertiary  Prevention  of  Stroke" 

Start  Date:  8/01/91 
Ending  Date:  8/01/96 

David  Matchar,  M.D.   Principal  Investigator 
Duke  University  Medical  Center 

Mr.  Natcher:     What  is  the  main  purpose  of  these  projects? 
What  are  you  trying  to  find  out? 

Dr.   Clinton:     Patient  Outcomes  Research  Teams   (PORTs)   focus  on 
conditions  that  are  characterized  by  the  fact  that  similar  patients 
receive  very  different  treatments  for  the  same  disease.     The  primary 
purpose  of  PORTs   (and  most  other  medical  effectiveness  research 
sponsored  by  AHCPR)   is  to  determine  which,   of  the  alternative 
clinical  strategies  in  current  use,   leads  to  the  best  outcome  for 
patients . 

PORTs   involve  multisite,  multidisciplinary  evaluations  of  the 
effectiveness  of  alternative  services  or  procedures  for  preventing, 
diagnosing,   treating,   or  managing  specific  clinical  conditions.  The 
empirical  findings  of  PORTs  are  expected  to  contribute  to  the 
scientific  basis  for  the  development  and  enhancement  of  clinical 
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practice  guidelines,   to  the  identification  of  gaps  in  knowledge  that 
require  additional  study,   and  to  the  information  required  by  patients 
to  fully  participate  in  decisions  about  their  care. 

The  clinical  conditions  addressed  by  PORTs  represent  high  cost, 
affect  large  numbers  of  Americans,  entail  large  variations  in  related 
clinical  practice,  and  are  important  in  Medicare  and  Medicaid.  They 
currently  include: 


0 

Back  Pain 

o 

Total  Knee  Replacement 

o 

Acute  Myocardial  Infarction 

o 

Cataracts 

o 

Benign  Prostatic  Hypertrophy 

o 

Ischemic  Heart  Disease 

o 

Biliary  Tract  Disease 

o 

Hip  Fracture  Repair  and  Osteoarthritis 

o 

Type  II  Diabetes 

o 

Community-Acquired  Pneumonia 

o 

Childbirth 

0 

Prevention  of  Stroke 

The  alternative  intervention  strategies  studied  by  PORTs  may 
include  any  pertinent  medical,   surgical,  or  pharmaceutical 
intervention,   including  the  possibilities  of  "watchful  waiting"  and 
the  decision  not  to  treat. 

PORTs  include  a  systematic  review  and  formal  synthesis  of 
available  research,  which  serves  as  the  basis  for  refining  research 
hypotheses  and  components  of  the  analysis.     Then,  using  both  primary 
and  secondary  data  sources,  PORTs  collect  and  analyze  data  to 
identify  and  explain  variations  in  clinical  practice  and  patient 
outcomes.     Conclusions  and  recommendations  regarding  the 
effectiveness  and  appropriateness  of  alternative  clinical  practices 
are  developed.     These  recommendations  incorporate  the  preferences  and 
perspectives  of  the  patient  as  well  as  the  health  care  provider. 
Information  is  disseminated  by  the  PORTs  to  health  care  providers  and 
its  effect  on  practice  is  assessed. 

Mr.  Natcher:     Have  you  gotten  any  significant  results  so  far? 
If  so,  give  us  a  couple  of  examples. 

Dr.  Clinton:     All  of  the  12  PORTs  awarded  to  date  are  5-year 
projects.  The  4  most  mature  projects  are  currently  half-way  through 
this  funding  period;   the  newest  was  awarded  only  6  months  ago.  AHCPR 
is  encouraging  interim  products,  and  preliminary  findings  are 
mounting.     Several  distinct  kinds  of  products  and  benefits  are 
starting  to  emerge  from  PORT  work: 

All  PORTs  are  conducting  comprehensive,   systematic  analyses  of 
the  literature.     Following  are  some  examples  of  findings  from  PORT 
literature  reviews: 

o  The  PORT  on  Low  Back  Pain  has  conducted  meta-analyses  to 

ascertain  the  effectiveness  of  several  widely  used  diagnostic 
tests,   including  myelography,  magnetic  resonance  imaging, 
computed  tomography,   and  thermography.     Major  flaws  in  the 
design  of  research  studies  to  assess  these  tests  raise 
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questions  about  published  results  and  suggest  that  these  tests 
are  often  used  unnecessarily,  or  that  one  is  used  when  another 
may  be  more  specific  and  sensitive,  and  less  invasive.  Future 
analyses  by  the  PORT  will  help  to  define  appropriate 
indications  for  each  of  these  tests. 

o  Meta-analysis  by  the  Ischemic  Heart  Disease  PORT  was  conducted 

to  determine  whether  patients  with  acute  myocardial  infarction 
(AMI)   should  receive  thrombolytic  therapy  rather  than  emergent 
cardiac  catheterization  in  conjunction  with  PTCA  (percutaneous 
transluminal  coronary  angiography).     The  results  to  date 
indicate  that  direct  angioplasty  is  appropriate  in  certain 
subsets  of  patients  with  high  risk  of  bleeding  from 
thrombolytic  therapy  (e.g.   elderly  patients  or  individuals  with 
a  history  of  stroke) . 

o  Cumulative  meta-analyses  conducted  by  the  AMI  PORT  reveal  that 

life-saving  treatments  for  patients  with  AMI  have  not  been 
recommended  by  clinical  experts  writing  review  articles  and 
medical  textbooks  until  5  to  15  years  after  they  were  proven 
effective,   thus  missing  the  chance  for  lifesaving  treatment  for 
tens  of  thousands  of  people  each  year. 

o  Revisions  of  earlier  research  and  related  literature  reviews  by 

the  Diabetes  PORT  indicate  that  screening  for  retinopathy  among 
patients  with  diabetes,  with  photocoagulation  therapy  for  those 
with  treatable  lesions  of  macular  edema  and  proliferative 
retinopathy,   is  beneficial. 

All  PORTs  are  analyzing  practice  patterns,  and  making 
geographic  and  other  kinds  of  comparisons.     Preliminary  analyses 
reveal,   for  virtually  every  condition  under  study,   there  is 
substantial  variation  in  treatment  decisions  and  associated  resource 
use  (e.g.,   length  of  hospitalization).     This  variation  is  further 
evidence  that  physicians  frequently  lack  information  or  confidence 
regarding  the  most  effective  treatment. 

o  The  PORT  on  Low  Back  Pain  has  examined  geographic  variations  in 

practice  and  variations  in  surgical  outcomes.     The  most 
striking  result  of  this  analysis  was  that  complication  rates 
and  hospital  resource  use  were  closely  related  to  the  nature  of 
the  surgical  procedure.     In  particular,  any  procedure  involving 
a  lumbar  fusion  was  associated  with,  on  average,  a  doubling  in 
the  complication  rate  and  much  higher  cost. 

PORT  analyses  of  claims  data  are  beginning  to  identify 
treatments  that  are  relatively  effective,   cost  effective,  and 
appropriate  for  patients  with  different  needs  and  preferences.  For 
example : 

o  The  Low  Back  Pain  PORT  has  found  that  use  of  hospitalization 

for  non-surgical  care  of  patients  with  back  pain  remains  quite 
common,  but  it  is  rapidly  declining.     In  Washington  State, 
approximately  half  of  these  admissions  are  for  inpatient 
myelography  --  although  a  literature  review  by  the  PORT 
suggests  that  outpatient  myelography  is  safe  and  preferred  by 
patients . 
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o  Annually,  about  200,000  Americans  undergo  laser  capsulotomy ,  an 

office  procedure  used  to  remove  recurrent  opacification  of  the 
lens  capsule  following  cataract  surgery.     The  associated  cost 
is  approximately  $200  million.     Preliminary  analyses  by  the 
Cataract  PORT  suggest  that  laser  capsulotomy  may  double  the 
risk  of  sight  -  threatening  retinal  complications  following 
surgery. 

o  Experiments  by  the  Prostate  Disease  PORT  using  an  interactive 

video  disc  system  to  explain  treatment  options  and  their 
outcomes  show  that  most  patients  who  view  the  video  choose 
"watchful  waiting"  rather  than  surgery. 

o  Analyses  of  the  Pneumonia  PORT  continue  to  focus  on  the 

identification  of  low-risk  patients.     Early  findings  suggest 
that  a  substantial  proportion  of  patients  hospitalized  for 
pneumonia  could  be  safely  managed  in  an  ambulatory  setting, 
with  substantial  cost  savings.     The  PORT  has  documented 
substantial  variation  in  hospital  length  of  stay  for  patients 
with  community- 
acquired  pneumonia.     Explanations  for  this  variation  are  being 
analyzed,  with  current  work  focused  on  the  extent  to  which 
hospital  characteristics  or  physician  practices  contribute  to 
this  variation. 

PORTs  are  planning  and  testing  innovative  strategies  for 
disseminating  their  findings.     For  example: 

o  The  Low  Back  Pain  PORT  has  developed  an  interactive  videodisc 

presentation  to  help  inform  patients  about  treatment  options 
and  expected  outcomes.     This  is  an  individually  tailored 
production  that  presents  the  good  and  bad  outcomes  associated 
with  surgical  versus  medical  care  for  a  variety  of  diagnoses 
causing  low  back  pain.     The  production  is  undergoing  testing 
with  patient  and  physician  groups. 

PORTs  are  providing  substantive  and  methodological  direction 
for  other  medical  effectiveness  and  related  activities.     The  early 
accomplishments  and  the  value  of  the  talented,  multidisciplinary 
teams  are  beginning  to  be  recognized  by  a  variety  of  government  and 
private  organizations.     For  example,  HCFA  is  relying  on  the  Acute  MI 
PORT  and  the  Ischemic  Heart  Disease  PORT  to  design  a  teaching 
demonstration  for  its  new  quality  improvement  system  for  Peer  Review 
Organizations . 

Mr.  Natcher:     When  will  the  first  of  these  projects  be 
completed? 

Dr.  Clinton:     The  first  PORTs  are  scheduled  for  completion  in 
Fall  1994.     This  includes  the  PORTs  on:     cataracts,  prostate  disease, 
acute  myocardial  infarction,  and  low  back  pain. 

Mr.  Natcher:     How  many  new  ones  do  you  expect  to  award  in  1992 
and  1993? 

Dr.  Clinton:     We  expect  to  award  two  PORTs  in  FY  1992  and  an 
additional  two  PORTs  in  FY  1993. 
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Mr.  Natcher:     Which  areas  do  you  expect  the  new  ones  to  focus 

on? 

Dr.     Clinton:     In  FY  1992,  we  expect  to  award  2  PORTs  by 
competitive  contract.     These  will  focus  on  prevention  of  low 
birthweight  and  on  management  of  schizophrenia.     These  topics  will 
expand  MEDTEP  in  several  significant  areas.     Specifically,  the  PORT 
on  low  birthweight  will  emphasize  prevention;   it  will  address  a 
condition  which  has  significant  costs  in  the  Medicaid  program,  and 
which,  disproportionately,  affects  minority  populations. 

The  PORT  on  schizophrenia,   to  be  carried  out  with  partial 
funding  from  the  National  Institute  on  Mental  Health,  will  be  the 
first  example  of  a  collaborative  inter-agency  PORT  project.  Also, 
this  study  will  expand  our  programmatic  interest  in  chronic  diseases 
and  mental  health. 

In  FY  1993,  we  expect  to  award  two  new  investigator- initiated 
PORT  grants.     It  is  likely  that  their  foci  will  include  one  or  more 
of  the  following  diseases:     end-stage  renal  disease,  rheumatoid 
arthritis,  breast  or  cervical  cancer,  or  osteoporosis. 

Clinical  Guidelines 

Mr.  Natcher:     What  is  the  current  status  of  your  clinical 
guidelines  activity? 

Dr.   Clinton:     Currently  there  are  sixteen  guidelines  which  are 
under  development  or  have  been  released.  The  following  topics  were 
selected  in  1990  for  guideline  development  by  panels  of  experts  and 
consumers : 

•  Management  of  Functional  Impairment  Due  to  Cataract  in  the 
Adult 

•  Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia 

•  Urinary  Incontinence  in  Adults 

•  Prediction,  Prevention,  and  Early  Intervention  of  Pressure 
Ulcers 

•  Sickle  Cell  Disease 

•  Acute  Pain  Management:  Operative  or  Medical  Procedures  and 
Trauma 

•  Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary 
Care  Settings 

In  1991  and  early  1992,   the  following  additional  topics  were 
selected  for  guideline  development  by  panels  of  experts  and  consumer: 

•  Management  of  Cancer-Related  Pain 

•  Treatment  of  Stage  II  and  Greater  Pressure  Ulcers 

•  HIV  Positive  Asymptomatic  Patient:     Evaluation  and  Early 

Intervention 

•  Low  Back  Problems 

•  Development  of  Quality  Determinants  of  Mammography 

•  Screening  for  Alzheimer's  and  Related  Dementias 

Also  in  1991  ,   three  topics  were  selected  for  guideline 
development  by  non-profit  contractors,   with  assistance  from  panels  of 
experts  and  consumer  representatives: 
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•  Diagnosis  and  Treatment  of 

•  Diagnosis  and  Treatment  of 
Vascular  Disease 

•  Post  Stroke  Rehabilitation 


Otitis  Media  in  Children 

Heart  Failure  Secondary  to  Coronary 


Two  guidelines  have  been  completed  and  release:     The  Management 
of  Acute  Pain:  Operative  or  Medical  Procedures  and  Trauma  in  February 
1992  and  Urinary  Incontinence  in  Adults  in  March  1992.     Four  more 
guidelines  will  be  released  in  the  Spring  and  Summer  of  1992: 
Prediction,  Prevention  and  Early  Treatment  of  Pressure  Ulcers, 
Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary  Care 
Settings ,  Management  of  Functional  Impairment  Due  to  Cataract  in  the 
Adult,  Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia. 

Mr.  Natcher:     Tell  the  Committee  how  the  guidelines  on  pain 
management  were  developed. 

Dr.   Clinton:     The  Acute  Pain  Management  guideline  was  one  of 
the  first  three  guideline  topics  selected.     During  this  early  effort 
to  quickly  implement  the  legislative  directive  regarding  guideline 
development,  private  sector  panels  were  convened  by  contacting 
specialty  societies  and  other  organizations  for  recommendation  of 
individuals  with  recognized  experience  and  expertise.     Later  panels 
were  selected  after  publishing  a  notice  in  the  Federal  Register  to 
invite  nominations  for  panel  chairs  and  members  from  professional  and 
consumer  organizations  as  well  as  individuals. 

The  Acute  Pain  Management  guideline  panel  is  multidisciplinary 
in  composition.     The  established  procedures  for  development  of 
AHCPR  -   sponsored  guidelines  were  followed,   basing  the  guidelines  on 
a  comprehensive  review  of  scientific  research,  and  expert  options 
where  research  was  lacking.     The  developmental  steps  that  were 
carried  out  over  the  course  of  the  panel  meetings  included: 

o  Defining  the  scope  of  the  guideline  and  selecting  questions  to 

guide  the  search  of  the  scientific  evidence, 
o  Assessing  the  scientific  research  and  evaluating  potential 

clinical  benefits  and  harms  of  treatment  interventions, 
o  Combining  the  scientific  findings  with  expert  opinion  to 

develop  the  first  draft  of  the  guideline, 
o  Assessment  of  health  policy  and  cost  issues  and  the  holding  of 

a  public  meeting  to  solicit  information  and  comment  from  the 

health  care  community  and  consumers, 
o  Peer  and  field  review  by  outside  experts  and  professional 

organizations . 

o  Based  on  their  submitted  comments  the  draft  document  is  revised 

and  the  final  document  prepared. 

AHCPR  will  arrange  for  periodic  review  of  new  scientific 
research  and  revision  of  the  Management  of  Acute  Pain  guideline. 

Mr.  Natcher:     What  will  you  do  with  these  guidelines  now  that 
you  have  them? 

Dr.  Clinton:     An  active  dissemination  program  is  underway  using 
media,  professional  and  consumer  organizations  to  get  the  guidelines 
in  the  hands  of  practitioners.     Provisions  have  been  made  for  the 
development  and  testing  of  medical  review  criteria  based  on  the 
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recommendations  contained  in  the  guidelines.     The  AHCPR  is  also 
soliciting  applications  for  cooperative  agreements  with  various 
institutions  to  develop  alternative  strategies  for  implementation  of 
clinical  practice  guidelines. 

Mr.  Natcher:     In  the  Department's  March  5  press  release  on  the 
new  pain  management  guidelines,  Secretary  Sullivan  referred  to  the 
guidelines  activity  as  "the  beginning  of  a  peaceful  revolution  in 
American  medical  care."  What  does  this  mean,  Doctor? 

Dr.  Clinton:     Clinical  practice  guidelines  provide  information 
regarding  diagnostic  and  treatment  options  that  are  based  on  a 
systematic  assessment  of  the  scientific  evidence  and  best 
professional  judgement.     The  synthesis  of  this  information  provides  a 
revolutionary  aid  to  the  utilization  of  available  scientific  research 
knowledge  by  providers  and  consumers  in  health  care  decision-making. 

Mr.  Natcher:     To  what  extent  will  guidelines  be  used  to  hold 
down  medical  care  costs,   including  Federal  Medicare  costs? 

Dr.   Clinton:     The  cost  impact  of  each  guideline  will  vary.  The 
total  impact  of  the  guidelines  on  the  cost  of  care  cannot  be 
estimated  without  further  evaluation  of  their  effect  on  medical 
practice.     Some  guidelines  have  the  potential  for  both  lowering  costs 
and  better  health  outcomes  by  providing  information  for  improved 
management  of  the  clinical  treatment  of  individual  patients.  Health 
care  costs  may  be  affected  through  the  elimination  of  ineffective  and 
wasteful  practices  and  procedures.     Other  guidelines  may  lead  to 
increased  costs  to  enhance  the  quality  of  care. 

Mr.  Natcher:     Do  you  expect  the  medical  profession  to  be 
enthusiastic  about  the  guidelines  process,  particularly  if  it  seems 
to  require  substantial  changes  in  the  usual  practice  of  medicine? 

Dr.   Clinton:     The  guidelines  are  based  on  valid  scientific 
information  and  the  experience  of  clinicians.     They  are  systematic 
statements  designed  to  help  physicians  and  their  patients  in  making 
decisions  about  appropriate  care  for  specific  conditions.     The  major 
goal  of  the  practice  of  medicine  -   to  treat  the  patient  effectively 
will  be  facilitated  by  the  guidelines'   synthesis  of  scientific 
research  and  expert  opinion  in  formats  which  are  easily  read  by 
clinicians  and  consumers. 

Mr.  Natcher:     How  will  the  average  patient  be  made  aware  of  the 
guidelines  ? 

Dr.   Clinton:     Every  guideline  is  prepared  in  several  formats. 
One  format,  the  Patient's  Guide  is  especially  targeted  to  the 
consumer  and  will  be  available  in  English  and  Spanish.  Consumer 
organizations,  popular  media,  providers  will  all  be  requested  to 
distribute  copies  of  the  "Patient's  Guide"  version  of  the  guidelines. 
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LEGAL  MEDICINE 

Mr.  Natcher:     What  is  the  status  of  the  agency's  legal  medicine 
program? 

Dr.  Clinton:     The  following  is  a  status  of  AHCPR's  legal 
medicine  program: 

RESEARCH/INFORMATION  DEVELOPMENT 

AHCPR  is  currently  funding  medical  liability  research  grants. 
Examples  include: 

the  effect  of  the  medical  malpractice  environment  on  physician 
productivity ; 

the  extent  and  nature  of  physician  disagreement  regarding 
medical  cases  that  resulted  in  adverse  events; 
determinants  of  dental  malpractice; 

the  impact  of  risk  management  activities  on  claims  experience 
in  Maryland  hospitals ; 

factors  that  affect  the  probability  of  malpractice  claims  by 
patients  experiencing  babies  born  with  malformations  or  adverse 
reactions  to  drugs; 

characteristics  for  identifying  negligence -prone  physicians; 
and 

the  relationship  between  physicians'  practice  styles  and  their 
malpractice  claims  experience. 

Another  project  is  underway  to  develop  a  chapter  for  the 
clinical  practice  guideline  methodology,  which  gives  legal  guidance 
(introduction  of  legal  concepts  and  applications)  to  guideline 
developers,  generally  clinicians. 

AHCPR  personnel  are  working  with  the  Health  Resources  and 
Services  Administration  to  complete  the  report  to  Congress  regarding 
payment  requirements  for  reporting  to  the  National  Practitioner  Data 
Bank.  N 

AHCPR  personnel  are  participating  with  a  variety  of  government 
agencies  and  private  sector  organizations  to  refine  the  AHCPR  medical 
liability  research  and  demonstration  program  agenda,   to  facilitate 
exploring  new  approaches  for  resolving  medical  liability  claims,  and 
reducing  the  practice  of  defensive  medicine. 

DISSEMINATION  OF  INFORMATION 

AHCPR  partially  funded  two  medical  liability  related 
conferences : 

The  University  of  Texas  Southwestern  Medical  Center,  and  The 
RAND  Institute  for  Civil  Justice  "The  Changing  Health  Care 
Delivery  System  and  Implications  for  Liability  Law"  June  10  - 
11,   1991  Dallas,  Texas 

Southern  Regional  Project  on  Infant  Mortality  "Medical 
Liability  and  Access  to  Obstetrical  Care"  December  12  -  13, 
1991  Research  Triangle,  North  Carolina 
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Proceedings  from  the  March  1991  AHCPR  conference  on  medical 
liability  have  been  completed  and  will  be  released  in  April. 

The  User  Liaison  Program  conducted  a  focus  group  of  state  level 
officials  in  December  1991,   to  plan  programs  for  disseminating 
medical  liability  related  health  services  research  information  to 
state  and  local  officials.     A  workshop  is  planned  for  August  1992. 

The  User  Liaison  Program  conducted  a  focus  group  of  judges  and 
judicial  education  experts  in  March  1992,   to  discuss  the  need  for  and 
feasibility  of  conducting  a  workshop  for  the  judiciary  regarding 
scientific  knowledge  about  AIDS.     Discussions  on  the  subject  are 
ongoing . 

DATA  DEVELOPMENT 

Work  is  underway  in  AHCPR  to  examine  issues  related  to  data  for 
medical  liability  research.     Projects  include: 

1.  Gathering  information  from  insurers,   researchers,  licensure 
boards,  professional  groups,   risk  management/quality 
improvement  organizations,   state  data  experts,   and  various 
government  agencies ,   regarding  current  methods  of  and  purposes 
for  medical  injury  data  collection,  gaps  in  data, 
confidentiality  issues,  and  perceived  needs  for  better, 
different,  or  more  uniform  data  collection. 

This  information  will  be  published  in  late  1992,  to  lay  the 
groundwork  for  a  research  agenda  to  develop  and/or  improve 
approaches  to  linking  medical  injury  data  sources,  address 
issues  of  confidentiality,  etc. 

2.  Data  development  work  within  the  MEDTEP  program  continues, 
including  considerable  efforts  in  the  area  of  developing 
approaches  to  linking  data  sources. 

TECHNICAL  ASSISTANCE 

Upon  request,  AHCPR  staff  provide  medical  liability  related 
information  to  persons  and  organizations  such  as  Congressional  staff, 
and  government  personnel  within  and  outside  the  Department  of  Health 
and  Human  Services.     AHCPR  is  tracking  federal  medical  liability 
legislative  proposals,  and  providing  information  regarding 
legislative  developments  to  personnel  within  and  outside  the 
Department . 

TECHNOLOGY  ASSESSMENTS 

Mr.  Natcher:     How  many  technology  assessments  did  the  agency 
complete  in  1991? 

Dr.   Clinton:   In  FY  1991,   there  were  six  technology  assessments 
completed . 

Mr.  Natcher:     Provide  a  list  of  those  for  the  record. 


Dr.   Clinton:     The  following  is  a  list  of  the  six  technology 
assessments  that  were  completed  in  FY  1991: 
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Hyperthermia  With  and  Without  Chemotherapy  for  Cancer 
Cardiac  Rehabilitation  Services 
Intermittent  Positive-Pressure  Breathing 
Single  and  Double  Lung  Transplantation 
Sleep  Disorder  Centers  and  Polysomnography 

Patient  and  Institutional  Selection  Criteria  for  Heart-Lung 
Transplantation 

Mr.  Natcher:     How  many  staff  are  assigned  to  your  technology 
assessment  function? 

Dr.   Clinton:     Currently  there  are  nine  staff  members  assigned 
to  the  Office  of  Health  Technology  Assessment. 

HEALTH  SERVICES  RESEARCH 

Mr.  Natcher:     What  will  be  your  main  areas  of  emphasis  in  1993 
for  health  services  research? 

Dr.   Clinton:     AHCPR  will  evaluate  current  health  policies  and 
practices  and  examine  alternative  ways  to  organize,   finance,  and 
deliver  high  quality  health  services.     Health  insurance,  health 
expenditures  and  the  cost  of  care  will  be  studied  to  provide 
information  needed  to  make  our  systems  more  cost  effective.  Within 
this  broad  area  of  emphasis  will  be  research  on  coordinated  care, 
market  competition,   solving  problems  in  the  employer-based  health 
care  financing  system,   reducing  administrative  costs,  assessing 
quality  of  care,   improving  efficiency  and  effectiveness  of  public 
programs,  automating  medical  records  and  malpractice  reforms. 
Improving  primary  care  will  also  be  a  main  area  of  emphasis,  with 
special  attention  to  issues  of  the  vulnerable  and  underserved 
populations,  access  to  care,  the  organization  of  practices,  the 
dynamics  between  patients  and  primary  care  providers ,  and  appropriate 
referral.     Special  attention  will  be  given  to  addressing  issues  to 
support  the  many  difficult  challenges  faced  by  PHS  programs  that  deal 
with  the  organization  and  delivery  of  primary  care  services  to 
underserved  populations.     AHCPR' s  medical  effectiveness  program  will 
support  research  to  develop  outcome  measures  and  enhance  the  practice 
of  primary  care  by  improving  our  understanding  of  the  effectiveness 
of  assessment,   referral  and  treatment  of  common  conditions  seen  in 
primary  care  practice. 

Health  services  research  in  the  Intramural  program  in  1993  will 
focus  on  cost,  utilization  and  financing  of  health  services.  Areas 
of  emphasis  will  include:     analysis  of  State  and  Federal  programs  and 
the  effects  of  varying  the  provisions  (scope  of  coverage  and  criteria 
for  eligibility)  of  such  programs;  health  insurance  access  to  care  by 
minorities,  the  uninsured  and  the  poor    nursing  homes  and  other  long 
term  care  (formal  and  informal  home  care);     behavior  of  hospitals, 
including  costs,  patterns  of  treatment,  and  financial  activities  such 
as  mergers.     Special  attention  will  also  be  paid  to  persons  with 
disabilities . 

Mr.  Natcher:     For  the  record,  provide  a  list  of  several  typical 
health  services  research  grants  awarded  in  1991.     Show  the  name  of 
the  grantee,  the  amount  of  the  grant  and  give  a  short  summary  of  the 
purpose . 
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Dr.   Clinton:     The  following  is  a  list  of  typical  health 
services  research  grants  awarded  in  FY  1991: 

Karen  L.   Power,  MPH 
FY  1991  Award  $22,000 

"Boston's  Case  Control  Studies  of  Infant  Death  and  VLBW" 

This  study  will  identify  precursors  of  infant  mortality  and 
very  low  birth  weight,  and  determine  what  policy  or  programmatic 
changes  in  the  health  care  system  might  impact  these  outcomes. 

Dorothy  S.   Oda ,  DNSC 
FY  1991  Award  $203,000 

"Nursing  Effectiveness  in  Preventive  Child  Health  Program" 

This  project  will  test  the  effectiveness  of  three  public  health 
nursing  interventions  on  the  rate  of  health  assessments  received  by 
low-income  children  eligible  for  EPSDT  (early  and  periodic  screening, 
diagnosis,  and  treatment).     The  findings  will  be  useful  to  public 
health  nurses  who  provide  these  services  as  well  as  to  administrators 
in  agencies  who  are  concerned  with  the  cost  effectiveness  of  the 
services . 

Lillian  Gelberg,  M.D.   of  the  University  of  California 
FY  1991  Award  $291 ,000 

"Physical  Health  and  Medical  Care  in  a  Homeless  Cohort 

This  project  will  measure  the  extent  to  which  homeless  adults 
experience  difficulty  in  dealing  with  physical  health  and  medical 
care  problems  on  a  day-to-day  basis.     It  is  a  major  step  forward  in 
research  on  the  homeless  and  should  lead  to  an  array  of  important 
questions  that  v/ill  need  to  be  addressed  in  the  near  future. 

Katherine  Kahn ,  Ph.D. 
FY  1991  Award  $392,000 

"Refining  the  Measurement  of  Quality  of  Care" 

An  unusually  large  and  rich  clinical  database  on  Medicare 
patients  will  be  used  to  develop  reliable  and  valid  measures  on  the 
quality  of  care.     This  data  has  already  generated  important  findings 
on  the  effects  of  prospective  payment  on  the  quality  of  hospital 
care  . 

G.   Octo  Barnett,  M.D. 
FY  1991  Award  $478,000 

"Computer- Based  Access  to  Guidelines  for  Clinical  Care" 

This  project  will  develop,   implement  and  evaluate  a  computer- 
based  system  that  provides  physicians  and  nurses  access  to  clinical 
guidelines  of  care  for  learning  and  consultation.     It  seeks  to 
determine  the  best  methods  for  using  computers  to  provide  the 
information  in  clinical  guidelines  to  the  medical  care  workers  at  the 
bedside . 

John  Nyman,  Ph.D. 

FY  1991  Award  $68,000 

"Prospective  Case -Adjusted  Payments:   Profits  and  Access" 

The  general  topic  of  efficient  and  equitable  nursing  home 
reimbursements  is  of  interest  to  policy  makers,   and  this  study  will 
better  inform  regulators  and  insurers  on  appropriate  ways  of 
classifying  patients. 
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Halsted  R.  Holman,  M.D. 
FY  1991  Award  $103,000 

"Improving  Chronic  Disease  by  Self -Management  Education" 

The  project  will  test  a  self -management  health  education 
program  involving  persons  with  one  of  four  chronic  diseases  to 
determine  if  the  intervention  can  improve  health  status,  decrease  use 
of  health  services,  and  increase  perceived  self  -  efficacy  to  cope  with 
the  consequences  of  chronic  disease. 

James  G.  Dolan,  M.D.  of  the  University  of  Rochester 
FY  1991  Award  $72,000 

"The  Role  of  Endoscopy  in  Upper  Gastrointestinal  Bleeding" 

This  study  will  produce  useful  information  on  the  cost- 
effectiveness  of  upper  gastrointestinal  endoscopy.     It  will  test  the 
hypothesis  that  routine  diagnostic  endoscopy  is  over-utilized  despite 
the  lack  of  evidence  that  it  results  in  better  patient  outcomes. 

Laura  L.  Morlock,  Ph.D.  of  Johns  Hopkins  University 
FY  1991  Award  $225,000 

"Impact  of  Risk  Management  on  Liability  Claims  Experience" 

Clinical  risk  management  has  been  identified  as  an  important 
and  relatively  unstudied  approach  for  limiting  medical  malpractice. 
As  such,   this  study  could  contribute  to  significant  quality 
improvements  in  quality  and  cost  savings  in  the  provision  of  health 
services . 

Hospital  risk  management  is  defined  as  a  systematic  process  designed 
to  reduce  preventable  injuries  and  accidents  and  minimize  financial 
loss  to  the  institution. 

Pam  R.  Duffy,  Ph.D. 
FY  1991  Award  $77,000 

"Health  Care  Workers  Overcoming  Fear  of  HIV  Contagion" 

This  project  will  develop  a  model  explaining  the  process  used 
by  health  care  workers  to  overcome  fear  of  occupational  HIV  infection 
in  order  to  provide  care  to  people  with  AIDS. 

Vernon  L.  Greene,  Ph.D. 
FY  1991  Award  $139,000 

"Cost  Effectiveness  in  Community  Care  for  the  Elderly" 

This  study  develops  empirical  models  to  assess  the  cost 
effectiveness  of  community- based  services  as  an  alternative  to 
nursing  home  services  at  the  individual  level  of  decision  making. 

Carroll  L.   Estes,  Ph.D. 
FY  1991  Award  $383,000 

"Uncertified  Unlicensed  Homecare  Structure  and  Performance" 

This  project  will  analyze  the  organizational  characteristics 
and  delivery  systems  of  unlicensed  providers  of  home  care  and  compare 
licensed  and  unlicensed  providers  in  terms  of  access,   services,  cost 
and  quality. 

Stephen  Crystal ,  Ph.D. 
FY  1991  Award  $420,000 

"Health  Care  Costs  and  Utilization  in  AIDS  Home  Care" 

This  is  an  in-depth  study  of  the  utilization  and  costs  of 
health  and  social  services  for  participants  in  New  Jersey's  Home  and 
Community- based  Services  Waiver  for  Persons  with  AIDS/ARC     -  i.e., 
the  AIDS  Community  Care  Alternatives  Program  (ACCAP) . 
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Howard  P.  Cupples ,  M.D.  of  Georgetown  University 
FY  1991  Award  $228,000 

"Diabetic  Retinopathy  Education  Study  I" 

This  study  will  evaluate  the  effectiveness  of  educational 
strategies  in  improving  primary  care  physicians'  ability  to  recognize 
vision- threatening  diabetic  retinopathy. 

CONSULTANTS 

Mr.  Natcher:     How  much  did  the  agency  spend  on  consultants  in 

1991? 

Dr.   Clinton:     In  FY  1991  the  AHCPR  spent  approximately  $52,000 
on  consultants. 


Mr.  Natcher:     For  what  purposes  do  you  utilize  consultants? 

Dr.   Clinton:     The  AHCPR  utilizes  consultants  for  two  purposes; 
the  first  is  by  Agency  staff  for  advice  and  guidance  in  their 
specialized  technical  area  of  expertise.  The  second  is  The  National 
Advisory  Council  for  Health  Care  Policy,  Research,  and  Evaluation. 
The  Council  advises  the  Secretary  and  the  Agency  on  matters  related 
to:     the  quality,  appropriateness  and  effectiveness  of  health  care 
services  and  access  to  those  services;     the  promotion  of  improvements 
in  clinical  practice;     and  the  organization,   financing,  and  delivery 
of  health  care  services 

Mr.  Natcher:     How  much  are  you  budgeting  in  1993  for  this 
purpose  ? 

Dr.   Clinton:     In  FY  1993  the  AHCPR  is  budgeting  approximately 
$100,000  for  consultants. 
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CLINICAL  PRACTICE  GUIDELINES 

Mr.  Natcher:     Dr.   Clinton,  would  you  describe  the  process  your 
agency  follows  in  developing  the  clinical  practice  guidelines? 

Dr.  Clinton:     AHCPR  authorizing  legislation  describes  two 
mechanisms  through  which  guidelines  may  be  developed.     They  are 
through  private  sector  panels  of  experts  and  health  care  consumers 
which  are  appointed  and  supported  by  AHCPR  or  through  competitively 
awarded  contracts  issued  to  public  and  nonprofit  private 
organizations.     Two  guidelines  have  been  completed  and  eleven  are  in 
various  stages  of  production  by  panels  of  experts  and  health  care 
consumers,  and  three  guidelines  are  being  developed  by  contractors. 

The  foundation  of  AHCPR' s  methodological  approach  to  the 
development  of  guidelines  is  explicitness  and  available  scientific 
knowledge.     Guidelines  developed  by  AHCPR  require  that  all  scientific 
evidence  be  considered,   the  consequences  of  different  options  are 
weighed,  and  the  scientific  evidence  and  subjective  judgments 
supporting  the  chosen  options  are  described  explicitly.  The 
methodology  emphasizes  the  importance  of  a  comprehensive  evaluation 
of  empirical  evidence  of  effectiveness  and  all  significant  outcomes 
(especially  those  important  to  patients),  benefits,  and  harms.  The 
methodology  emphasizes  explicit  documentation  of  methods,  rationale, 
and  assumptions. 

The  methodology  used  has  been  devised  with  the  help  of 
consultants  and  experts  in  areas  such  as  clinical  guideline 
formulation,   review  of  scientific  research,  and  research  information, 
syntheses  and  analysis.     The  methodology  will  be  revised  periodically 
based  on  experience  gained.     All  panels  and  contractors  are  using  the 
same  guideline  development  approach  which  includes  the  following 
basic  steps: 

•  Clearly  define  the  major  questions  regarding  diagnosis  and 
treatment  of  the  clinical  condition  which  are  to  be  addressed 
in  the  development  of  the  guideline  and  its  intended  users. 

•  Search  the  scientific  literature  on  the  major  questions  to  be 
addressed . 

•  Review  and  analyze  the  content  and  methodology  used  in  the 
available  scientific  research  for  each  question. 

•  Review  estimates  of  outcomes  important  to  patients  that  will  be 
influenced  by  intervention. 

•  Review  benefits  and  harms  of  each  intervention. 

•  Review  relevant  policy  issues  and  impact  on  costs  of  the 
guideline . 

•  Conduct  open  forums  to  provide  an  opportunity  to  health  care 
provider  groups  and  individuals,  and  to  manufacturers  to 
present  information  and  comments  on  the  diagnosis  and  treatment 
of  the  condition. 

•  Prepare  draft  of  the  guideline  based  on  the  review  of  the 
scientific  research  and,  where  scientific  studies  are  lacking 
or  in  conflict,  on  expert  opinion. 

•  Peer  review  and  field  testing  of  the  draft  guideline. 

•  Revise  guideline  drafts  after  information  and  comments  received 
from  external  peer  reviewers  and  sites  which  tested  the 
guideline  in  actual  use  are  analyzed. 
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•  Prepare  and  disseminate  guideline  in  several  versions  prepared 
for  the  use  of  providers,   consumers,  and  educators,  and 
patients . 

•  Evaluate  assimilation  of  the  guideline  into  clinical  practice 
and  revise  as  indicated. 

Mr.  Natcher:     Doctor,  how  do  you  account  for  different  points 
of  view  in  your  final  report  of  a  guideline? 

Dr.   Clinton:     Different  points  of  view  occur  on  questions  for 
which  there  are  no  definitive  answers  because  the  scientific  research 
is  contradictory  or  lacking. 

Mr.  Natcher:     If  differing  points  of  view  on  a  given  subject 
are  not  summarized  and  included  in  the  final  report,   it  would  seem 
that  science  is  not  being  served- -  because  you  are  limiting  the  amount 
of  knowledge  and  information  available  to  the  profession  and  the 
public.     Do  you  agree  with  this  point  of  view?     And  if  not,  why? 

Dr.   Clinton:     I  agree  that  scientific  research  containing  all 
points  of  view  on  a  particular  subject  must  be  reviewed  and  analyzed 
by  the  guideline  development  process.     The  development  of  guidelines 
assisted  by  AHCPR  include  a  guideline  report  version  which  spells  out 
the  methodology  used  and  documents  explicitly  the  review  and 
consideration  of  the  scientific  research  on  the  condition. 
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QUALITY  OF  HEALTH  CARE 

Mr.  Obey:  What  are  the  most  important  achievements  that  have 
been  made  in  the  areas  of  medical  effectiveness  and  health  services 
research  which  have  helped  to  improve  the  quality  of  health  care  in 
the  country? 

Dr.   Clinton:     AHCPR's  medical  treatment  effectiveness  program 
(MEDTEP)  has  significant  potential  for  saving  lives,   improving  the 
quality  of  medical  care,   increasing  and  maintaining  the  functional 
/       abilities  of  patients,  and  conserving  resources.     A  few  of  the  MEDTEP 
contributions  include: 

o  Funding  for  the  development  or  completion  of  16  clinical 

practice  guidelines  that  will  be  used  by  health  care  providers, 
educators,   and  consumers  to  help  determine  how  to  prevent, 
diagnose,  treat,  and  manage  health  conditions  most  effectively. 
Guidelines  on  acute  pain  management  and  urinary  incontinence 
were  released  in  March,   1992.     A  total  of  seven  guideline  sets 
will  be  available  to  the  public  by  the  end  of  FY  1992. 

o  Support  for  patient  outcomes  research  studies  designed  to 

determine  which  clinical  practices  work  best,   for  whom,  and  at 
what  costs.     Early  findings  from  Patient  Outcomes  Research 
Teams   (PORTs) ,  a  major  component  of  AHCPR-funded  outcomes 
research  studies,  are  appearing  in  peer- reviewed  journals. 
HCFA  is  relying  on  the  Acute  Myocardial  Infarction  PORT  and  the 
Ischemic  Heart  Disease  PORT  to  design  a  teaching  demonstration 
for  its  new  quality  improvement  system  for  Peer  Review 
Organizations. 

o  Development  of  a  new  program  that  will  award  4  to  7  grants  to 

fund  MEDTEP  Research  Centers  on  Minority  Populations  by  the  end 
of  FY  1992.     The  Centers  will  strengthen  information  on 
clinical  conditions  whose  prevalence  is  greatest  in  minority 
populations  and  conditions  which  may  have  different 
manifestations  or  outcomes  in  minority  populations,  and  will 
train  minority  researchers. 

o  Dissemination  of  medical  effectiveness  research  findings  to 

practitioners,  policymakers,   researchers,  and  consumers  in 
order  to  strengthen  clinical  practices  and  improve  the  quality 
of  health  care. 
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AHCPR's  general  health  services  research  program  includes  four 
major  program  activities:     extramural  research;   intramural  research; 
research  dissemination  and  liaison;  and  health  technology  assessment. 
Among  the  key  projects  undertaken  through  these  activities  are: 

o  The  provision  of  policy- relevant  information  to  policymakers 

developing  and  analyzing  health  care  reform  proposals  on  how 
the  American  population  uses  health  services,  what  is  paid  for 
these  services,  and  the  patterns  and  extent  of  insurance 
coverage . 

o  Support  for  the  AIDS  Cost  and  Services  Utilization  Survey  to 

collect  and  process  prospective,   longitudinal  data  on  AIDS/HIV 
patients,  medical  and  social  service  utilization,  costs,  and 
financing . 

o  Support  of  grants  to  explore  new  methods  to  reach  children  in 

rural  areas  with  nurses  and  allied  health  personnel  to  get  them 
immunized  and  healthier. 

o  Production  of  ten  assessments  and  seven  significant  short 

reports  by  the  Office  of  Health  Technology  Assessment  in  FY 
1991.     These  assessments  evaluate  the  safety  and  cost 
effectiveness  of  new  or  existing  medical  technology  and 
procedures  that  are  being  considered  for  coverage  under 
federally  funded  health  reimbursement  programs. 

RURAL  HEALTH 

Mr.  Obey:     Please  explain  what  actions  the  Agency  has  taken  to 
improve  the  research  activity  regarding  access  in  rural  areas? 

Dr.   Clinton:     The  AHCPR  has  worked  to  increase  the  capacity  and 
quality  of  research  in  rural  health.     Activities  include: 

•  Development  of  research  agenda  in  rural  health  to  be 
published  this  spring. 

•  Collaboration  with  the  Office  of  Rural  Health  Policy 
(HRSA)  in  technical  assistance  workshops  (Bismarck,  ND; 
Tucson,  AZ ,  and  Marshfield,  Wisconsin)     One  is  planned 
for  FY  92  in  Nebraska. 

•  Technical  assistance  presentations  for  potential  grantees 
at  the  Annual  meeting  of  the  Rural  Health  Association  and 
the  Association  of  University  Programs  in  Health 
Administration . 

•  Publication  of  Annotated  Bibliography:     Rural  Health 
Services  Research.   1968-90:  AHCPR.     Summarizes  past  and 
current  AHCPR  grants  and  contracts,   includes  annotations 
of  project  findings  published  as  peer  -  reviewed  journal 
articles  and  project  reports. 
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Grant  Activities 

•  The  AHCPR  released  a  joint  RFA  with  the  National  Center 
for  Nursing  Research  on  Rural  Health  Care  Research: 
Impacting  Vulnerable  Populations. 

•  This  RFA  builds  on  a  1990  AHCPR-NCNR  initiative: 
Community- Based  Rural  Health  Care  for  Minority 
Populations . 

•  In  FY  1992  the  AHCPR  continues  to  award  investigator- 
initiated  research  grants  focusing  on  rural  health  care 
issues . 

•  Active  Grants  (9)  include   [a]  use  of  local  versus  urban 
hospitals  by  rural  Iowans ,    [b]   investigation  into  whether 
mortality  is  higher  in  rural  versus  urban  areas  and  if  so 
what  aspects  of  the  rural  environment  contribute  to  the 
higher  mortality  rate.     Financial  viability  issues  are 
also  being  examined. 

APPROVED/UNFUNDED  APPLICATIONS 

Mr.   Obey:     What  is  the  current  backlog  of  approved  but  unfunded 
applications  as  of  April  1 ,  1992? 

Dr.   Clinton:     The  current  backlog  of  approved  but  unfunded 
applications  as  of  April  1,   1992  is  244. 

Mr.   Obey:     How  does  this  backlog  compare  to  this  time  last 

year? 

Dr.   Clinton:     The  comparable  data  for  this  time  last  year  are 
227  approved  but  unfunded  applications. 

Mr.  Obey:        Assuming  that  the  budget  request  is  approved,  how 
much  money  would  remain  for  new  starts? 

Dr.   Clinton:     In  the  FY  1993  AHCPR  will  have  approximately 
$14,000,000  available  for  new  starts. 

Mr.   Obey:     Please  describe  ways  in  which  the  AHCPR  has  played  a 
role,  or  can  play  a  role,   in  addressing  problems  of  medical 
liability,   particularly  as  they  affect  access  to  care. 

Dr.   Clinton:     AHCPR' s  grantees  and  in-house  research  staff 
examine  a  myriad  of  health  services  research  issues  related  to 
medical  liability.     Various  projects  explore  mechanisms  designed  to 
improve  the  quality,  appropriateness,  and  effectiveness  of  health 
care  services  and  delivery  systems,   and  the  monitoring  of 
practitioners.     The  AHCPR  Legal  Medicine  Program  incorporates  medical 
liability  related  projects  into  existing  research,  data  development, 
and  dissemination  programs. 
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AHCPR  research  programs  play  a  role  in  addressing  medical 
liability  problems  through  specific  areas  of  focus  which  include: 

•  research  related  to  the  cost,  financing,  and  quality  of 
health  care  services; 

•  medical  effectiveness/outcomes  research; 

•  clinical  practice  guideline  development; 

•  translation  of  guidelines  into  standards  of  quality, 
performance  measures,  and  medical  review  criteria;  and 

•  work  with  the  Federation  of  State  Medical  Boards  to 
improve  the  ability  of  state  boards  to  monitor 
practitioners . 

Additionally,  AHCPR  is  building  a  research  agenda  to  include 
new  areas  of  research  focusing  on  such  issues  as  risk-related 
practice  styles  and  provider  behavior;   tort  reform  effectiveness; 
effectiveness  of  alternative  dispute  resolution  mechanisms  and  no- 
fault  compensation  systems;   concerns  related  to  the  provision  and 
cost  of  professional  liability  insurance;  and  risk  management/ 
quality  improvement  program  effectiveness. 

Finally,   the  Legal  Medicine  Program  disseminates  medical 
liability  new  information  gleaned  from  research,  conferences, 
workshops,  and  various  federal  and  state  bills  and  laws,   to  relevant 
programs  and  policy  makers  at  the  Federal  and  State  level. 

LONG  TERM  CARE 

Mr.  Obey:     What  research  has  AHCPR  conducted  regarding  long 
term  care  and  what  are  its  findings? 

Dr.   Clinton:     AHCPR  conducts  both  extramural  and  intramural 
research  that  provides  a  basis  for  anticipating  trends  in  long  term 
care,   establishing  health  care  policy,  and  evaluating  the  social, 
economic  and  health  consequences  of  current  policies  and  programs. 

For  example,   a  recent  study  of  caregiving  for  functionally 
impaired  persons   living  at  home  will  help  to  inform  development  of 
alternatives  to  the  current  informal  care  system.     Another  recent 
study  of  changes  in  payment  source  as  elderly  citizens   "spend  down" 
to  Medicaid  has  highlighted  the  influence  of  different  Medicaid 
policies  among  the  states  and  the  need  for  analyses  over  longer  time 
periods.     A  study  on  drug  related  hospitalization  of  elderly  revealed 
that  the  major  types  of  drug  problems   leading  to  hospital  admissions 
included:    lack  of  necessary  drug  therapy,  adverse  drug  reactions, 
doses  below  therapeutic  levels,  and  inappropriate  choices  of 
medication . 
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AHCPR  undertakes  research  designed  to  inform  policymakers  about 
the  long-term  care  system  and  the  effect  of  public  policies  on  that 
system.     Research  focuses  on  the  care  needs  of  the  growing  number  of 
functionally  disabled  persons,  particularly  the  elderly,  and  on  the 
cost  of  providing  care.     Studies  include,  for  example: 

•  National  estimates  of  the  size  of  the  long-term  care  . 
population  eligible  for  proposed  programs; 

•  Analyses  of  factors  predicting  utilization  of  services; 

•  Analyses  of  the  behavior  of  providers  and  consumers  of 
care ; 

•  National  estimates  of  the  cost  of  nursing  home  care  over 
a  lifetime; 

•  Analyses  of  alternative  approaches  to  financing, 
delivery,  organization,  and  regulation  of  long  term  care. 


Examples  of  findings  of  recent  research  include  the  following: 

•  73  percent  of  the  elderly  long  term  care  population  rely 
entirely  on  private  resources  for  their  care;  35  percent 
of  even  the  most  disabled  with  little  or  no  family 
support  receive  no  public  financing  for  long  term  care. 

•  43  percent  of  all  persons  turning  65  in  1990  can  expect 
to  enter  a  nursing  home  before  death,  and  9  percent  can 
expect  to  spend  at  least  five  years  there. 

•  Expected  cost  of  future  nursing  home  care  over  the 
remaining  lifetime  of  all  persons  turning  aged  65  in  1990 
is  about  $60  billion,  or  $27,600  per  person. 

•  Proposals  to  provide  public  financing  of  the  first  6 
months  of  nursing  home  care  would  cover  only  14  percent 
of  costs  for  the  cohort  of  persons  turning  65  in  1990; 
proposals  to  cover  all  care  after  a  two  year  waiting 
period  would  cover  nearly  60  percent  of  costs. 

•  From  a  current  budget  prospective,  a  public  program 
covering  the  first  6  months  of  nursing  home  care  would 
benefit  16  percent  of  current  nursing  home  residents, 
largely  private  pay  patients,  while  a  "backend  benefit" 
after  a  two-year  waiting  period  would  cover  56  percent  of 
current  residents,  disproportionately  Medicaid 
recipients . 


7  percent  of  adults  in  the  United  states- -over  13  million 
people- -have  disabled  elderly  parents  or  spouses  and  are 
potential  providers  of  informal  long  term  care;   the  4.2 
million  actually  provide  such  care  are  the  predominant 
source  of  long  term  care  for  the  elderly. 
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CLINICAL  GUIDELINES 

Mr.  Obey:     The  AHCPR  has  recent  practice  guidelines  on  pain. 
What  is  the  likely  policy  impact  of  the  pain  guideline? 

Dr.  Clinton:     Research  over  the  last  two  decades  has  identified 
unexplained  variations  in  the  diagnosis  and  treatment  of  specific 
health  problems  with  questionable  results  for  patients.     Allowing  for 
variations  based  on  differences  of  individual  patients'  health  status 
and  needs ,   there  are  substantial  indicators  that  point  to 
professional  uncertainty  or  lack  of  knowledge.     AHCPR  sponsors  panels 
to  develop  clinical  practice  guidelines  to  reduce  clinical 
uncertainty  and  improve  patient  outcomes.     The  clinical  practice 
guideline  on  Acute  Pain  Management:  Operative  or  Medical  Procedures 
and  Trauma  found: 

o  Unmanaged  pain  can  be  harmful  to  patients  and  can  be  expensive 

in  terms  of  higher  hospital  and  medical  costs. 

o  Pain- related  complications  can  keep  patients  in  the  hospital 

longer,   resulting  in  higher  medical  and  social  costs. 

o  Pain  can  be  controlled. 

The  guideline  recommends  an  aggressive  and  individualized 
approach  to  pain  management  using  drug  and  non-drug  therapies  to 
eliminate  any  unnecessary  pain  including: 

o  New  approaches  to  pain  therapy  that  rely  on  improved  dosage 

schedules  or  drug  delivery  methods,  or  non-drug  techniques,  can 
improve  the  success  rate  of  postoperative  treatment  if  applied 
carefully  and  appropriately. 

o  Regular  assessment  of  the  patient's  pain. 

o  Pain  treatment  should  be  modified  when  it  is  not  working  and 

tailored  to  the  individual's  needs. 

o  The  formation  of  a  hospital  quality  assurance  education  program 

to  monitor  pain  relief  efforts. 

o  A  pain  control  plan  developed  and  agreed  upon  pre  -  operative ly 

by  the  provider  and  patient  to  prevent/manage  pain  before, 
during  and  after  surgery. 
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Mr.   Obey:     Is  it  likely  to  improve  patient  care? 

Dr.  Clinton:     The  use  of  the  Acute  Pain  Management  guideline 
can  improve  care  through  the  effective  management  of  a  patient's 
pain.     The  guideline  states  that  surveys  show  that  about  half  of 
patients  who  receive  conventional  pain  therapy  following  surgery 
experience  moderate  to  severe  pain.     Pain  can  affect  patient  care  by 
interfering  with  the  healing  process  and  delaying  the  patient's 
recovery.     The  guideline  recommends  an  aggressive  and  individualized 
approach  to  pain  management  using  drug  and  non-drug  therapies  to 
eliminate  any  unnecessary  pain  on  a  proactive  basis  including 
administration  of  drugs  on  a  regular  time  schedule.     When  pain  is 
controlled  well,  patients  tend  to  be  discharged  from  the  hospital 
earlier  and  may  have  fewer  chronic  pain  problems. 

Mr.  Obey:     Can  it  be  used  to  reduce  health  care  costs? 

Dr.  Clinton:     The  purpose  of  the  AHCPR  sponsored  clinical 
practice  guidelines  is  to  enhance  the  quality,   appropriateness,  and 
effectiveness  of  health  care. 

The  Management  of  Acute  Pain  Guideline  recommends  approaches 
for  the  management  of  pain  that  will  reduce  unmanaged  pain.  Since 
ineffective  pain  management  can  result  in  pain-related  complications 
and  in  longer  hospital  stays,   the  guideline  provides  the  potential 
for  better  patient  outcomes  and  savings  in  health  care  costs. 

Mr.  Obey:     What  is  the  timeframe  for  release  for  each  of  the 
other  practice  guidelines? 

Dr.   Clinton:     The  following  is  a  timeframe  for  release  for 
each  of  the  other  practice  guidelines: 

o  Management  of  Functional  Impairment  Due  to  Cataract  in  the 

Adult   -  Summer  1992. 

o  Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia  - 

Summer  1992. 

o  Urinary  Incontinence  in  Adults   -  Released  March  1992. 

o  Prediction,  Prevention,  and  Early  Intervention  of  Pressure 

Ulcers   -  Spring  1992 

o  Sickle  Cell  Disease  -  Fall  1992 

o  Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary 

Care  Settings   -  Early  Summer  1992 

o  Management  of  Cancer-Related  Pain  -  early,  1993 

o  Treatment  of  Stage  II  and  Greater  Pressure  Ulcers   -  early,  1993 
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HIV  Positive  Asymptomatic  Patient:     Evaluation  and  Early 
Intervention  -  Fall  1992 

Low  Back  Problems   -  early,  1993 

Development  of  Quality  Determinants  of  Mammography  -  Summer 
1993 

Screening  for  Alzheimer's  and  Related  Dementias   -  Spring  1993 

Diagnosis  and  Treatment  of  Otitis  Media  in  Children  -  early 
1993 

Diagnosis  and  Treatment  of  Heart  Failure  Secondary  to  Coronary 
Vascular  Disease  -  Summer  1993 

Post  Stroke  Rehabilitation  -   early  1993 
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MEDTEP  MINORITY  RESEARCH  INITIATIVE 

Mr.  Stokes:  The  Agency  has  announced  a  program  titled,  "MEDTEP 
Research  Centers  On  Minority  Populations".  These  centers  will  focus  on 
Research,  Training  and  related  issues  which  impact  racial  and  ethnic 
minorities . 

How  many  will  be  made? 

Dr.  Clinton:  The  first  MEDTEP  Research  Centers  on  Minority 
Populations  will  be  awarded  during  FY  1992.  In  the  first  year,  AHCPR 
expects  to  award  a  total  of  6  Centers,  including  both  full  and 
developmental  ones.  Our  plans  include  award  of  additional  Centers  in 
FY  1993. 

Mr.  Stokes:  For  FY  1992,  what  level  of  funding  was  provided? 
How  much  has  been  requested  for  FY  1993? 

Dr.  Clinton:  In  FY  1992,  approximately  $3,000,000  is  expected  to 
be  available  for  the  funding  of  new  MEDTEP  Research  Centers  on  Minority 
Populations.  Approximately  $4,500,000  has  been  requested  in  FY  1993  to 
support  continuations  and  the  establishment  of  new  centers. 

PORTS 

Mr.  Stokes:  In  1989,  four  multidisciplinary  research  teams  were 
funded  to  initiate  major  studies  on  the  patient  outcomes  associated 
with  alternative  care  for  low  back  pain,  heart  attacks,  cataracts,  and 
benign  prostate  disease.  These  Projects  are  known  as  Patient  Outcomes 
Research  Teams . 

What  level  of  funding  will  support  these  activities  in  FY  1992? 
In  FY  1993? 

Dr.  Clinton:  Patient  Outcomes  Research  Teams  (PORTs)  will  be 
funded  at  the  level  of  approximately  $14,300,000  in  FY  1992  (12  PORTs) 
and  $16,200,000  in  FY  1993  (14  PORTs). 

Mr.  Stokes:  What  have  been  some  of  the  findings  reached  by  the 
ports  in  the  areas  of  laser  treatment  for  cataracts  and  the  value  of 
balloon  dilation  for  treatment  of  benign  prostate  disease. 

Dr.  Clinton:  The  cataract  PORT  has  analyzed  data  for  Medicare 
patients  who  had  cataract  surgery  and  who  subsequently  had  the  common 
post -operative  procedure  called  Ng  YAG  laser  capsulotomy.  Analysis  of 
these  data  suggest  that  the  laser  surgery,  which  is  performed  to 
correct  opacification  of  the  lens  capsule,  is  associated  with  increased 
risk  of  retinal  detachment.  The  PORT  is  pursuing  this  potentially 
important  finding,  using  more  recent  data. 
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The  Prostate  Disease  PORT  has  found  that  available  data  are 
inadequate  to  determine  the  relative  effectiveness  of  various  new 
procedures  for  the  treatment  of  benign  prostatic  hyperplasia  (BPH)  and 
localized  prostate  cancer.  After  conducting  a  systematic  review  of  the 
literature  on  balloon  dilation,  the  PORT  concluded  that  methodological 
flaws  and  short  followup  in  the  published  studies  preclude  conclusions 
about  the  value  of  balloon  dilation  for  treatment  of  BPH.  With 
collaboration  of  the  American  Urological  Association,  the  PORT  has 
proposed  a  definitive  clinical  trial  of  alternative  procedures, 
including  balloon  dilation.  The  pilot  study  is  expected  to  be  awarded 
shortly  by  AHCPR.  The  proposed  study  represents  a  significant  example 
of  effective  public -private  research  collaboration  and  a  model  for 
other  studies  of  medical  technologies  which  have  not  yet  become 
standard  practice. 

CREATION  OF  CLINICAL  GUIDELINES 

Mr.  Stokes:  There  have  been  thirteen  panels  convened  to  develop 
clinical  guidelines  addressing  the  following  diseases  and  disorders. 

How  are  these  panels  selected?  How  many  persons  serve  on  these 
panels  ? 

Dr.  Clinton:  A  notice  is  published  in  the  Federal  Register 
soliciting  nominations  for  panel  chairs  and  members  who  meet  criteria 
listed  in  the  notice.  In  addition,  professional  and  consumer 
organizations  are  invited  to  submit  nominations.  The  panel  chairs  must 
have  specified  qualifications  which  include  relevant  training  and 
clinical  experience  and  demonstrated  leadership  and  research  in  the 
guideline  topic  areas,  including  publication  of  relevant  peer  -  reviewed 
articles.  The  criteria  for  selection  of  panel  members  is  similar. 
AHCPR' s  Administrator  selects  and  appoints  the  chairs  and  the  panel 
members.  Panels  range  from  9  to  15  members,  and  expert  consultants  are 
used  as  needed. 

Mr.  Stokes:  To  what  extent  are  minorities  serving  on  these 
panels?  For  the  record,  identify  the  number  and  percentage  based  on 
race  for    each  of  the  13  panels. 

Dr.  Clinton:  A  board  range  of  individuals  representing 
minorities  and  health  care  professional  groups  is  sought  for  each 
guideline  panel.  For  guideline  topics  which  disproportionately  affect 
minority  populations,  special  attention  is  made  to  recruit  minority 
panel  members. 

1  .         Management  of  Functional  Impairment  Due  to  Cataract  in  the  Adult 

Number  of  Panel  Members:  18 

Number  of  minority  members:   2  or  11% 

Number  of  female  members:   5  or  28% 
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Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia 


Number  of  Panel  Members:  13 
Number  of  female  members:   1  or  8% 

Urinary  Incontinence  in  Adults 

Number  of  Panel  Members:  15 
Number  of  minority  members:   1  or  7% 
Number  of  female  members:  6  or  40% 
Consultants:   1  minority 


Prediction,  Prevention,  and  Early  Intervention  of  Pressure  Ulcers 


Number  of  panel  members:  15 
Number  of  minority  members:   1  or  7% 
Number  of  female  members:  8  or  53% 
Consultants:   1  minority 


Sickle  Cell  Disease 


Number  of  panel  members:  13 

Number  of  minority  members:   9  or  69% 

Number  of  female  members:  6  or  46% 


Acute  Pain  Management:  Operative  or  Medical  Procedures  and  Trauma 


Number  of  panel  members:  16 

Number  of  minority  members:   2  or  12% 

Number  of  female  members:   5  or  31% 


Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary  Care 
Settings 


Number  of  panel  members:  12 
Number  of  minority  members:   1  or  8% 
Number  of  female  members:  4  or  33% 
Consultants:   2  minorities 


Management  of  Cancer-Related  Pain 

Number  of  panel  members:  17 

Number  of  minority  members:   2  or  12% 

Number  of  female  members:   7  or  41% 


Treatment  of  Stage  II  and  Greater  Pressure  Ulcers 


Number  of  panel  members:  15 
Number  of  minority  member:   1  or  7% 
Number  of  female  members:   8  or  53% 
Consultants:    1  minority 
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10.  HIV    Positive    Asymptomatic     Patient:         Evaluation    and  Early 
Intervention 

Number  of  panel  members:  18 

Number  of  minority  members:   6  or  33% 

Number  of  female  members:   10  or  56% 

11.  Low  Back  Problems  1 

Number  of  panel  members:  23 
Number  of  minority  members:   1  or  4% 
Number  of  female  members:   3  or  13% 
Consultants:   female  1 

12.  Development  of  Quality  Determinants  of  Mammography 
Selection  of  members  not  completed. 

13.  Screening  for  Alzheimer's  and  Related  Dementias 

Number  of  panel  members:  15 
Number  of  minority:  1  or  7% 
Number  of  female  members:   8  or  53% 

14.  Otitis  Media  in  Children 

Number  of  panel  members:  20 

Number  of  minority  members:   2  or  10% 

Number  of  female  members:     10  or  50% 

15.  Diagnosis   and  Treatment  of  Heart  Failure  Secondary  to  Coronary 
Vascular  Disease 

Number  of  panel  members:  16 

Number  of  minority  members:   2  or  12% 

Number  of  female  members:  4  or  25% 

16.  Post  Stroke  Rehabilitation 

Number  of  panel  members:  15 

Number  of  minority  members:   1  or  7% 

Number  of  female  members:   6  or  40% 


In  addition  peer  and  pilot  review  of  the  guidelines  is  conducted 
by  a  wide  range  of  health  care  providers,  with  diverse  mix  of  racial 
and  ethic  minorities  represented. 
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HEALTH  TECHNOLOGY  ASSESSMENT 

Mr.  Stokes:  Through  the  Office  of  Health  Technology  Assessment, 
your  agency  evaluates  the  safety  and  cos t - effectiveness  of  new  or 
existing  medical  technologies  under  federally  funded  reimbursement 
health  programs. 

What  are  some  of  the  efforts  being  supported  in  this  area? 

Dr.  Clinton:  The  following  is  a  listing  of  some  of  the  efforts 
being  supported  by  the  Office  of  Health  Technology  Assessment: 

1990  ASSESSMENTS 

LIVER  TRANSPLANTATION 

DIAGNOSIS  AND  TREATMENT  OF  IMPOTENCE 

GATING  &  SURFACE  COIL  DEVICES  IN  CONJUNCTION  WITH  MRI 
INTENSIVE  EEG  VIDEO  MONITORING  FOR  EPILEPSY 
CAROTID  ENDARTERECTOMY 

EXTRACRANIAL -INTRACRANIAL  BYPASS  SURGERY 

(reprinted  in  Canad  Med  Assn  J) 
PROTEIN  A  COLUMNS  FOR  THE  TREATMENT  OF  IMMUNE  DISORDERS 
ELECTROSTIMULATION  OF  SALIVARY  PRODUCTION  IN  SJOGREN'S  DISEASE 
EXTERNAL  INSULIN  INFUSION  PUMPS 

AUTOMATIC  IMPLANTABLE  DEFIBRILLATOR  -  PATIENT  SELECTION  CRITERIA 

PET  SCANNING  (release  pending  FDA  review  of  certain  positron  emitters) 

1990  SHORT  REPORTS 

BRACHYTHERAPY 

PROTON  BEAM  THERAPY  FOR  CHORDOMAS 

USE  OF  SERIAL  DILUTION  ENDPOINT  TITRATION  TEST  AND 
IMMUNOTHERAPY 

AUTOLOGOUS  BONE  MARROW  TRANSPLANTATION  IN  CHRONIC  MYELOGENOUS  LEUKEMIA 
SELF -ADMINISTRATION  OF  ERYTHROPOIETIN 

1991-2  ASSESSMENTS 

HYPERTHERMIA  WITH  AND  WITHOUT  CHEMOTHERAPY  FOR  CANCER 
CARDIAC  REHABILITATION  SERVICES 
INTERMITTENT  POSITIVE -  PRESSURE  BREATHING 
SINGLE  AND  DOUBLE  LUNG  TRANSPLANTATION 
SLEEP  DISORDER  CENTERS  AND  POLYSOMNOGRAPHY 

PATIENT  AND  INSTITUTIONAL  SELECTION  CRITERIA  FOR  HEART -LUNG 

TRANSPLANTATION 
BONE  MINERAL  DENSITY  STUDIES     (in  progress) 

REASSESSMENT  OF  CARDIAC  OUTPUT  MEASUREMENT  BY  BIOIMPEDANCE 
(in  progress) 

ROUTINE  TESTING  REQUIREMENTS  FOR  DIALYSIS  PATIENTS   (in  progress) 
APPROPRIATE  USES  OF  ULTRASOUND  (EXPERT  CONSENSUS) 
PLETHYSMOGRAPHY  (in  progress) 
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1991-2  SHORT  REVIEWS 
HOME  UTERINE  MONITORING 

NEUROMUSCULAR  ELECTRICAL  STIMULATION  IN  PATIENTS  WITH  A  NON -  INTACT 

NERVOUS  SYSTEM 
TRANSLUMINAL  ANGIOPLASTY  FOR  HEMODIALYSIS  FISTULAE 
PHOTOTHERAPY  AND  PHOTOCHEMOTHERAPY  FOR  DERMATOLOGIC  DISEASES 

HYPERFRACTIONATED  RADIATION  THERAPY 
LAPAROSCOPIC  CHOLECYSTECTOMY  (published  in  Lancet) 

PLATELET -DERIVED  GROWTH  FACTOR  FOR  TREATMENT  OF  WOUNDS  AND  CHRONIC  SKIN 

ULCERS 
DRUG  DELIVERY  DEVICES 

Mr.   Stokes:     What  level  of  funding  was  requested  for  FY  1993? 

Dr.    Clinton:       In    FY    1993    $1,050,000   was    requested    from  the 
Medicare  Trust  Funds  for  the  Office  of  Health  Technology  Assessment. 

Mr.   Stokes:     How  does  this  compare  to  FY  1992  levels? 

Dr.    Clinton:       In    FY    1992    $1,012,000    was    received    from  the 
Medicare  Trust  Funds  for  the  Office  of  Health  Technology  Assessment. 

MEDICAL  EXPENDITURES 

Mr.   Stokes:     I  know  there  have  been  several  studies  in  reference 
to  medical  expenditures. 

What  recent  information  do  you  have  in  reference  to  how  americans 
use  medical  services?     (ambulatory  care  and  prescriptions) 

What  they  pay  for  care? 

How  these  expenditures  are  financed? 

Dr.  Clinton:  Based  on  data  from  the  National  Medical  Expenditure 
Survey,  approximately  84  percent  of  Americans  had  an  expense  for  health 
care  services  in  1987.  Expenses  per  person  averaged  $1,800,  of  which 
more  than  a  third  (36  percent)  was  paid  by  private  insurance  and 
slightly  less  than  a  fourth  (24  percent)  was  paid  out  of  pocket. 
Public  insurers  paid  the  largest  portion  of  the  remainder,  with 
Medicare  financing  on  average  18  percent  of  total  health  care  expenses 
and  Medicaid  8  percent.  Analysis  of  individual  health  care  services, 
such  as  ambulatory  physician  visits  or  prescription  medications,  showed 
that  these  use  and  expenditure  rates  were  considerably  less  compared  to 
the  total.  Approximately,  71  percent  of  the  population  visited  a 
physician  one  or  more  times  and  slightly  over  half  (57  percent)  had  an 
expense  for  a  prescription  medication  during  1987.  Expenses  for 
physician  visits  averaged  $470  and  $162  for  prescription  medications. 
Americans  paid  on  average  26  percent  of  ambulatory  physician  expenses 
out  of  pocket  and  over  half  (57  percent)  of  all  prescriptions. 
Private  insurance  paid  on  average  38  percent  of  costs  associated  with 
physician  visits,  but  only  28  percent  of  prescription  medication 
expenses . 
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As  findings  from  AHCPR  research  are  released,  the  collective 
knowledge  regarding  use  of  health  care  services ,  expenditures ,  and 
financing  are  continually  updated  and  expanded.  The  following  examples 
of  findings  from  recently  completed  studies  demonstrate  the  scope  of 
information  provided. 

One  study  demonstrated  that  limiting  reimbursement  for  effective 
drugs,  such  as  occurs  in  many  state  Medicaid  programs,  puts  low- income, 
elderly  patients  at  increased  risk  of  institutionalization  in  nursing 
homes  and  may  actually  increase  Medicaid  costs. 

Another  project  studied  the  effects  of  cessation  of  Medicaid 
payment  for  12  categories  of  drugs  of  questionable  efficacy.  Both 
desirable  and  undesirable  therapeutic  substitutions  were  observed,  but 
no  decrease  in  drug  expenditures  was  found.  Supplementing  such 
restrictions  with  education  may  be  necessary  to  promote  practices  that 
are  more  therapeutically  and  economically  appropriate. 

A  survey  of  1,158  hospitals  over  a  three  year  period  assessed 
costs  affecting  hospital  -  based  care  for  AIDS  and  HIV-infected  patients. 
Major  findings  in  the  survey  showed  that  Medicaid  was  the  primary 
payer,  and  that  average  costs  and  revenues  per  inpatient  day  were  $775 
and  $606,  respectively,  a  significant  net  loss.  A  substantial  increase 
was  shown  in  the  proportion  of  patients  receiving  AZT  in  hospitals,  and 
significant  regional  variations  in  utilization  and  primary  payer  source 
were  noted. 

Another  study  of  one  state's  experience  regarding  use  and  cost  of 
services  for  HIV-related  illnesses  focused  on  differences  in  use  and 
cost  by  risk  group  and  sex,  the  impact  of  AZT  on  average  monthly 
Medicaid  payments.  Female  use  of  and  payments  for  medical  services 
were  far  less  than  that  observed  for  men.  Reasons  for  the  gender 
differences  are  unexplainable  and  may  be  related  to  variations  in 
provider  prescribing  patterns. 

A  study  in  progress  is  examining  the  different  outcomes 
associated  with  illness  severity  and  varying  patterns  of  provider  care 
for  persons  with  AIDS.  Preliminary  findings  indicate  that  Medicaid 
women  in  the  state  studied,  used  fewer  health  resources  than  men, 
although  this  had  little  impact  on  survival.  Additional  findings  from 
this  research  have  shown  that  the  Severity  Index  for  AIDS  is  a 
predictive  tool  for  health  resource  utilization. 

HBCU'S  AND  MINORITY  EFFORTS 

Mr.  Stokes:  What  type  of  activities  are  you  supporting  at 
HBCU'S? 

Dr.  Clinton:  The  AHCPR  is  supporting  the  following  activities  at 
HBCU's : 

o  Two  technical  assistance  workshops  were  held  in  1991  to  enhance 

competitive  development  of  grant  and  contract  proposals   to  be 
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submitted  to  the  Public  Health  Service  by  HBCUs .  Workshop  #1  was 
held  in  May  1991  in  Los  Angeles  and  #2  was  held  in  Research 
Triangle  Park,  Raleigh/Durham,  NC .  A  total  of  60  HBCUs  were 
invited  to  participate.  A  third  workshop  for  the  remaining  57 
HBCU  is  tentatively  scheduled  for  May  18-19,  1992. 

o  DC    Initiative    -Technical   Assistance   Workshop   was    held   by  the 

staff  of  AHCPR  for  faculty,  health  professionals  staff  and 
affiliates  of  DC  General  Hospital  on  February  11,  1992  at  Howard 
University  Hospital  in  Washington,  D.C.  From  the  workshop,  DC 
General  Hospital  and  Howard  University  both  have  collaboratively 
expressed  interest  in  submitting  proposals  to  AHCPR  on  infant 
mortality  and  pediatric  AIDS. 

AHCPR  continues  to  work  with  the  University  of  the  District  of 
Columbia  on  a  draft  proposal  concerning  a  "Border  Babies  Video." 

o  AHCPR  formalized  an  Intergovernmental  Personnel  Act  assignment  to 

Morehouse  University  for  the  purpose  of  enhancing  their  health 
services  research  capacity.  AHCPR  expects  that  the  technical 
assistance  rendered  by  the  senior  level  detailee  will  be  useful 
to  Morehouse  in  achieving  an  improved  research  portfolio. 

Mr.  Stokes:  Are  you  able  to  identify  for  me  today  the  number  and 
nature  of  awards  which  have  been  provided  for  minority  research 
efforts  ? 

Dr.  Clinton:  The  Center  for  General  Health  Services  Research 
awarded  supplements  to  seven  active  grants  for  the  purpose  of  adding 
minority  health  researchers  to  the  project  staff  for  the  purpose  of 
training  and  gaining  experience  in  conducting  research.  The  grants  are 
in  the  areas  of: 

dental  radiographs 

primary  care  research  in  congestive  heart  failure 

home  care  plans  for  the  chronically  ill 

costs  of  neonatal  intensive  care 

rural  EPSDT  testing 

AIDS,  and 

organ  procurement 

An  additional  22  grants  have  been  awarded  which  address  various 
minority  health  issues.     They  are  as  follows: 

•  Minority  Capacity  Building  in  Health  Services  Research 

•  Dissemination  of  Prevention  Guidelines  to  Harlem  Physicians 

•  Minority  Health  Services  Research  Development 

•  Pediatric  AIDS:     Local  Responses,  Service  Use  and  Cost 

•  Health  Care  Costs  and  Utilization  in  AIDS  Home  Care 

•  Impact  of  Computer  Support  on  HIV  Infected 

•  Longitudinal  Study  of  AIDS  Health  Services  Use  and  Costs 

•  Consequences  of  Patterns  of  Provider  Care  for  AIDS 

•  AIDS  Cost  and  Service  Utilization  Survey  (ACSUS) 
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•  Use  of  Health  &  Social  Services  by  Older  U.S.  Hispanics 

•  Racial  Differences  in  APGAR  Scores  and  Infant  Mortality 

•  Multilevel  Practice  Model  for  Rural  Hispanics 

•  Physical  Health  and  Medical  Care  in  A  Homeless  Cohort 

•  Race  Differences  in  Stage  at  Diagnosis  of  Breast  Cancer 

•  Alternative  Health  Care  Utilization  in  the  Rural  Elderly 

•  Use  of  Perinatal/Infant  Services  by  Hispanics  in  AHCCCS 

•  Nursing  Effectiveness  in  Preventive  Child  Health  Program 

•  Boston's  Case  Control  Studies  of  Infant  Death  and  VLBW 

•  Cost  of  Neonatal  Intensive  Care 

•  Outcomes  of  Symptomatic  Episodes  in  HIV  Infection 

•  Mediators  of  Birth  Outcomes  Among  Three  Low- Income  Ethnic  Groups 

•  Life  Stress  and  Preterm  Birth  Among  Urban  Black  Women 

The  Medical  Treatment  Effectiveness  Program  (MEDTEP)  is  designed 
to  improve  the  effectiveness  and  appropriateness  of  medical  practice. 
The  primary  mechanism  to  address  minority  research  efforts  will  be 
through  the  MEDTEP  Research  Centers  on  Minority  Populations.  The  major 
activities  of  the  Centers  program  will  involve  patient  outcomes 
research,  training,  technical  assistance  and  dissemination.  The  first 
Centers  will  be  awarded  in  FY  1992  and  should  address  the  following 
research  issues  of  importance  to  minorities: 

•  diabetes 

•  cancer 

•  hypertension 

•  infant  mortality  and  low  birthweight 

•  health  promotion  and  disease  prevention 

•  tuberculosis 

•  AIDS/STDs 

•  alcohol  and  substance  abuse 
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PREVALENCE  OF  MIGRAINE  HEADACHE 

Mr.  Mrazek:     The  Forum  for  Quality  and  Effectiveness  in  Health 
Care  is  mandated  by  Congress  to  develop  guidelines  and  standards  of 
care.     I  understand  that  one  of  the  first  panels  is  concerned  with 
pain  management.     I  believe  some  concerns  were  recently  raised 
stating  that  we  are  not  being  aggressive  enough  about  pain 
management.     To  what  extent  will  this  panel  address  headache  pain  as 
part  of  its  assessment?    A  1990  CDC  study  reported  that  in  the  last 
decade  there  was  a  60-percent  increase  in  the  prevalence  of  migraine 
headache  and  that  8-percent  of  sufferers  were  hospitalized  at  least 
once  per  year  as  a  result.     Given  these  statistics  and  the  fact  that 
there  are  as  many  as  50  million  sufferers  in  the  U.S.   alone,  I 
believe  it  merits  the  Forum's  attention. 

Dr.   Clinton:     The  initial  guideline  on  pain  management  has 
focused  on  pain  from  operative  or  medical  procedures  and  trauma.  A 
second  pain  guideline  is  now  being  developed  on  cancer  related  pain. 
We  are  considering  the  development  of  a  third  guideline  on  chronic, 
non-malignant  pain  management  which  may  deal  with  headache  pain. 

We  have  discussed  headache  pain  with  members  of  specialties 
societies  but  have  not  had  a  strong  expression  of  interest  about  a 
guideline  from  them.     Headache  pain  guideline  development  must  be 
considered,  within  our  resources,  with  other  topics  that  also  affect 
a  great  many  people  and  consume  a  large  amount  of  the  nations  health 
care  resources. 
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OUTCOMES  RESEARCH 

Mr.   Pursell:     Concerns  have  been  expressed  over  public  release 
of  MD-specific  outcomes  research  data  and  the  potential  use  of  this 
data  in  setting  payment  policies  by  the  Medicare  program  and  others. 
Are  there  plans  to  set  payment  policy  based  on  this  specific  data? 

Dr.  Clinton:     First,  the  data  bases  used  in  our  outcomes 
research  do  not  generally  identify  any  individual  physician.     For  the 
most  part,  outcomes  research  is  patient  or  population- based . If  MD- 
identifiers   (like  hospital  identifiers)  are  obtained,   they  are 
provided  only  with  assurances  of  strict  confidentiality,   they  are 
kept  confidential  during  the  research  process,  and  they  are  removed 
prior  to  release  of  any  findings.     Findings  are  also  presented  in  a 
manner  that  ensures  that  no  individuals  can  be  identified.     The  AHCPR 
will  not  release  MD-specific  outcomes  research  data  for  setting 
payment  policies. 

Secondly,  AHCPR  cannot  and  has  no  plans  to  set  payment  policies 
for  the  Medicare  program  based  on  outcomes  research  data.  Policies 
to  pay  for  services  provided  under  the  Medicare  program  are 
established  by  the  Health  Care  Financing  Administration  (HCFA) .  HCFA 
has  indicated  repeatedly  that  it  will  not  set  reimbursement  policy 
based  on  outcomes  research  or  clinical  practice  guidelines  unless 
that  information  is  generally  accepted  throughout  the  medical 
community . 

AHCPR  is  already  working  on  translating  outcomes  research  into 
medical  review  criteria  appropriate  for  use  by  a  range  of  review 
organizations,   including  Medicare  PROs ,  private  sector  reviewers,  and 
institutional  peer  review  groups.     HCFA  is  working  closely  with  AHCPR 
in  the  development  of  review  criteria.     The  final  application  of 
criteria  in  Medicare  (or  Medicaid)  will,  however,  be  HCFA's 
responsibility . 

Mr.   Pursell:     What  are  the  plans  for  the  implementation  and 
evaluation  of  the  practice  parameters  developed  by  the  AHCPR? 

Dr.  Clinton:     Our  evaluation  strategy  will: 

•  Ensure  the  soundness  of  the  guidelines  or  practice  parameters 
before  they  are  disseminated  by  including  peer  review  and 
testing  in  clinical  settings. 

•  Track  receipt  and  awareness  of  guidelines  by  providers, 
consumers,  and  payers. 

•  Examine  how  different  modes  of  dissemination  and  implementation 
affect  provider  and  patient  behavior. 

•  Assess  the  longer-term  effects  of  the  guidelines  and  clinical 
recommendations  by  examining  evidence  from  large  longitudinal 
data  sets  containing  data  on  utilization  costs,  practice 
patterns,  and  outcomes. 

Mr.  Pursell:     Are  there  plans  for  allowing  practicing 
physicians  and  physician  organizations  to  be  involved  throughout  the 
development  of  the  AHCPR1 s  practice  parameters  and  review  criteria? 
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Dr.  Clinton:     The  guideline  development  process  followed  by 
AHCPR  encourages  the  involvement  of  physicians  and  physician 
organizations  as  well  as  other  health  care  providers  and  their 
organizations.     The  AHCPR  Office  of  the  Forum  for  Quality  and 
Effectiveness  in  Health  Care  (the  Forum)  has  primary  responsibility 
to  facilitate  development  of  practice  guidelines.     AHCPR  convenes 
panels  of  physicians,  nurses,  other  health  care  experts,  and  consumer 
representatives  to  develop  guidelines,  or  contracts  with  public  and 
private  nonprofit  organizations  to  do  so.     Nominations  of  panel 
members  are  invited  through  announcements  in  the  Federal  Register 
from  a  variety  of  interested  parties,   including  practitioner  and 
consumer  organizations.     Panels  range  from  9  to  15  members,  and 
expert  consultants  are  used  as  needed.       The  process  benefits  from 
the  full  participation  of  the  health  care  community  including  health 
care  consumers.     Public  meetings  are  held  to  provide  an  opportunity 
for  comments  from  the  health  care  industry,  professional 
organizations,  and  health  care  consumers.     In  addition,  physicians, 
physician  organizations  and  other  health  care  providers  play  an 
important  role  in  the  development  of  clinical  practice  guidelines 
through  the  peer  and  field  review  of  draft  guidelines . 

Further  some  physician  organizations  are  the  contractors  for 
guidelines  development  financed  by  AHCPR. 

Mr.  Pursell:     Do  you  view  the  use  of  educational  materials 
(practice  parameters)  as  a  cost  containment  tool? 

Dr.   Clinton:     AHCPR  does  not  view  the  use  of  clinical  practice 
guidelines  or  practice  parameters  directly  as  a  cost  containment 
tool.     Practice  guidelines  are  developed  to  assure  the  quality  and 
appropriateness  of  health  care  and  as  a  means  to  obtain  more  value 
from  the  resources  spent  on  medical  care.     While  they  may  indicate 
that  certain  procedures  or  treatments  are  ineffective  or  unnecessary, 
in  other  areas  they  may  suggest  that  more  care  is  needed.  The 
guidelines  are  not  intended  to  indicate  how  to  reduce  the  costs  of 
treatment,   but  do  focus  on  appropriate  treatment  and  value  for 
dollars  spent.     Whether  or  not  total  costs  are  affected,  guidelines 
are  intended  to  improve  the  effectiveness  of  every  health  dollar 
spent.     From  this  perspective,   guidelines  can  be  seen  as  eliminating 
waste  in  the  health  care  system. 

•  The  Congress  established  AHCPR  and  structured  the  guideline 
development  process  to  foster  quality  of  care  and  protect  the 
public  health.     The  law  establishing  AHCPR  states  that  our 
purpose  is   "to  enhance  quality,   appropriateness  and 
effectiveness  of  health  care  services..." 

•  Clinical  practice  guidelines  are  intended  to  better  inform 
health  care  providers,  payer,  and  consumers  about  the  best  way 
to  diagnose  and  treat  particular  conditions. 

Mr.   Pursell:     What  plans  do  you  have  to  use  practice  parameters 
as  cost  containment  tools? 

Dr.   Clinton:     AHCPR  has  no  plans  to  use  clinical  practice 
guidelines  or  practice  parameters  as  cost  containment  tools.  As 
noted  above,  practice  guidelines  are  developed  to  assure  the  quality 
and  appropriateness  of  health  care  and  as  a  means  to  obtain  more 
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value  from  the  resources  spent  on  medical  care.     They  are  not  a  cost 
containment  mechanism.     The  guidelines  are  sent  to  payors  for  their 
potential  review  and  use. 
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STRUCTURE  OF  OUR  HEALTH  CARE  DELIVERY  SYSTEM 

Mr.  Weber:     Congress  and  many  states  are  in  the  midst  of  a 
debate  over  how  to  control  health  care  costs  and  extend  coverage  to 
the  uninsured.  One  crucial  question  is  not,  I  believe,  being  raised 
in  this  debate,  and  that  is  the  structure  of  our  health  care  delivery 
system. 

Is  the  Agency  for  Health  Care  Policy  and  Research  undertaking 
research  into  the  issue  of  how  to  restructure  our  delivery  system  to 
make  it  more  efficient  and  cost-effective? 

Dr.  Clinton:     Yes.     In  accordance  with  AHCPR's  authorizing 
legislation,  the  Agency  seeks  to  enhance -- through  scientific 
research- -  the  effectiveness  of  health  care  services  and  the  access  to 
such  services.  The  main  purpose  of  this  research  is  to  provide  a  base 
of  knowledge  for  improving  the  organization,   financing,  and  delivery 
of  health  care  services.  Thus,   the  Agency  conducts  and  supports 
research,   demonstration  projects,  and  evaluations  of  the  structure  of 
systems  which  deliver  health  care  services. 

Mr.  Weber:     Can  you  provide  me  with  an  overview  of  the  research 
you  are  undertaking  or  sponsoring  in  this  area? 

Dr.  Clinton:     AHCPR  supports  research  that  describes,  analyzes, 
experiments  with,  and  evaluates  the  current  U.S.   system  for 
delivering  health  care.     This  research  focuses  on  the  strengths  of 
the  present  system  (e.g.,   choice,  diversity,  flexibility, 
professionalism,   research,   technology,  and  quality  assurance)  as  well 
as  its  weaknesses  (e.g.,  uninsured  and  under- insured  populations, 
problems  of  health  insurance  coverage  for  small  business,   erosion  of 
risk-pooling,  overinsurance ,  moral  hazard,  and  other  examples  of 
market  failure).     AHCPR-funded  research  has  provided  much  information 
about  the  nature  of  health  care  markets.     [e.g.,  a  recently  completed 
AHCPR-funded  project  examined  the  problem  of  adverse  selection  in 
multiple-option  group  health  insurance.] 

AHCPR  is  presently  supporting  a  major  18-month  study  by  The 
Institute  of  Medicine  (IOM)  to  examine  the  strengths  and  weaknesses 
of  employment  -  based  health  benefits.     IOM  will  report  its  findings 
and  recommendations  next  Fall.  Much  of  the  project  will  concentrate 
on  larger  employer  groups,  but  the  special- -and  widely  debated- - 
problems  of  small  employers  will  also  be  considered. 

AHCPR's  intramural  data  bases  and  analyses  have  also  pointed 
towards  problems  in  the  U.S.   employer- based  health  care  system  (e.g., 
by  making  precise  estimates  of  the  number  of  uninsured)  and  towards 
solutions   (by  empirically  documenting  the  uninsured  population's 
attachment  to  the  labor  force)  .     Such  research  provides  an  empirical 
basis  for  discussing  currently  discussed  reforms  (e.g.,  group 
purchasing  of  health  insurance  for  small  businesses).  AHCPR's 
intramural  data  bases  and  analyses  have  provided  estimates  of  the 
effects  of  various  reforms  (e.g.,  play-or-pay) . 

Much  AHCPR  extramural  research  is  related  to  making  the  system 
more  cost-effective.     Included  is  research  on: 
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•  coordinated  care, 

•  market  competition, 

•  vulnerable  and  under- served  populations, 

•  malpractice  reforms, 

•  administrative  and  paperwork  costs, 

•  efficiency  of  public  programs, 

•  international  cost  comparisons. 

Coordinated  Care 

Previous  AHCPR-funded  research  on  the  operations  and 
performance  of  health  maintenance  organizations  (HMOs)  and  preferred 
provider  organizations  (PPOs)  is  seminal  with  respect  to  current 
discussions  of  various  reforms  (e.g.,  relaxing  State  mandates  on 
health  insurance  benefits  or  pushing  Medicare  reforms  which  would 
make  it  easier  for  beneficiaries  of  retiree  group  health  benefit 
plans  to  be  served  by  coordinated  care  systems). 

AHCPR  has  supported  many  studies  of  HMOs  and  PPOs,  with  much  of 
the  research  based  on  data  from  the  1970s  and  early  1980s.     A  variety 
of  managed  care  plans  have  since  evolved.     Although  the  latest 
evidence  of  the  effects  of  managed  care  on  health  care  cost  and  use 
comes  from  non-profit  staff  or  group  models,  the  predominant  HMO 
model  today  is  the  independent  practice  association  (IPA) ,  most  of 
which  are  for-profit.     Thus,  ACHPR  continues  to  study  the  evolving 
alternative  forms  of  managed  and  coordinated  care. 

Coordinated  care  plans  employ  a  variety  of  mechanisms  to  ensure 
high  quality  care  and  coordination  of  services.     These  mechanisms 
include  utilization  review  to  determine  whether  services  are 
medically  necessary  and  appropriate.     However,  utilization  review  and 
coordinated  care's  cost  containment  characteristics,   in  general,  may 
encourage  greater  use  of  outpatient  departments  for  services  formerly 
provided  on  an  inpatient  basis.     AHCPR-funded  research  has  documented 
such  effects. 

A  related  concern  in  health  care  reform  is  whether  cost 
containment  erodes  the  quality  of  care.    AHCPR  supports  research 
which  examines  this  cost-quality  issue.     [E.g.,  a  recent  AHCPR-funded 
project  look  at  the  effects  of  regulation  and  DRGs  on  hospital 
mortality  rates.] 

Effects  of  Competition 

Pro- competition  health  reform  strategy  assumes  that  competition 
will  have  desirable  effects  on  health  care.     AHCPR  has  long  supported 
research  about  the  effects  of  competition.     For  example,  AHCPR  has 
funded  research  which  examines  these  issues  in  the  context  of 
hospital  markets,  investigating  the  effects  of  competition  in 
physician  and  health  insurance  markets  on  hospital  costs,  prices,  and 
quality  of  care. 

Vulnerable  and  Under- served  Populations 

The  Department  of  Health  and  Human  Services  established  the  PHS 
Interagency  Committee  on  Infant  Mortality  (ICIM) .     ICIM  coordinates 
and  integrates  the  various  Department  activities  relating  to  infant 
mortality  to  assure  a  comprehensive,  well-managed  strategy.     AHCPR  is 
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the  lead  agency  for  research  and  research  dissemination  planning 
activities.     A  research  work-group  chaired  by  AHCPR  and  composed  of 
several  PHS  agencies  has  been  established  to  identify  knowledge  gaps 
and  to  institute  a  strategy  for  the  development  and  dissemination  of 
knowledge . 

AHCPR  funds  research  to  examine  the  influence  of  health  status, 
provider,  and  practice  setting  characteristics  on  hospital 
utilization.     A  subset  of  this  research  examines  the  extent  to  which 
use  of  family  practice  physicians  as  primary  care  providers  lowers 
hospitalization  rates  in  rural  areas.     Such  studies  are  relevant  to 
reforms  advocating  the  expansion  of  cost-effective  services  in 
underserved  areas. 

Malpractice  Claim? 

AHCPR  is  funding  a  project  describing  the  clinical  risk 
management  programs -- including  peer  review- -in  Maryland  hospitals 
during  the  '80s  before  and  after  such  programs  were  mandated  by  state 
law.     The  study  will  examine  whether  such  programs  do  indeed  reduce 
malpractice  claims.     Such  a  study  provides  an  analytical  background 
for  reform  proposals  to  implement  procedures  to  enhance  quality  of 
care  as  a  part  of  liability  reform. 

Other  AHCPR-funded  projects  looks  at  physician  characteristics 
(e.g.,  hours  worked,  surgery)  as  determinants  of  claims  against 
physicians.     Still  other  projects  looks  at  similar  issues  in  the 
context  of  obstetric  care. 

Practice  guidelines  and  standards  of  care  have  assumed  growing 
importance  in  providing  quality  assurance.     Such  guidelines  and 
standards  also  may  play  an  important  role  in  reducing  defensive 
medicine.     Guideline  research  thus  has  implications  for  malpractice 
litigation  and  its  associated  costs. 

Administrative  Costs 

AHCPR  has  supported  the  development  of  sophisticated  automated 
medical  record  (AMR)  systems  and  clinical  data  bases.     In  FY  1992 
AHCPR  will  begin  evaluation  of  AMRs ,  which  combines  the  best  features 
of  currently  developed  systems,  and  serves  multiple  research, 
decision  support,  monitoring  and  policy  assessment  purposes. 

AHCPR- sponsored  health  services  research  has  played  a  role  in 
the  development  and  demonstration  of  early  versions  of  computerized 
medical  information  systems.     Earlier  versions  concentrated  on 
billing  and  reporting  of  medical  events,  a  major  improvement  in 
efficiency  for  hospitals  and  group  practices. 

Billing  data  alone  do  not  allow  analysis  of  how  patients  are 
affected  by  medical  events.     Not  only  will  the  development  of  data 
standards  for  electronic  claims  processing  save  administrative  costs, 
but  such  efforts  will  also  encourage  electronic  medical  records  for 
insurance  enrollees.  Once  computerized  patient  records  and  related 
information  networks  are  in  widespread  use,  providers  will  have 
access  to  state-of-the-art  information  on  the  effectiveness  of 
various  care  paths  as  well  as  more  complete,  accurate  patient 
records . 
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Unified,  comprehensive  medical  records  serve  multiple  purposes 
of  medical  practice  evaluations,  outcomes  assessment,  quality  of  care 
monitoring,  guidelines  implementation  and  evaluation,   claims  and 
reimbursement  functions.     Such  efforts  may  increase  the  understanding 
of  the  relationship  between  the  processes  and  outcomes  of  care-- 
without  a  need  for  an  expensive  randomized  controlled  trial. 

Commensurate  with  this  view,  current  demonstrations  of  AMR 
systems  supported  by  AHCPR  (e.g.,  at  Universities  of  Indiana,  Utah, 
Harvard,  Stanford,  Duke),  may  increase  the  capacity  to  efficiently 
inform  providers  and  patients,  and  to  obtain,  analyze  and  disseminate 
critical  data  to  improve  care  and  contain  costs.       For  example,  AHCPR 
has  funded  a  retrospective  analysis  of  physician  behavior  after 
installation  of  a  computer-based  outpatient  medical  record  system. 
The  study  indicates  (1)  that  physicians  will  readily  enter  data 
directly  into  a  computing  system  when  given  appropriate  tools,  (2) 
that  they  consider  a  computer-based  problem  list  to  be  valuable 
improvement  over  a  paper-based  counterpart,  and  (3)  that  use  of  a 
computer-based  medical  record  system  has  obvious  benefits  not  only 
for  data  management  but  also  for  patient  care. 

AHCPR  supports  applications  of  computer  programs  that  integrate 
clinical,   fiscal,  and  coded  discharge  data.   Such  programs  facilitates 
exploration  and  analysis  of  large  data  bases  as  an  alternative  to 
prospective  data  collection  in  randomized  clinical  trials. 


Public  Programs 


Washington  State  was  the  first  state  to  adopt  a  voluntary 
insurance  approach  to  increase  access  to  health  care  for  low- income 
people.     The  Washington  Basic  Health  Plan  (BHP) ,   created  by 
legislation  in  1987,  offers  subsidized  basic  health  insurance  to  poor 
people  through  managed  health  care  systems  under  contract  to  the 
State.     As  part  of  the  demonstration,   BHP  subcontracts  to  Washington 
State's  Department  of  Social  and  Health  Services  as  an  HMO  to  cover 
Medicaid  eligibles.     AHCPR  has  provided  funding  to  describe  and 
analyze  who  is  eligible  for  the  BHP,  who  enrolls,  who  disenrolls  and 
why,  how  enrollees  use  the  plan,  and  what  factors  have  affected  the 
success  of  BHP  during  implementation. 

International  Comparisons 

The  research  of  AHCPR- grantees  also  provide  international 
comparative  contexts  for  reform  options  (e.g.,  by  comparing  European 
countries  and  Canada  with  the  United  States). 


RURAL  HEALTH 


Mr.  Weber:     Rural  communities  in  my  District  and  across  America 
are  struggling  to  maintain  their  health  care  delivery  systems.  Rural 
hospitals  are  going  under  or  barely  hanging  on,  and  communities  are 
experiencing  great  difficulty  in  attracting  and  retaining  physicians, 
nurses,  and  other  health  care  professionals. 

Is  the  Agency  sponsoring  or  undertaking  research  into  how  to 
ensure  a  strong  health  care  delivery  system  in  rural  America? 
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Dr.   Clinton:     The  AHCPR  has  funded  and  is  currently  funding  a 
number  of  research  grants,   the  findings  of  which  provide  local,  State 
and  Federal  policy  makers  with  information  useful  in  stabilizing  and 
improving  rural  care  delivery  systems.     Each  year,  we  are  releasing 
at  least  one  program  announcement  intended  to  stimulate  such 
research,   specifically  highlighting  access  to  care  and  health 
professions  needs  as  major,   cros s - cutting  issues. 

Mr.  Weber:  More  specifically,  is  the  Agency  examining  the 
potential  of  various  rural  health  models ,  such  as  rural  provider 
cooperatives,  to  restore,  maintain,  and  enhance  access  to  basic, 
high-quality  care  in  rural  areas? 

Dr.   Clinton:     In  1990,  AHCPR  and  HCFA  co-sponsored  a  workshop 
leading  to  the  AHCPR  Program  Note  titled  Alternative  models  for 
delivering  essential  health  care  services  in  rural  areas.  In 
addition  to  soliciting  research  proposals  on  this  topic  in  the 
program  announcements ,  AHCPR  cosponsored  with  the  National  Center  for 
Nursing  Research  the  announcement  Rural  Health  Care  Research: 
Impacting  Vulnerable  Populations  to  stimulate  studies  that  focus  on 
delivery  of  services  and  enhancing  access  to  vulnerable  rural 
populations . 

CHIROPRACTIC  TREATMENT 

Mr.  Weber:     The  report  on  our  1992  appropriations  measure,  H.R. 
2707,   encouraged  the  Agency  to  include  an  evaluation  of  chiropractic 
treatment  in  studies  of  the  prevention  and  treatment  of 
neuromusculoskeletal  disorders. 

Please  detail  for  me  the  Agency's  response  to  this 
recommendation . 

Dr.   Clinton:     The  recommendation  was  helpful  in  motivating  new 
research  in  ongoing  work  and  in  encouraging  new  investigator- 
initiated  applications.     The  Low  Back  Pain  PORT  project  (Richard  A. 
Deyo ,  M.D.,  Principal  Investigator,  University  of  Washington, 
Seattle)   is  carrying  out  a  pilot,   randomized  trial  of  the 
effectiveness  of  spinal  manipulation  therapy  and  physical  therapy  for 
low  back  pain.     A  new  study  question  related  to  chiropractic  is: 
What  are  the  relative  costs  and  effectiveness  of  spinal  manipulation 
therapy  and  physical  therapy  for  patients  with  low  back  pain  that  has 
not  responded  to  standard  medical  treatment?     This  pilot  study  is 
being  carried  out  to  determine  the  feasibility  and  resource 
requirements  of  conducting  a  large  scale  trial. 

A  three-year  study  entitled  "Low  Back  Pain:     Outcomes  and 
Efficiency  of  Care,  was  funded  in  August  1991   (Timothy  S.  Carey, 
M.D.,  Principal  Investigator,  University  of  North  Carolina,  Chapel 
Hill).     This  project  is  conducting  two  studies.     The  first  is  a 
telephone  survey  of  a  random  sample  of  North  Carolina  households  to 
describe  the  incidence  of  low  back  pain,  the  rate  at  which 
individuals  seek  care  for  low  back  pain,  and  the  type  of  practitioner 
from  which  they  seek  care  (primary  care  physician,  surgical 
specialist,  or  chiropractor).      The  second  study  is  a  cohort  study  of 
patients  presenting  to  practitioners'   offices  with  acute  low  back 
pain.     Twenty-five  urban  and  twenty-five  rural  chiropractors  will 
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participate  in  this  study  along  with  primary  care  physicians, 
orthopedic  surgeons ,  and  neurosurgeons . 

In  addition,  AHCPR  staff  respond  in  a  positive  manner  to  all 
requests  for  guidance  on  the  submission  of  projects  with  a 
chiropractic  focus.     One  proposal  was  submitted  and  was  reviewed  in 
February  1992,  but  it  did  not  receive  a  fundable  score. 

A  staff  member  of  the  AHCPR  will  be  speaking  at  the  1992 
International  Conference  on  Spinal  Manipulation  in  Chicago  in  May. 
The  conference  is  sponsored  by  the  Foundation  for  Chiropractic 
Education  and  Research. 

Mr.  Weber:     Do  you  have  any  preliminary  findings  to  share  on 
the  medical  and  cos t - effect iveness  of  chiropractic  treatment  for 
lower  back  pain? 

Dr.   Clinton:     As  described  above,   two  studies  are  ongoing. 
Both  are  still  in  the  implementation  stage  and  do  not  have  any 
findings  to  date.     The  study  dealing  with  chiropractic  care  which  is 
associated  with  the  Low  Back  Pain  PORT  expects  to  produce  a  report  in 
early  FY  1993.     The  study  at  the  University  of  North  Carolina  (Carey) 
is  currently  collecting  telephone  survey  data  and  recruiting 
physicians,   and  does  not  have  preliminary  findings  at  this  time. 
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i 

Agency  for  Health  Care  Policy  and  Research 
Health  Care  Policy  and  Research 
For  carrying  out  titles  III  and  IX  of  the  Public  Health  Service  Act,  and 
Part  A  of  title  XI  of  the  Social  Security  Act,    [$101,870,000  together  with  not 
to  exceed  $4,880,000  to  be  transferred  from  the  Federal  Hospital  Insurance  and 
the  Federal  Supplementary  Medical  Insurance  Trust  Funds,  as  authorized  by 
section  1142  of  the  Social  Security  Act  and  not  to  exceed  $1,012,000  to  be 
transferred  from  the  Federal  Hospital  Insurance  and  the  Federal  Supplementary 
Medical  Insurance  Trust  Funds,  as  authorized  by  section  201(g)   of  the  Social 
Security  Act;  and,   in]     $125,093.000,   to  be  derived  as  follows:    (1)   to  the 
maximum  extent  possible  from  the  funds  authorized  by  section  926(b)   of  the 
Public  Health  Service  Act;    (2)   not  to  exceed  $36.723,000  from  the  Federal 
Hospital  Insurance  and  the  Federal  Supplementary  Medical  Insurance  Trust  Funds 
as  authorized  by  section  1142  of  the  Social  Security  Act;    (3)    not  to  exceed 
$1.050.000  to  be  transferred  from  the  Federal  Hospital  Insurance  and  the 
Federal  Supplementary  Medical  Insurance  Trust  Funds  as  authorized  by  section 
201(g)   of  the  Social  Security  Act;  and  (4)   the  remainder  from  general  funds  of 
the  Treasury.     In  addition,   amounts  received  from  Freedom  of  Information  Act 
fees,   reimbursable  and  interagency  agreements,   and  the  sale  of  data  tapes 
shall  be  credited  to  this  appropriation  and  shall  remain  available  until 
expended.   1/    [Provided,  That  the  amount  made  available  pursuant  to  section 
926(b)    of  the  Public  Health  Service  Act  shall  not  exceed  $13,444,000.]  2/ 
(Department  of  Health  and  Human  Services  Appropriations  Act.  1992.) 
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Explanation  of  Changes 


1/     Language  has  been  inserted  to  provide  that  the  funds  made  available 
to  the  Agency  from  the  PHS  1%  evaluation  assessment   (Section  2711  of  the  PHS 
Act)   shall  make  up,   to  the  maximum  extent  possible,   the  requested  obligational 
authority  of  $125,093,000. 

2/    Language  has  been  deleted  that  restricted  the  amount  of  PHS  1% 
evaluation  funds  provided  to  the  Agency. 
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Health  Care  Policy  and  Research 
Language  Analysis 


Language  Provision 


Explanation 


"For  carrying  out  Titles  III  and  IX  of 
the  Public  Health  Service  Act,  and  Part 
A  of  Title  XI  of  the  Social  Security 
Act,  $125,093,000. . ." 


$125,093,000  is  the  total  amount  of 
funds  requested  for  this  account  in  FY 
1993.     This  is  an  obligation  amount, 
not  budget  authority,  and  is  derived 
from  several  different  sources  of 
funds . 


"...to  be  derived  to  the  maximum  extent 
possible  from  the  funds  authorized  by 
926(b)  of  the  Public  Health  Service 

Act.  .  .  " 


"...$36,723,000  to  be  transferred  from 
...  Trust  Funds,  as  authorized  by 
section  1142  of  the  Social  Security 

Act ; . . . 

"...and  not  to  exceed  $1,050,000  to  be 
transferred  from... Trust  Funds,  as 
authorized  by  section  201(g)  of  the 
Social  Security  Act;..." 


Section  926(b)  of  the  PHS  Act  makes 
available  to  the  Agency  for  Health  Care 
Policy  and  Research  (AHCPR)  40  percent 
of  the  maximum  amount  authorized  in 
Section  2711   (relating  to  evaluations) 
of  the  PHS  Act.     Funds  available  from 
this  source  will,  to  the  maximum  extent 
possible,  make  up  the  obligational 
authority  requested. 

These  funds  provide  support  from  the 
Medicare  Trust  Funds  for  the  AHCPR' s 
Medical  Treatment  Effectiveness 
Program. 

These  funds  provide  support  for  the 
activities  undertaken  by  the  AHCPR 's 
Office  of  Health  Technology  Assessment 
at  the  request  of  the  Health  Care 
Financing  Administration  and  other  cost 
containment  research  of  benefit  to  the 
Medicare  population. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
HEALTH  CARE  POLICY  AND  RESEARCH 

Amounts  Available  for  Obligation  ;/ 


1991                        1992  1993 
 Actual   Appropriation   Estimate  

Appropriation : 

Annual    $  96,504,000       $101,870,000  $  36,083,000 

Sequestration  2/   1,000 

Section  514  reduction  1/   748,000 

Section  214  &  513  reductions  A/ •  ■   L_L  -  1  , 195  .000   -  -- 

Subtotal,  adjusted 

appropriation   $  95,755,000       $100,675,000  $  36,083,000 

Receipts  and  reimbursements  from: 

Medicare  Trust  Funds   5,890,000  5,892,000  37,773,000 


Federal  funds  pursuant  to 
Title  IX  of  P.L.  101-239, 
(Section  926(b)  PHS  Act),  health 

services  research  projects   13,412,000  13,444,000  51,237,000 

nobligated  Balance  Lapsing   -513  ,000      


Total  obligations   $114,544,000       $120,011,000  $125,093,000 


1/  Excludes  the  following  amounts  for  reimbursements:  FY  1991  -  $1,768,000  -  ($1,268,000 
for  National  Research  Service  Awards  (NRSAs)  and  $500,000  for  other  reimbursements): 
FY  1992  -  $6,585,000  -  ($1,732,000  for  NRSAs  and  $4,853,000  for  other  reimbursements): 
FY  1993  -  $6,585,000  -  ($1,732,000  for  NRSAs  and  $4,853,000  for  other  reimbursements). 

2/        Reduction  pursuant  to  P.L.  99-177. 

3/        FY  1991  DHHS  wide  salary  and  administrative  expense  reduction. 

4/        FY  1992  PHS  and  DHHS  wide  travel  and  salary  and  administrative  expense  reduction. 
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SUMMARY  OF  CHANGES 


.992  Appropriation   $100,675,000 

(Obligations)   (120,011,000) 

1993  Request   36,083,000 

(Obligations)   (125,093,000) 

Net  change   -64,592,000 

(Obligations)   (  +  5,082,000) 


1992  Current 
Estimate  Base 


Pos. 
(FTE) 


Increases : 

A.  Built-in; 


Budget 
Authority 


Change  frprn  Base 
Pos.  Budget 
:FTE)  Authority 


1. 

Within  grade  increases  

13,427,000 

+  90,000 

-)  (17,098 

000)  (- 

-)  (+210,000) 

2. 

Annualization  of  1992  pay  raise.. 

13,427 

000 

+175,000 

-)  (17,098 

000)  (- 

-)  (+378,000) 

3. 

DHHS  Working  Capital  Fund  

84 

000 

+3,000 

-)  (84 

000  )         ( - 

-)  (+4,000) 

4. 

PHS  Service  and  Supply  Fund  

1,030 

000 

+62,000 

)  (1,030 

000)  (- 

-)  (+121,000) 

5- 

Federal  Telecommunications  System 

95 

000 

+  3,000 

-)  (95 

000)  (- 

-)  (+6,000) 

6. 

Rental  payments  to  GSA  

1,594 

000 

+162,000 

-)  (1,993 

000)  (- 

-)  (300,000) 

7. 

FY  1993  pay  raise  

14,102 

000 

+300,000 

-)  (17,855 

ooo)  L±_ 

-)  (+616.000) 

Subtotal,  Built-in  

+795,000 

)    (  +  1  ,635,Q0Qi 


Program 


1  .   Program  Support  

To  Support  two  new  clerical 
FTEs  and  provide  for  office 
automat  ion . 


40 
(40) 


2,246,000 
(2,246 ,000) 


+2  +136,000 
(+2)  (+136,000) 


Total,  Increases 


+2 
(  +  2) 


+931 ,000 
(+1 ,771 ,000) 


Decreases  : 
A.  Built-in 


1.     One  less  day  of  pay... 

Subtotal  Built-in. 


14 , 102 ,000 
(17,855,000) 


-33,000 
(•$9,000) 

-33,000 
(-69,000) 
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B.  Program: 

1 .  General  Health  Services 

Res  &  Technology  Assessment   11        36,057,000  +8  -26,157,000 

Net  decrease  in  Budget  Authority        (141)     (50,513,000)  (+8)  (-823,000) 

is  offset  by  an  increase  in 

obligational  authority  using 

1%  evaluation  funds  and  Medicare 

Trust  Funds. 


2.  Medical  Treatment  Effectiveness   75        62,372,000  +2  -39,333,000 

Decrease  in  Budget  Authority  (75)     (67,252,000)  (+2)    (+4 .203 .000) 

is  offset  by  an  increase  in 

obligational  authority  using 

Medicare  Trust  Funds  and  1% 

evaluation  funds  for  this 

activity. 


Total,  decreases   +10  -65,523,000 

(+10)  (+3,311,000) 


Net  change,  Budget  Authority 
Net  change,  Obligations  


+12  -64,592,000 
(+12)  (+5,082,000) 
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Budget  Authority  by  Activity 
(Dollars  in  thousands) 


1991 
Actual 


FTE  Amount 


1992 
Appropriation 
FTE  Amount 


1993 
Estimate 


FTE 


1.  General  Health  Services 
Research  &  Technology 

Assessment  BA  

Scorable  BA  

1%  Evaluation  

Total  Operational  Level.. 

2.  Medical  Treatment 
Effectiveness  Program  BA. 

Scorable  BA  

1%  Evaluation  

Total  Operational  Level.. 

3.  Program  Support  BA  

Total,   Budget  Authority.. 

Total  Scorable  Budget 
Authority  

Total  1%  Evaluation  

Total,  Operations  1/  


$  35,676 
(36,688) 
[13,444] 
50,132 


57,805 
(62,685) 
[---] 
62,685 


34  1.11k  40 

202  95,755  256 

(101 ,647) 
[13  ,444] 
115,091 


$  36,057 
(37,069) 
[13,444] 
50,513 


62,372 
(67,252) 
[----] 
67,252 


2.246 


100,675 

(106,567) 
[13  ,444] 
120,011 


149      $  9,961 
(11,011) 
[39,544] 
50,555 


23,507 
(60,230) 
[11 ,693] 

71  ,923 


42 
268 


2-615 
36,083 

(73 ,856) 
[51  ,237] 
125,093 


1/  Excludes  the  following  amounts  for  reimbursements:  FY  1991  -  $1,768,000  ($1,268,000 
for  National  Research  Service  Awards  (NRSAs)  and  $500,000  for  other  reimbursements); 
FY  1992  -  $6,585,000  ($1,732,000  for  NRSAs  and  $4,853,000  for  other  reimbursements); 
FY  1993   -  $6,585,000  ($1,732,000  for  NRSAs  and  $4,853,000  for  other  reimbursements). 
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Budget  Authority  by  Object 


Total  number  of  full-time 

permanent  positions  

Total  compensable  workyears: 

Full-time  equivalent  employment. 

Full-time  equivalent  of 

overtime  and  holiday  hours  

Average  SES  salary   $ 

Average  GS  grade  

Average  GS  salary   $ 


Increase 

1992  1993  or 

Approp.  Estimate  Decrease 


236                           248  +12 

256  1/                      268  1/  +12 

1  1 

102,396            $         107,210  +  $  4,814 

11.1                         11.3  +.2 

32,423           $          35,865  +  $  3,442 


Personnel  compensation: 


Full-time  permanent  

$     9,319,000  1/ 

$  6,548,000 

-$2,771 ,000 

(10,321 ,000) 

( 11  ,891  ,000) 

(  +  1  ,570,000) 

Other  than  full-time  permanent.. 

1 ,341 ,000  1/ 

792  ,000 

-549 ,000 

(3,255,000) 

(3,095,000) 

(-160,000) 

Other  personnel  compensation.... 

432,000  1/ 

278,000 

-154,000 

(529 

000) 

(558 

.000) 

(  +  29  ,000) 

Total  personnel  compensation.. 

11 ,092,000  1/ 

7  ,618,000 

-3  ,474 ,000 

(14,105 

,000) 

(15 ,544 

,000) 

(  +  1  ,439  ,000) 

Personnel  benefits  

2,335 

,000  1/ 

1  ,520 

,000 

-815,000 

(2,993 

,000) 

(3,142 

,000) 

(+149,000) 

Travel  and  transportation 

of  persons  

287 

,000  1/ 

392 

,000 

+105,000 

(459 

,000) 

(638 

,000) 

(+179,000) 

Transportation  of  things  

90 

,000 

61 

,000 

-29,000 

(106 

,000) 

(115 

,000) 

(+9,000) 

Rent,   communications,   and  utilities: 

Rental  payments  to  GSA  

1  ,594 

,000 

1  ,352 

,000 

-242,000 

(1  ,993 

,000) 

(2,292 

,000) 

(+299,000) 

Communications,  utilities,  and 

miscellaneous  charges  

531 

,000 

365 

,000 

-166,000 

(660 

,000) 

(665 

,000) 

(+5,000) 

Printing  and  reproduction  

1  ,690 

,000 

936 

,000 

-754  ,000 

(1  ,765 

,000) 

(1  ,765 

,000) 

(---) 

Other  services  

8,649 

,000  1/ 

4,253 

,000 

-4  ,396,000 

(15,430 

,000) 

(15  ,424 

,000) 

(-6,000) 

Project  contracts  

17  ,952 

,000 

5,047 

,000 

-12,905,000 

(25,807 

,000) 

(29,256 

,000) 

(  +  3  ,449 ,000) 
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Supplies  and  materials                                               224,000  140,000  -84,000 

(227,000)  (228,000)  (+1,000) 

Equipment                                                                       529,000  348,000  -181,000 

(764,000)  (810,000)  (+46,000) 

Grants,  subsidies,  and 

contributions                                                       55, 702, QQQ    1/        14.051.000  -41  .651  .000 

(55. 7Q2, QQQ)  (55, 214, QQQ)  (-488, 000) 

Total  budget  authority                                   100,675,000  36,083,000  -64,592,000 

Total,  obligations                                        (120,011,000)  (125,093,000)  (  +  5,082,000) 


1/        Includes  administrative  adjustments  to  the  FY  1993  President's  Budget. 
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SIGNIFICANT  ITEMS  IN  HOUSE  AND  SENATE 
APPROPRIATION  COMMITTEE  REPORTS 


Action  Taken  or  to  be  Taken 


Chiropractic  Treatment 

1.     HOUSE  (Rpt,    102- 121 )  p,  U9) 
"The  Committee  has  again  heard 
testimony  on  the  need  to  study  the 
effectiveness  of  chiropractic 
treatment.     We  were  encouraged  to 
learn  from  the  Department's  fiscal 
year  1991  report  to  us  that  research 
on  the  effectiveness  of  chiropractic 
spinal  manipulation  is  expected  to 
be  part  of  a  Patient  Outcomes 
Research  Team  on  low  back  pain.  We 
encourage  the  agency  to  include  an 
evaluation  of  chiropractic  treatment 
in  other  studies  of  the  prevention 
and  treatment  of  neuromusculo- 
skeletal  disorders  and  ask  that  the 
Department  be  prepared  to  present 
further  testimony  on  this  topic 
during  the  fiscal  year  1993 
hearings . " 


At  the  University  of  Washington,  the 
Patient  Outcomes  Research  Team 
(PORT)  on  low  back  pain  has 
initiated  a  pilot  comparative  study 
of  the  treatment  of  low  back 
problems  by  means  of  physical 
therapy  or  chiropractic  spinal 
manipulation  provided  under  the 
auspices  of  the  Group  Health  Health 
Maintenance  Organization  (HMO)  in 
Seattle.     The  pilot  may  lead  to  a 
full-scale  clinical  trial.     This  is 
a  direct  response  to  AHCPR's 
interest  in  evaluating  chiropractic 
treatment  and  the  participation  of 
chiropractors  on  the  advisory 
committee  of  the  low  back  pain  PORT. 

AHCPR  also  awarded  in  FY  1991  a 
grant  to  study  the  treatment  of  low 
back  problems  in  the  outpatient 
setting.     This  study,    led  by  Timothy 
Carey,  M.D.   of  the  University  of 
North  Carolina  at  Chapel  Hill,  will 
evaluate  patient  outcomes  and  costs 
involved  in  treatment  by  primary 
care  physicians,  surgical 
specialists,  and  chiropractors. 
Both  urban  and  rural  chiropractors 
are  included.     The  low  back  pain 
PORT  and  this  second  study  are 
collaborating  on  the  design  of 
telephone  surveys  and  cost- 
effectiveness  analysis. 


AHCPR  staff  involved  in  medical 
effectiveness  research  will  continue 
to  identify  and  work  with 
prospective  applicants  to  help 
promote  new  outcomes  research  on 
chiropractic  care. 

Chiropractors  are  also  included  in 
the  new  clinical  practice  guideline 
panel  on  chronic  low  back  pain. 
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Hospital  Information  Systems 


Action  Taken  or  to  be  Taken 


2.    HOUSE  (Rpt.   102-121)  p.  120 

"The  Committee  is  aware  that  the 
AHCPR  Office  of  Science  and  Data 
Development  is  working  to  link 
clinical  data  bases  from  a  group  of 
hospitals  which  use  fully  integrated 
hospital  information  systems 
directly  utilized  by  patient  care 
providers.     The  Committee  recognizes 
the  benefit  of  this  initiative  in 
generating  medical  outcomes  data  and 
encourages  the  Office  of  Science  and 
Data  Development  to  continue  this 
project  with  appropriated  funds. 
The  Committee  encourages  the  agency 
to  use  the  data  generated  from  this 
initiative  to  document  the 
relationship  between  professional 
utilization  (order  entry)  of 
hospital  information  systems  and 
qua lity  of  care . " 


In  1972,   the  National  Center  for 
Health  Services  Research  (the 
AHCPR' s  predecessor)  supported  the 
evaluation  of  a  comprehensive 
hospital  information  system  at  the 
El  Camino  Hospital,  Mountain  View, 
California.     The  system  was  designed 
to  serve  as  a  communications  and 
data  processing  facility  for  most  of 
the  hospital's  nursing  and  ancillary 
departments.     The  evaluation 
included  comparisons  between  El 
Camino  and  other  hospitals  in  their 
area.     The  results  of  this 
evaluation  indicated  that  there  were 
many  quality,   time  and  cost  benefits 
with  automation. 

At  the  direction  of  both  the  House 
(Rpt.   101-591)  and  Senate  (Rpt.  101- 
516)  Committee  on  Appropriations, 
AHCPR  awarded  a  contract  in  FY  1991 
to  carry  out  an  evaluation 
comparable  to  the  original  one.  The 
purpose  is  to  determine  what 
benefits  the  hospital  may  have 
sustained  from  automation.  Trends, 
noted  in  the  earlier  study,  towards 
increased  productivity,  increased 
quality  of  care,  decreased  length  of 
stay  and  reduced  personnel  turnover 
will  be  measured.     An  important 
added  feature  of  this  evaluation  is 
the  study  of  the  extent  to  which  the 
clinical  data  collected  in  the 
system  is  useful  in  carrying  out 
medical  effectiveness  research.  A 
survey  of  other  vendor  systems 
incorporating  this  type  of  clinical 
data  is  included  in  the  contract. 
The  study  will  be  documented  in  a 
report  scheduled  for  completion  in 
October  1992. 


Rural  Health  Research 

3.    SENATE  (Rpt.    102-104)  p.  165 
The  Committee  is  pleased  with 
AHCPR' s  efforts  to  increase  rural 
health  service  research  and 
appreciates  the  periodic  report 


3.    AHCPR  will  submit  a  summary  of  the 
periodic  report  on  first-time 
grantees  funded  for  rural  health 
services  research  after  FY  1992. 
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Item 

submitted  to  the  Committee  on  the 
first-time  grantees  funded  for  rural 
health  research  in  fiscal  year  1990 
and  fiscal  year  1991. 

Women,  Minorities  pnd  Rural  Populations 

4.    SENATE  (Rpt.   102-104)  p.  165 

The  Committee  is  concerned  that, 
because  AHCPR's  research  will  form 
the  basis  for  health  policies  into 
the  next  century,   studies  conducted 
and  data  collected  must  be  relevant 
to  the  entire  population  and  not 
simply  to  certain  sectors.  The 
Committee  expects  that  studies 
funded  by  AHCPR  should  continue  to 
include  women,  minorities,  and  rural 
populations . 


NMES 

5.    SENATE  (Rpt.   102-1041  p.  166 

The  national  medical  expenditure 
survey  (NMES)  provides  national  and 
regional- level  estimates  on  what 
medical  care  Americans  use,  what 
they  spend  for  this  care,  and  how  it 
is  financed.     As  constructed  in  the 
past,  the  NMES  survey  sample  did  not 
include  a  sufficient  number  of 
households  to  develop  estimates  for 
rural  areas  within  nonmetropolitan 
counties,  such  as  frontier  areas. 
The  Committee  would  like  the  next 
NMES,  which  is  schedules  for  the 
mid-1990's,   to  provide  data  on  a 
broader  rural -urban  continuum.  The 
Committee  looks  forward  to  receiving 
AHCPR's  report  before  next  year's 
hearings  outlining  the  costs  for  a 
range  of  alternatives  for  developing 
a  more  complete  rural  data  base  as 
part  of  the  next  NMES. 

Msdicgl  Trqetment  Ef f gctivenqss  Program 


6.    Senate  (Rpt,   1Q2-1Q4  p,  16fr) 

The  Committee  is  pleased  with  the 
progress  AHCPR  is  making  on 
dissemination  activities,  working 
with  HRSA,  and  the  National  Library 
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Action  Taken  or  to  be  Taken 


4.    Given  the  importance  of  these 

populations,  AHCPR  will  continue  to 
comply  with  this  request. 


5.    The  Assistant  Secretary  for 

Management  and  Budget  submitted  this 
report  to  the  House  and  Senate 
Committee  on  Appropriations  on 
November  27 ,   1991 . 


6.    AHCPR  will  continue  to  support 

research  and  demonstrations  of  broad 
based  dissemination  programs  to 
determine  the  best  methods  of 
educating  all  types  of  health  care 
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Item 


Action  Taken  or  to  be  Taken 


of  Medicine.     The  Committee  hopes 
that  the  Agency  will  continue  to 
support  demonstrations  of  broadbased 
dissemination  programs  to  determine 
the  best  methods  of  educating  the 
range  of  health  care  practitioners 
on  the  most  effective  and 
appropriate  health  care  practices. 
The  Committee  is  encouraged  that 
AHCPR  is  examining  the  feasibility 
of  linking  private  and  public  data 
bases  for  outcomes  research. 


7.    Senate  (Rpt,    1Q2-1Q4  p,  16$) 

The  Committee  urges  that  a  variety 
of  practice  disciplines  that 
contribute  to  the  quality  of  patient 
care,  such  as  nursing,  physical 
therapy,  and  psychology  be  included 
as  components  of  medical  outcome 
research  initiatives.     The  Committee 
commends  the  multidisciplinary  focus 
of  the  early  clinical  practice 
guidelines.     The  Committee  urges 
AHCPR  to  continue  to  work  with  the 
National  Center  for  Nursing 
Research. 


practitioners  on  the  most  effective 
and  appropriate  health  care 
practices.     To  help  determine  how 
dissemination  can  be  most  effective 
in  this  regard,  a  Request  for 
Applications  (RFA)  was  issued  in 
early  1991  soliciting  applied 
research  applications.  Three 
dissemination  projects  were  funded 
in  FY  1991  as  a  result  of  the  RFA 
and  more  awards  are  anticipated  in 
FY  1992.     Funded  projects  are 
examining  the  dissemination  of 
clinical  guidelines  for  oral 
surgeons  and  dentists;  a 
demonstration  of  the  use  of  feedback 
data  and  research  findings  by 
physician  specialty  study  groups  to 
change  practice  patterns;  and  the 
dissemination  of  prevention  practice 
guidelines  to  physicians  serving 
inner-city  minorities. 

AHCPR  is  working  to  assure  that  a 
multidisciplinary  approach  is  a 
necessary  condition  for  AHCPR 
patient  outcomes  research.  For 
example,   recent  awards  have  involved 
physical  therapists  collaborating 
with  other  providers  to  evaluate 
alternative  treatment  strategies  for 
low  back  pain.     Physical  and 
occupational  therapists  are  also 
part  of  a  team  evaluating  the  cost 
effectiveness  of  the  use  of  physical 
and  occupational  therapies  in  the 
clinical  management  of  hip  fracture 
and  total  hip  replacement. 
Psychologists  are  involved  in  an 
AHCPR- supported  study  by  RAND  of 
variations  in  the  process  and 
outcomes  of  care  for  depression. 


AHCPR  has  always  considered  the 
contribution  of  nurses  to  be 
critical  in  the  conduct  of  patient 
outcomes  research  and  the 
development  of  clinical  practice 
guidelines.     Accordingly,  AHCPR 
staff  has  actively  participated  with 
colleagues  of  the  National  Center 
for  Nursing  Research  (NCNR)   in  joint 
research  papers  and  in  conferences 
devoted  to  medical  effectiveness 
research  as  related  to  the  interests 
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Senate  (Fpt.  1Q2-1Q4  p,  167) 

Additional  funding  for  dissemination 
has  been  provided  to  AHCPR  for  three 
purposes.     First,   it  should  support 
the  broad  dissemination  of  clinical 
practice  guidelines,   and  findings 
from  medical  effectiveness  and 
outcomes  research.     The  variety  of 
audiences  for  this  information  will 
require  a  heavy  initial  investment 
to  ensure  that  specific  products  are 
tailored  to  each  audience.  Second, 
this  additional  money  could  be  used 
to  expand  the  agency's  existing 
dissemination  activities   (such  as 
publications  and  conferences)  to 
widen  its  reach  and  effectiveness. 
Finally,  a  significant  amount  of  the 
funds  should  be  allocated  to  support 
more  applied  research  and 
demonstrations  on  the  most  effective 
dissemination  strategies  for  target 
audiences  for  practice  guidelines 
and  other  results  from  outcomes 
research.     In  this  regard,  one 
important  issue  to  the  Committee  is 
how  to  disseminate  guidelines  in  a 
way  that  will  encourage  doctors  to 
change  the  way  they  practice 
medicine . 


Action  Taken  or  to  be  Taken 

of  the  nursing  profession.  Further, 
AHCPR  general  health  services 
extramural  research  staff  are 
currently  working  with  NCNR  staff  on 
a  collaborative  grant  program 
announcement  on  Community  Care  for 
the  Elderly. 

8.    AHCPR  has  focused  its  dissemination 
resources  on  all  three  areas 
referenced  in  the  Senate  report. 
First,   individualized  strategies 
have  been  developed  for  each 
clinical  practice  guideline  and 
other  findings  developed  under  AHCPR 
auspices.     Each  dissemination 
strategy  will  use  different 
mechanisms  and  products  to  reach 
specific  audiences   --  consumers, 
health  care  practitioners ,  the 
health  care  industry,  policy  makers, 
researchers  and  the  press.  Second, 
AHCPR  has  increased  the  number  of 
conferences  it  supports  and  in  1991 
issued  a  request  for  conference 
applications  in  the  KIH  Guide.  A 
large  number  of  publications  related 
to  clinical  practice  guidelines  and 
other  AHCPR  research  projects  will 
be  published  as  well.  Finally, 
AHCPR' s  request  for  applications  for 
applied  dissemination  research 
specifically  focuses  on  the  need  to 
learn  how  best  to  disseminate  AHCPR 
products  in  ways  which  will 
facilitate  practitioner  behavior 
change . 
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Authorizing  Legislation  1/ 


General  Health  Services 
Research  and  Technology 
Assessment : 

Title  IX  and  Section 
301  PHSA,  Section 
926(a)  


Medical  Treatment 
Effectiveness  Program  3_/: 
Title  IX  of  the  Public 
Health  Service  Act 
(PHSA)  and 
Part  A  of  Title  XI 
of  the  Social 
Security  Act  (SSA) 
Section  1142(i).4/ 

Budget  Authority  

Medicare  Trust  Funds.. 
Subtotal  BA  &  MTF . . . 

Program  Support: 

Section  301  PHSA  

Appropriation  Transfer: 
201(g)  SSA  1/  

Evaluation  Funds: 
Section  926(b) 
PHSA  £/  

Total  BA  appropriation.  .  . 

Total  BA  appropriation 
against  definite 

authorizations  

Sec.   1142  SSA  MTF  


1992 
Amount 
Authorized 


$  70,000,000 


36,600,000 
(73,4QQ,C)QQ) 
110,000,000 


Indefinite 


1992  1993 

Appro-  Amount  1993 

priatipn         Authorized   Request 


$36,057,000 


2/ 


$  9,961,000 


62,372,000  44,400,000  23,507,000 

(4,88Q,Q0Q)  (103,600.000)  (36.723.000) 
67,252,000         148,000,000  60,230,000 


2,246,000  Indefinite  2,615,000 

(1,012,000)         Indefinite  (1,050,000) 


49.944.000  (13  .444  .000) 

100,675,000 


106,600,000  98,429,000 
(73,400,000)  (4,880,000) 


2/ 


(51  .237.000) 
36,083,000 


33  ,468,000 
(36,723,000) 


1/        Section  487(d)(3)(B)  PHSA  makes  one  half  of  one  percent  of  the  funds 
appropriated  to  NIH  and  ADAMHA  for  National  Research  Service  Awards 
available  to  AHCPR.     Because  these  reimbursable  funds  are  not  included  in 
AHCPR's  appropriation  language,  they  have  been  excluded  from  this  table. 
FY  1992  amount:     $1,732,000;  FY  1993  estimate:  $1,732,000. 
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2/        Title  IX  of  the  PHS  Act  expires  September  30,   1992.  Reauthorizing 
legislation  is  pending. 

3_/        Pursuant  to  Section  1142  of  the  Social  Security  Act,  FY  1993  funds  for  the 
medical  treatment  effectiveness  activity  are  to  be  appropriated  against 
the  total  authorization  level  in  the  following  manner:     70%  of  the  funds 
are  to  be  appropriated  from  Medicare  Trust  Funds  (MTF) ;  30%  of  the  funds 
are  to  be  appropriated  from  general  budget  authority.     The  Department  is 
not  proposing  a  70%  -  30%  split  in  FY  1993. 

4/        Funds  appropriated  against  Title  XI  of  the  Social  Security  Act 

authorization  are  from  the  Federal  Hospital  Insurance  and  the  Federal 
Supplementary  Medical  Insurance  Trust  Funds. 

5_/        Appropriation  transfer  is  from  the  Federal  Hospital  Insurance  and  the 
Federal  Supplementary  Medical  Insurance  Trust  Funds  as  authorized  by 
Section  201(g)  of  the  Social  Security  Act  for  health  care  technology 
assessment  and  cost  containment  activities. 

6V        Section  926(b)  PHSA  makes  available  to  AHCPR  an  amount  equal  to  40  percent 
of  the  maximum  amount  authorized  in  Section  2711  of  the  PHSA.  Funds 
requested  will  be  allocated  to  general  health  services  research 
($39,544,000)  and  medical  treatment  effectiveness  ($11,693,000). 
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Appropriation  History  Table 
Agency  for  Health  Care  Policy  and  Research 


Budget 
Estimate 
to  Congress 


House 

Allowance 


Senate 
Allowance 


Appropriation 


1990 

Budget  Authority  1/ 
Trust  Fund 
1%  Evaluation 
Total 

1991 

Budget  Authority..       $  39,126,000 

Trust  Fund   29,037,000 

17.  Evaluation   40.776.000 

Total   $108,939,000 

1992 

Budget  Authority..       $  34,283,000 

Trust  Fund   37  ,773  ,000 

1%  Evaluation   49.944.000 

Total   $122,000,000 

1993 

Budget  Authority..        $  36,083,000 

Trust  Fund   37  ,773  ,000 

1%  Evaluation   51 .237 .000 

Total   $125,093,000 


1/ 


$  68,579,000  $  91  ,335,000 
6,037,000  6,037,000 
13,776,000  4Q,776,0Q0 


$  50,191,000 
6,037,000 
41,443,000 
$  97,671,000 


95,755,000 
5,892,000 
13  .444 .000 


,392,000  $138,148,000  $115,091,000 


$  95,756,000  $  69,283,000 
5,892,000  7,773,000 
13  .444  .000      49 .944 .000 
$115,092 ,000  $127  ,000,000 


$100,675,000 
5,892,000 
13  ,444  .000 
$120,011 ,000 


1/        The  FY  1990  President's  Budget,   the  FY  1990  House  Allowance,  and  the  FY  1990 
Senate  Allowance  did  not  include  funds  for  the  Agency  for  Health  Care  Policy 
and  Research  (AHCPR) .     The  AHCPR  was  established  on  December  19,   1990  by 
P.L.   101-239.     Funds  for  the  AHCPR's  predecessor,  the  National  Center  for 
Health  Services  Research  and  Health  Care  Technology  Assessment,  were 
previously  included  in  the  budget  estimates  submitted  by  the  Office  of  the 
Assistant  Secretary  for  Health. 


53-634   0—92  44 
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Justification 


Health  Care  Policy  and  Research 


Increase 

FY  1992  FY  1993  or 

 Appropriation    Estimate    Pecrease  

FTE                          BA  HE                           M  FT£  BA 

1.  General  Health  Services 

Research  and  Health 

Technology  Assessment          141      $  36,057,000  149        $    9,961,000  +8  -$26,096,000 

HIVS/AIDS  (non-add)              (10)       (10,135,000)  (10)          (9,875,000)  ---  (-260,000) 

(Obligations)                                     (50,513,000)  (50,555,000)  (+42,000) 

2.  Medical  Treatment 

Effectiveness                         75          62,372,000  77            23,507,000  +2  -38,865,000 

(Obligations)                                     (67,252,000)  (71,923,000)  (+4,671,000) 

3.  Program  Support                         40           2,246,000  42             2,615,000  +2  +369,000 

(Obligations)      (2.246.QQQ)    (2,615,000)    (  +  369.000) 

Total,  Budget 

Authority                                      256        100,675,000  268           36,083,000  +12  -64,592,000 

)il,  Obligations                                     (120,011,000)  (125,093,000)  (  +  5,082,000) 
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General  Statement 

The  purpose  of  the  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  is  to 
enhance  the  quality,  appropriateness,  and  effectiveness  of  health  care 
services  and  to  improve  access  to  quality  health  care.     The  AHCPR  was 
established  in  December  1989  by  the  Omnibus  Budget  Reconciliation  Act  of  1989, 
P. L. 101-239  and  is  the  Federal  government's  focal  point  for  health  services 
research  including  medical  effectiveness  research. 

The  AHCPR  budget  is  presented  in  three  activities:     (1)  General  Health 
Services  Research  and  Technology  Assessment  (which  includes  the  AHCPR' s  health 
services  research  program  on  HIV/AIDS) ;   (2)  Medical  Treatment  Effectiveness 
Program;  and  (3)  Program  Support.     The  President's  FY  1993  appropriation 
request  of  $125,093,000  in  obligations  for  this  account  represents  current  law 
requirements.     No  proposed  law  amounts  are  included.     The  request  reflects  an 
increase  of  $5,082,000  in  obligations  over  the  FY  1992  level  for  this  account. 
The  request  for  obligations  is  comprised  of: 


Budget  Authority  $  36,083,000 

Transfers  from  the  Medicare  Trust  Funds   37  .773  .000 

Subtotal,  Scorable  Budget  Authority  "   73,856,000 

One-percent  Evaluation  Funds   51  .237  .000 

Total,  appropriation  request  $125,093,000 


There  is  a  growing  consensus  in  America  that  the  nation  is  not  using  resources 
for  health  care  in  an  equitable,  effective,  or  efficient  manner.  The  evidence 
to  support  this  view: 

•  America  now  spends  more  than  $700  billion  on  health  care,  a  larger 
percentage  of  the  Gross  National  Product  (GNP)  than  any  other  nation. 
Yet  other  developed  countries  such  as  Canada  have  lower  infant  mortality 
rates,   lower  maternal  mortality  rates,  and  longer  life  expectancy. 

•  Health  care  spending  now  accounts  for  almost  12%  of  the  GNP  and  14%  of 
the  Federal  budget.     Health  premiums  paid  by  firms  for  their  employees 
amount  to  more  than  100%  of  their  after-tax  profits.     Yet  36  million 
Americans  were  uninsured  in  1987  and  millions  more  had  inadequate 
insurance,  placing  them  at  risk  for  financial  disaster  in  the  event  of 
serious  illness. 

•  Disease  outcome  measures  for  many  conditions  show  that  African-American 
and  Latino  populations  have  higher  mortality  rates  than  does  the  white 
population. 

Problems  such  as  these  can  be  addressed  effectively  only  when  we  understand 
the  dimensions  of  the  issues,   the  social  and  financial  implications  of 
proposals  for  change,  and  the  most  effective  ways  to  achieve  the  quality  and 
equity  we  expect  from  our  health  care  system.     These  are  among  the  problems 
being  addressed  by  AHCPR. 

The  AHCPR  serves  as  a  compass  for  the  Administration,   the  Congress,  and  the 
nation  in  their  efforts  to  guide  the  nation's  health  care  system.     The  role  of 
AHCPR  is  to  provide  data  and  information  about  the  health  care  system  and  the 
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AHCPR  is  to  provide  data  and  information  about  the  health  care  system  and  the 
direction  in  which  the  system  is  going,   in  order  to  assist  policy  makers  at 
the  Federal,   state,  and  local  levels  of  government  in  developing  health  policy 
and  programs . 

Experience  clearly  demonstrates  that  health  services  research  has  shaped 
public  policy  and  the  nation's  health  care  programs.     But  research  findings 
are  only  useful  to  policy  makers  if  the  findings  are  available  when  these 
decision  makers  address  the  issues. 

In  practical  terms,  the  commitment  to  health  services  research  must  be 
significant  and  continuous.  The  time  frames  for  biomedical  and  health 
services  research  are  often  similar.  Addressing  complex  problems  in  our 
social  and  economic  system  takes  at  least  as  long  as  it  does  to  move  a 
biomedical  research  finding  from  the  lab  bench  to  the  bedside.  Thus,  health 
services  research  must  be  anticipatory:  our  investments  today  must  be 
designed  to  solve  the  problems  we  will  (still)  face  3-5  years  ahead. 

Despite  the  clear  evidence  that  health  services  research  has  made  and  can 
continue  to  make  significant  positive  contributions  to  the  health  policy 
making  process,  the  cupboard  of  health  services  research  findings  is  painfully 
bare  when  it  comes  to  addressing  the  fundamental  questions  of  our  health  care 
system  today:     cost,  financing,  quality,  access,  and  equity.     This  is  not  a 
failure  of  foresight;  the  issues  were  clear  in  the  1980s. 

Health  policy  issues  can  seldom  be  compartmentalized;  neither  can  health 
services  research.     Thus,  the  key  policy  initiatives  being  addressed  by  AHCPR 
in  FY  1993  are  closely  related;  they  focus  on  options  to  make  the  health  care 
system  produce  less  expensive,  more  accessible,  and  better  quality  products. 
The  AHCPR  is  placing  a  high  priority  on  assuring  coordination  among  its 
programs  in  general  health  services  research,  health  care  technology 
assessment,  and  medical  treatment  effectiveness  in  addressing  the  following 
policy  concerns: 

•  Enhancing  Medical  Practice 

•  Health  Insurance,  Health  Expenditures,  and  Cost  of  Care 

•  Primary  Care 

The  FY  1993  appropriations  request  of  $125,093,000  for  AHCPR  is  a  reflection 
of  the  Administration's  commitment  to  engage  the  major  problems  in  our  health 
care  system  through  increased  funding  for  health  systems  research  and  clinical 
guideline  development  activities. 
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PROGRAM  ACCOMPLISHMENTS 

The  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  was  established  in 
December  1989  by  P.L.  101-239  as  the  successor  to  the  National  Center  for 
Health  Services  Research  and  Health  Care  Technology  Assessment  (NCHSR) . 

Research  supported  and  conducted  by  AHCPR  and  its  predecessor  has  been  a  major 
source  of  information  for  health  care  providers  and  for  Federal  and  State 
health  care  policymakers.     AHCPR  data,  analyses,  syntheses,  demonstrations, 
and  evaluations  address  current  health  policy  issues  and  identify  potential 
resolutions . 


MEDICAL  TREATMENT  EFFECTIVENESS  PROGRAM 

The  purpose  of  AHCPR' s  Medical  Treatment  Effectiveness  Program  (MEDTEP)  is  to 
improve  the  effectiveness  and  appropriateness  of  clinical  practice.  The 
MEDTEP  encompasses  four  major  activities:  development  of  databases;  research; 
development  of  clinical  practice  guidelines;  and,  dissemination  of  research 
findings  and  clinical  practice  guidelines. 


DATA  DEVELOPMENT 

The  AHCPR' s  Office  of  Science  and  Data  Development  (OSDD)  ,  which  has  primary 
responsibility  for  data  development,  held  several  planning  meetings  and 
workshops  to  explore  issues  such  as  improving  the  uniformity  of  research- 
related  data  and  linking  Federal  and  private  sector  data  bases.     The  results 
of  this  first  year  of  work  are  summarized  in  the  1991  mandated  report  to 
Congress  entitled,   "The  Feasibility  of  Linking  Research-Related  Data  Bases  to 
Federal  and  Non-Federal  Medical  Administrative  Data  Bases."     This  report  was 
required  by  P.L.  101-239. 

In  FY  1991,  in  response  to  directives  from  both  the  House  and  Senate 
Committees  on  Appropriation,  AHCPR  awarded  a  contract  to  describe  the  current 
state  of  development  of  comprehensive  hospital  information  systems.  This 
contract,  monitored  by  OSDD,   is  using  the  1975  NCHSR  evaluation  at  El  Camino 
Hospital  as  a  base.     Features  of  currently  available  systems  will  be  described 
with  special  emphasis  on  the  capture  and  storage  of  clinical  data  useful  for 
medical  effectiveness  research. 


MEDICAL  EFFECTIVENESS   -   PATIENT  OUTCOMES  RESEARCH 

MEDTEP  research  activities  have  expanded  in  scope  to  include  the  full  range  of 
topics  specified  in  the  AHCPR  authorizing  legislation.     The  research  portfolio 
includes  studies  of  care  provided  by  a  wide  range  of  health  professionals, 
increased  attention  to  the  effectiveness  of  pharmaceutical  interventions,  and 
an  active  commitment  to  studies  of  health  care  topics  of  particular  relevance 
for  minority  populations". 

Through  MEDTEP  grants,   contracts,  and  staff  projects,  AHCPR  generates 
scientific  and  policy- relevant  information  on  the  relative  effectiveness  of 
alternative  strategies  used  to  prevent,  diagnose,   treat,  and  manage  common 
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diseases  and  conditions.     MEDTEP  research  encompasses  a  variety  of  acute  and 
chronic  conditions  that  affect  large  numbers  of  people  and  for  which 
scientific  uncertainty  underlies  variations  in  practice.     Emphasis  is  placed 
on  conditions  which  entail  substantial  public  expenditure,  particularly 
through  the  Medicare  or  Medicaid  program. 

Pflticnt  Outcome?  Research  Teams  (FORT 8 ) 

In  1989,  four  multidisciplinary  research  teams  were  funded  to  initiate  major 
studies  on  the  patient  outcomes  associated  with  alternative  care  for  low  back 
pain,  heart  attacks,  cataracts,  and  benign  prostate  disease.     These  projects, 
known  as  Patient  Outcomes  Research  Teams  (PORTs),  are  now  in  the  third  year  of 
a  five-year  funding  period.     In  FY  1990  and  1991,  eight  additional  PORTs  were 
awarded.     Two  new  PORT  awards  are  planned  for  FY  1992.     AHCPR's  "PORTfolio" 
constitutes  only  part  of  the  total  MEDTEP  research  activity,  but  the  size  and 
scope  of  PORTs  gives  them  high  visibility  and  raises  expectations  regarding 
their  potential  impact. 

The  twelve  PORTS  active  as  of  December  1991  are  described  below. 
PORTS  Initially  Awarded  in  FY  1939: 


Back  Pain  Outcome  Assessment  Team:     University  of  Washington 
Accomplishments/Preliminary  Findings  of  the  Low  Back  Pain  PORT: 

•  Complication  rates  and  hospital  resource  use  were  closely  related  to  the 
nature  of  the  surgical  procedure.     In  particular,  any  procedure  involving 
a  lumbar  fusion  was  associated  with,  on  average,  a  doubling  in  the 
complication  rate,  after  controlling  for  patient's  age,  sex,  and 
diagnosis,  and  much  higher  cost. 

•  Patients  with  back  surgery  prior  to  the  index  operation  were  substantially 
more  likely  to  undergo  subsequent  reoperation  during  the  next  h  years. 

•  The  analysis  of  the  effectiveness  of  several  widely  used  diagnostic  tests, 
including  myelography,  magnetic  resonance  imaging,   computed  tomography, 
and  thermography,   suggest  that  these  tests  are  often  used  unnecessarily, 
or  that  one  is  used  when  another  may  be  more  specific  and  sensitive,  and 
less  invasive. 


The  Consequences  of  Variation  in  Treatment  for  Acute  Myocardial  Infarction 
(AMI):     Harvard  Medical  School 

Accomplishments/Preliminary  Findings  of  the  AMI  PORT: 

•     Cumulative  meta-analyses  conducted  by  the  AMI  PORT  reveal  that  life-saving 
treatments  for  patients  with  AMI  have  not  been  recommended  by  clinical 
experts  writing  review  articles  and  medical  textbooks  until  5  to  15  years 
after  they  were  proven  effective,  thus  missing  the  chance  to  postpone 
deaths  of  tens  of  thousands  of  people  each  year. 
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Variations  in  Cataract  Management:     Patient  and  Economic  Outcomes:  Johns 
Hopkins  University 

Accomplishments/Preliminary  Findings  of  the  Cataract  PORT: 

•  There  is  considerable  variation  in  the  techniques  used  to  treat  cataract 
patients  before,  during,  and  after  surgery. 

•  Annually,  about  200,000  Americans  undergo  laser  capsulotomy,  an  office 
procedure  used  to  remove  recurrent  opacification  of  the  lens  capsule 
following  cataract  surgery.     The  associated  cost  is  approximately  $200 
million.     Preliminary  analyses  by  the  PORT  suggest  that  laser  capsulotomy, 
while  generally  safe  and  effective,  may  double  the  risk  of  sight- 
threatening  retinal  complications  following  surgery. 

Assessing  Therapies  for  Benign  Prostatic  Hypertrophy  (BPH)  and  Localized 
Prostate  Cancer:     Dartmouth  Medical  School 

Accomplishments/Preliminary  Findings  of  the  Prostate  Disease  PORT: 

•  In  addition  to  transurethral  resection  of  the  prostate  (TURP) ,  which 
remains  the  most  common  procedure,  various  newer  procedures  for  the 
treatment  of  benign  prostatic  hyperplasia  and  localized  prostate  cancer 
are  in  use.     In  general,  data  are  inadequate  to  determine  the  relative 
effectiveness  of  these  treatments.     For  example,  after  conducting  a 
systematic  review  of  the  literature  on  balloon  dilation,  the  PORT 
concluded  that  methodological  flaws  and  short  follow-up  in  the  published 
studies  preclude  conclusions  about  the  value  of  balloon  dilation  for 
treatment  of  benign  prostate  disease. 

•  Early  findings  from  experiments  using  an  interactive  video  production  to 
explain  treatment  options  and  their  outcomes  show  that  most  patients  who 
view  the  video  choose  "watchful  waiting"  rather  than  surgery. 


PORTS  Initially  Awarded  in  FY  1990: 

Assessing  and  Improving  Outcomes:     Total  Knee  Replacements:  Indiana 
University 

Outcome  Assessment  of  Patient  with  Biliary  Tract  Disease:  University  of 
Pennsylvania 

NOTE:       During  the  project's  first  year,  adjustments  were  made  to  the 

research  plan  to  ensure  that  the  effectiveness  of  a  now  rapidly 
expanding  new  treatment,   laparoscopic  cholecystectomy,  will  be 
evaluated . 
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Outcome  Assessment  Program  in  Ischemic  Heart  Disease:  Duke  University  Medical 
Center 

NOTE:       Coronary  artery  disease  (CAD)  remains  the  leading  cause  of  death  and 
a  major  cause  of  morbidity  in  the  United  States.  Significant 
clinical  manifestations  of  CAD  are  seen  in  one  of  every  three  men  and 
one  of  every  ten  women  by  the  age  of  60. 

Accomplishments/Preliminary  Findings  of  the  Ischemic  Heart  Disease  PORT: 

•  One  analysis  appears  to  show  that  revascularization  of  the  left  main 
coronary  artery  ("left-main  disease")  yields  an  excellent  cost 
effectiveness  ratio  in  comparison  with  most  ischemic  heart  disease 
intervention  strategies. 

•  The  cost  effectiveness  of  streptokinase  for  patients  with  suspected  AMI  in 
different  locations  within  the  heart  has  also  been  explored.  Findings  to 
date  suggest  that  in  patients  for  whom  there  is  significant  suspicion  of 
anterior  MI,   streptokinase  is  most  beneficial.     For  patients  with 
significant  suspicion  of  MI  in  any  heart  location,  streptokinase  appears 
to  generate  a  reasonable  cost  effectiveness  score. 

Analysis  of  Practices:  Hip  Fracture  Repair  and  Osteoarthritis:  University  of 
Maryland 

Accomplishments/Preliminary  Findings  of  the  Hip  Fracture  and  Total  Hip 
Replacement  PORT: 

•  Preliminary  data  show  that  the  vast  majority  of  hip  fractures  occur  in 
non- institutionalized  elderly  persons.     However,  over  8  percent  occur  in 
elderly  nursing  home  residents  and  another  8  percent  in  hospital-to- 
hospital  transfers. 

•  The  type  of  operative  procedure  used  for  hip  fracture  repair  appears  to 
have  little  influence  on  either  mortality  or  nursing  home  admission. 

•  The  PORT'S  preliminary  analyses  of  hospital  admissions  data  show  that  the 
majority  of  total  hip  replacements  are  done  as  treatment  for 
osteoarthritis.     The  second  major  reason  for  total  hip  replacement  surgery 
is  hip  fracture,  accounting  for  another  quarter  of  hospital  admissions. 


Variations  in  the  Management  and  Outcomes  of  Diabetes:     New  England  Medical 
Center 

Assessment  of  the  Variation  and  Outcomes  of  Pneumonia:     University  of 
Pittsburgh 

Accomplishments/Preliminary  Findings  of  the  Community-Acquired  Pneumonia  PORT: 

•      Early  findings  suggest  that  a  substantial  proportion  of  patients 

hospitalized  with  pneumonia  could  be  safely  managed  in  an  ambulatory 
setting,  with  substantial  cost  savings. 
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Obstetrical  Decisionmaking  in  Labor  and  Delivery:     The  RAND  Corporation 

NOTE:       The  rate  of  cesarean  section  (C-section)  has  increased  steadily  over 
the  past  two  decades.     The  procedure  is  now  performed  in  1  of  every  A 
deliveries,  making  it  the  most  common  inpatient  surgical  procedure  in 
the  U.S.     Despite  consensus  conferences  and  publication  of  practice 
guidelines,  wide  variations  in  rates  continue  to  exist  across 
geographic  areas  and  population  groups.     The  clinical  controversies 
surrounding  appropriate  indications  for  C-section  and  other 
obstetrical  procedures  remain  unresolved. 

New  PORT  Awarded  jn  FY  1991: 

Secondary  and  Tertiary  Prevention  of  Stroke:     Duke  University 
PEVELQPMENT  QF  CLINICAL  PRACTICE  GUIDELINES 

In  FY  1990,  the  AHCPR  established  the  Office  of  the  Forum  for  Quality  and 
Effectiveness  in  Health  Care.     Through  the  Forum,   the  AHCPR  promotes  the 
quality,  appropriateness,  and  effectiveness  of  health  care  by  arranging  for 
the  development,   review,  and  updating  of  clinically  relevant  guidelines  for 
specific  conditions.     Health  care  providers,  educators  and  consumers  will  use 
these  guidelines  to  help  determine  how  to  prevent,  diagnose,   treat  and  manage 
health  conditions  most  effectively. 

In  FY  1991,  the  Forum  established  policies,  methodologies,  and  processes  for 
the  development  of  16  guidelines  --   13  developed  through  convened  expert 
panels  and  3  facilitated  by  the  contract  mechanism. 

The  thirteen  panels  that  have  been  convened  to  develop  clinical  guidelines  are 
addressing  the  following  diseases  and  disorders: 

•  Management  of  Functional  Impairment  due  to  Cataract  in  the  Adult 

•  Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia  (BPH) 

•  Acute  Pain  Management:  Operative  or  Medical  Procedures  and  Trauma 

•  Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary  Care  Settings 

•  Delivery  of  Comprehensive  Care  in  Sickle  Cell  Disease 

•  Prediction,  Prevention,  and  Early  Intervention  of  Pressure  Ulcers 

•  Urinary  Incontinence  in  the  Adult 

•  Management  of  Cancer- related  Pain 

•  Treatment  of  Stage  Two  and  Greater  Pressure  Ulcers 

•  HIV  Positive  Asymptomatic  Patients:  Evaluation  and  Early  Intervention 


•      Low  Back  Problems 
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•  Quality  Determinants  of  Mammography 

•  Alzheimer's  Screening 

In  addition  to  these  thirteen  panels,  in  FY  1991  the  AHCPR  has  awarded  three 
contracts  to  develop  guidelines  for: 

•  Diagnosis  and  Treatment  of  Heart  Failure  Secondary  to  Coronary  Vascular 
Disease:     The  RAND  Corporation 

•  Otitis  Media  in  Children:     American  Academy  of  Pediatrics 

•  Post  Stroke  Rehabilitation:     Center  for  Health  Economics  Research 


PISSEMINATIPN 

In  preparation  for  the  release  of  the  first  AHCPR - connnis s ioned  clinical 
practice  guidelines,  in  FY  1991  the  AHCPR' s  Center  for  Research  Dissemination 
and  Liaison: 

•  Established  a  contractor- operated  clearinghouse  to  handle  the  large  volume 
of  requests  expected  from  professionals  and  consumers  for  guideline- 
related  documents  and  other  AHCPR  publications,  and  to  handle  routine 
inquiries . 

•  Began  development  of  comprehensive  marketing  plans  to  ensure  wide 
distribution  of  AHCPR- commissioned  guidelines  and  consumer  publications  to 
all  appropriate  audiences. 

•  Initiated  contacts  with  intermediary  organizations,  such  as  the  American 
Association  of  Retired  Persons,  National  Council  on  the  Aging,  Washington 
Business  Group  on  Health,  American  Pain  Society,  the  Simon  Foundation, 
Health  Resources  and  Services  Administration,  National  Institute  on  Aging, 
and  others  to  disseminate  various  guideline  products. 

A  request  for  applications  (RFA)  was  issued  in  the  NIH  Guide  in  February,  1991 
for  research  proposals  on  effective  dissemination  of  health  services  research 
findings  and  medical  practice  guidelines.     Three  dissemination  research 
projects  were  funded  in  FY  1991. 


GENERAL  HEALTH  SERVICES  RESEARCH 

EXTRAMURAL  RESEARCH 

Through  targeted  grants  and  contracts,  the  AHCPR' s  Center  for  General  Health 
Services  Extramural  Research  (CGHSER)  supports  a  broad  range  of  health 
services  and  health  care  technology  research,  demonstration,  and  evaluation 
activities.     Current  research  is  investigating  health  care  services  for  people 
with  HIV  or  AIDS  (PWAs);   the  health  of  low- income  groups,  minority  groups,  and 
the  elderly;  conditions  common  to  primary  care;  technology  assessment;  medical 
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liability;  and  delivery  of  health  services  in  rural  areas.  The  following 
discussion  highlights  several  accomplishments  of  the  extramural  program. 


Disability  Determination: 


In  March,   1991  the  Assistant  Secretary  for  Health  established  the  PHS  Task 
Force  on  Improving  Medical  Criteria  for  Disability  Determination.     The  Task 
Force  responds  to  the  Department's  recognition  of  the  need  to  advance  the 
science  of  measurement  of  functional  abilities,   in  order  to  make 
determinations  on  the  capacities  of  a  patient  rather  than  on  the  patient's 
limitations.     By  April  1992,   the  Task  Force,  which  is  chaired  by  an  AHCPR 
staff  member,   is  to  recommend  a  strategy  to  improve  the  scientific  accuracy  of 
determination  of  disability. 


HIV/AIDS: 


AHCPR ' s  AIDS  Cost  and  Services  Utilization  Survey  (ACSUS)  entered  the  field  in 
March  1991.     Through  this  contract,  AHCPR  is  collecting  and  processing 
prospective,   longitudinal  data  on  AIDS/HIV  patients'  medical  and  social 
service  utilization,   cost,  and  financing.     Data  will  be  drawn  from  patient 
interviews  and  provider  medical  and  billing  records  collected  over  a  4-year 
period . 

ACSUS  is  gathering  uniform  data  from  twenty-six  diverse  provider  sites  in  ten 
cities : 


•  Baltimore,  Maryland 

•  Houston,  Texas 

•  Miami ,  Florida 

•  Newark,  New  Jersey 

•  Tampa ,  Florida 


Chicago,  Illinois 

Los  Angeles,  California 

New  York,  New  York 

San  Francisco,  California 

Philadelphia,  Pennsylvania 


The  sample  includes  homosexual/bisexual  men,  intravenous  drug  users, 
approximately  2000  adult/adolescents  and  200  children. 


Cost  Containment: 


CGHSER  continues  to  work  with  state  and  local  governments  to  assess  the 
economic  impacts  of  alternative  plans  to  broaden  coverage  for  underserved 
populations.     The  substitution  effect  is  a  theory  that  holds  that  cost 
containment  controls  have  encouraged  greater  use  of  outpatient  departments  for 
services  formerly  provided  on  an  inpatient  basis. 


Managed  Care: 

AHCPR/NCHSR  has  supported  many  studies  of  health  maintenance  organizations  and 
preferred  provider  organizations,  both  forms  of  managed  care  systems  that  seek 
to  control  costs  of  patient  care.     Currently,   it  is  estimated  that  the 
percentage  of  the  privately  insured  population  participating  in  some  form  of 
managed  care  grew  from  5  to  80%  between  1980  and  1989. 
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Automated  Medical  Records: 

There  is  an  urgent  need  for  development  and  implementation  of  automated 
medical  records  (AMR)  according  to  many  recent  reports  representing  important 
national  interests.     A  unified  and  comprehensive  record  which  could  serve 
multiple  purposes  of  medical  practice  evaluations,  outcomes  assessment, 
quality  of  care  monitoring,  guidelines  implementation  and  evaluation,  claims 
and  reimbursement  functions,  is  an  essential  feature  of  our  future  medical 
care  system.     Due  in  no  small  degree  to  AHCPR's  support  over  the  past  20 
years,  a  number  of  sophisticated  automated  record  systems  and  clinical  data 
bases  have  been  developed. 

Primary  Care: 

AHCPR  has  sponsored  two  national  conferences  on  primary  care  (in  March  1990 
and  January  1991),  and  has  taken  the  lead  in  expanding  the  research  agenda  for 
primary  care  in  the  1990s.     Among  the  PHS  co-sponsors  of  these  conferences 
were  the  Health  Resources  and  Services  Administration,  the  National  Cancer 
Institute,  the  National  Center  for  Nursing  Research,  the  National  Institute  of 
Child  Health  and  Human  Development,  the  National  Institute  of  Mental  Health, 
and  the  Office  of  Minority  Health.     The  conferences  have  resulted  in  a  more 
precise  research  agenda  for  primary  care  and  an  AHCPR- sponsored  Task  Force  on 
Expanding  the  Capacity  in  Primary  Care  Research. 

Rural  Health: 

Children  in  rural  areas  have  higher  apparently  preventable  mortality  and 
morbidity  from  failure  to  receive  covered  services  like  EPSDT.     AHCPR  grantees 
currently  are  exploring  new  methods  to  reach  these  children  with  nurses  and 
allied  health  personnel  to  get  them  immunized  and  healthier. 

In  addition  to  several  technical  assistance  efforts,  an  "Annotated 
Bibliography:  Rural  Health  Services  Research,   1968-90,  AHCPR"  was  compiled  by 
AHCPR  staff  and  published  by  AHCPR  in  April,   1991.     This  bibliography 
summarizes  past  and  current  AHCPR  grants  and  contracts  and  reflects  the 
sustained  commitment  to  the  field  of  rural  health  research  by  AHCPR.  It 
includes  127  annotations  of  both  past  and  current  project  findings  published 
as  peer- reviewed  journal  articles,  AHCPR  final  reports,  and  executive 
summaries  available  through  the  National  Technical  Information  Service  (NTIS). 

INTRAMVRAI,  RESEARCH 

The  AHCPR's  Center  for  General  Health  Services  Intramural  Research  carries  out 
policy  research  on  such  issues  as  insurance  coverage,  the  cost  of  medical 
services,  health  care  use  and  expenditures,  and  the  use  and  expenditures  for 
long  term  care. 

The  National  Medical  Expenditure  Surveys  (NMES-1  and  NMES-2)  provide 
information  on  how  the  population  uses  health  services,  what  is  paid  for  this 
care,  and  the  patterns  and  extent  of  insurance  coverage.     During  FY  1991 
analyses  conducted  by  the  Intramural  Program  were  requested  and  used  by  such 
groups  as  the  Advisory  Council  on  Social  Security,  House  Committee  on  Ways  and 
Means,  the  Office  of  Management  and  Budget,  and  the  Department  of  Health  and 
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Human  Services  (DHHS)  to  study  various  proposals  for  health  care  reform. 
These  data  have  also  been  used  to  study  the  health  status  and  health  care  of 
American  Indians  and  Veterans,  the  use  and  cost  of  home  health  care,  and 
problems  associated  with  the  availability  of  care  to  minorities. 


POLICY  RELEVANT  FINDINGS  ON  THE  UNINSURED 
FROM  THE  AHCPR  NATIONAL  MEDICAL  EXPENDITURE  SURVEY 
(NMES  II) 

Size,  Growth,  and 
Health  Services  of 
the  Uninsured 
Population 

•  25  million  people  were  uninsured  throughout 
1987  and  23  million  were  uninsured  for  part 
but  not  all  of  the  year,  making  a  total  of  A8 
million  (-1  out  of  5  Americans)  who  were  ever 
without  coverage  in  1987. 

•  About  36  million  people  were  uninsured  in  the 
first  quarter  of  1987.     (This  figure  includes 
the  25  million  who  were  uninsured  all  year  and 
11  million  who  were  uninsured  at  the  start  of 
the  year  but  obtained  coverage  before  the  end 
of  the  year . ) 

Uninsured  Minorities 

•  The  number  of  uninsured  whites  was  28  percent 
higher  in  the  first  quarter  of  1987  than  1977. 
During  the  same  time  period,  the  number  of 
uninsured  blacks  nearly  doubled  from  A  to  7 
million  and  the  number  of  uninsured  Hispanics 
increased  three-fold  from  2  to  6  million. 

•  Blacks  and  Hispanics  accounted  for  half  of  the 
increase  in  the  uninsured  over  the  decade. 

•  Only  53  percent  of  uninsured  blacks  under  age 
65  and  55  percent  of  uninsured  Hispanics  used 

any  health  services  in  1987,  well  below  the 
national  average  (8A  percent)  and  lower  than 
the  percent  of  uninsured  whites  who  used  any 
services  (69  percent). 

Uninsured  Children 

•      The  proportion  of  children  without  insurance 
coverage  increased  from  13  percent  in  1977  to 
18  percent  in  1987,  almost  entirely  due  to 
reductions  in  public  coverage  (mainly 
Medicaid) . 

Uninsured  Poor 

•  The  proportion  of  poor  persons  without 
insurance  nearly  doubled  from  23  percent  in 
the  first  quarter  of  1977  to  39  percent  in 
1987  . 

•  Those  in  poverty  account  for  nearly  one-third 
of  all  uninsured  persons. 
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Intramural  policy  research  on  the  use  and  cost  of  services  produced  by 
hospitals  and  other  providers  is  carried  out  using  other  special  data  sets. 
The  Hospital  Cost  and  Utilization  Project,  for  example,  has  information  on  600 
hospitals  and  60  million  hospital  discharges  for  the  period  1970  to  1988. 
These  data  were  used  to  study  issues  such  as  the  access  of  the  population  to 
heart  and  liver  transplant  technology,  financially  distressed  hospitals, 
urban- rural  differences  in  Medicare  physician  expenditures,  and  the  costs  of 
hospital  care  for  AIDS  patients. 

Two  other  areas  of  policy  research  given  special  emphasis  during  FY  1991  were 
long  term  care  and  aging.    Analyses  undertaken  for  DHHS  and  various 
Congressional  Committees  included  studies  of  the  use  of  home  and  community 
services  by  those  with  functional  impairments,  the  lifetime  use  of  nursing 
home  care,  the  cost  of  various  proposals  for  financing  nursing  home  care,  and 
the  impact  of  Medicaid  reimbursement  on  nursing  home  resident  outcomes. 


RESEARCH  PISSEHINATIQN  AMP  LIAISON 
The  User  Liaison  Program 

The  AHCPR's  User  Liaison  Program  (ULP)  of  the  Center  for  Research 
Dissemination  and  Liaison  was  established  to  convey  health  services  research 
findings  and  related  information  to  senior  state  and  local  policymakers  in  an 
easily  understood  and  usable  format. 

The  ULP  has  conducted  an  average  of  eight  national  workshops  per  year  during 
the  last  five  years  and  in  response  to  growing  demand  will  more  than  double 
that  number  in  FY  1992.     The  type  of  public  policy  issues  addressed  by  these 
workshops  include:     cost  containment,  access  issues,   rural  health,  urban 
health,  child  health,  AIDS,  malpractice,  minority  health,  the  implications  of 
medical  effectiveness  research,  and  long-term  care. 

Technical  Assistance  to  Historically  Black  Colleges  and  Universities  (HBCPs) 
and  other  Minority  Concerns 

In  collaboration  with  the  PHS's  Office  of  Minority  Health,   in  FY  1991,  60 
Historically  Black  Colleges  and  Universities  (HBCUs)  were  invited  to 
participate  in  two  technical  assistance  workshops  in  Los  Angeles,  CA  and 
Research  Triangle  Park,  NC .     The  workshops  were  designed  to  enhance  the 
capacity  of  HBCU  researchers  to  develop  and  submit  competitive  research  grant 
and  contract  proposals.     In  addition,  in  FY  1991,  AHCPR  provided  $727,023  in 
minority  supplemental  awards  to  13  grantees. 

Publications  and  Information  Dissemination 

The  AHCPR's  Center  for  Research  Dissemination  and  Liaison  (CRDL)  published  and 
disseminated  approximately  45  new  scientific  and  technical  publications  on 
patient  outcomes  research,  other  MEDTEP  activities,  AIDS,  technology 
assessment,  national  medical  expenditures,  hospital  studies,   long-term  care, 
and  additional  policy- relevant  topics  to  special  -  interest  audiences  and  the 
general  public. 
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In  FY  1991,  CRDL's  public  inquiries  staff  handled  more  than  24,000  requests 
and  distributed  about  60,000  AHCPR  publications.     The  publication  of 
guidelines  for  professional  audiences  with  related  consumer  pamphlets  in  1992 
will  significantly  increase  the  demand  for  AHCPR  products. 

CRDL-is  also  working  with  the  National  Library  of  Medicine  (NLM)  and  the 
National  Technical  Information  Service  (NTIS)  to  provide  indexing, 
abstracting,  full -text  retrieval,  and  other  related  services  leading  to  more 
effective  and  timely  dissemination  of  information  on  health  services  and 
medical  effectiveness  research  and  expects  some  prototype  programs  to  be 
operational  during  FY  1992  as  well. 


HEALTH  TECHNOLOGY  ASSESSMENT 

Through  the  Office  of  Health  Technology  Assessment  (OHTA) ,  AHCPR  evaluates  the 
safety  and  cost-effectiveness  of  new  or  existing  medical  technologies  and 
procedures  that  are  being  considered  for  coverage  under  Federally  funded 
reimbursement  health  programs.      These  assessments  are  done  at  the  request  of 
the  Health  Care  Financing  Administration  (HCFA)  and  other  Federal  health 
programs  which  use  them  in  policy  formulation  and  decision  making  processes 
involving  issues  related  to  coverage.     Ten  assessments  and  seven  significant 
short  reports  were  completed  by  OHTA  in  FY  1991.     The  OHTA  is  conducting  eight 
assessments  as  of  January,  1992. 

OHTA's  preeminence  in  technology  assessment,  and  its  recognition  as  a  credible 
and  impartial  organization  is  recognized  by  many  non- governmental  groups.  The 
State  of  Illinois  has  enacted  legislation  which  designates  OHTA  analyses  as 
determinative  regarding  the  clinical  effectiveness  of  organ  transplantation 
procedures.     OHTA  receives  frequent  requests  from  many  state  Medicaid  Offices 
regarding  evaluation  of  medical  services,  procedures  and  devices;  similar 
solicitation  has  been  made  by  many  private  insurers,  and  an  increasing  number 
of  requests  for  information  are  being  received  from  health  benefits  managers 
of  private  industries. 


OHTA  Assessments  completed  in  FY  1991: 
Sleep  Disorder  Centers  and  Polysomnography: 

•  Significance:     The  assessment  found  that  while  the  technology  was  of  some 
benefit  for  certain  disorders  of  sleep  and  breathing,  insufficient 
evidence  existed  to  permit  a  logical  and  defensible  conclusion  that  it  was 
clinically  useful  for  the  diagnosis  and  the  treatment  of  insomnia. 

Extracranial-intracranial  Pypass  to  Prevent  ischemic  stroke: 

•  Significance:     This  assessment  provided  the  definitive  PHS  negative 
evaluation  of  a  surgical  procedure  which  had  been  called  into  serious 
question  by  an  NIH- sponsored  multicenter  trial.     The  assessment  was 
considered  of  sufficient  importance  that  it  was  reprinted  in  full  in  the 
Journal  of  the  Canadian  Medical  Association. 
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Electrostimulation  of  Salivary  Secretion  in  Patients  with  Xerostomia  Secondary 
to  Sjogren's  Disease: 

•  Significance :     The  assessment  concluded  that  the  clinical  effectiveness  of 
this  device  remained  unproven. 

Carotid  Endarterectpmy: 

•  Significance:     The  assessment  provided  a  basis  for  the  continued  Medicare 
coverage  of  this  surgical  procedure,  subsequently  shown  in  an  NIH- 
sponsored  trial  to  be  effective  for  particular  groups  of  patients. 

Protein  A  Column  Immunoadsorption  for  Treatment  of  Immune  Disorders: 

•  Significance:     The  assessment  established  the  PHS  position  that  this 
biologically-derived  medical  device  had  established  effectiveness  in  the 
therapy  of  certain  immune  disorders.     Medicare  coverage  is  now  extended 
for  its  use  in  chronic  idiopathic  thrombocytopenia,  a  disorder  notoriously 
resistant  to  treatment. 

Hyperthermia  With  and  Without  Chemotherapy  for  Malignant  Disease: 

•  Significance:     The  assessment  concluded  that  the  clinical  effectiveness  of 
these  therapies,  which  were  by  regulation  otherwise  eligible  for  Medicare 
coverage,  remained  unproven. 

Intermittent  Positive  Pressure  Breathing  (IPPB) : 

•  Significance:  This  assessment  concluded  that  there  were  few  instances  in 
which  the  use  of  IPPB  could  be  considered  as  clinically  effective. 
Medicare  coverage  of  this  commonly  used  therapy  may  therefore  be 
discontinued  without  prejudice  to  the  health  of  the  patients  concerned. 

External  Insulin  Infusion  Pumps: 

•  Significance:     The  assessment  concluded  that  this  type  of  medical  device 
was  an  acceptable  form  of  intensive  insulin  therapy  for  diabetes  mellitus 
type  II.     While  the  device  had  been  in  clinical  use  in  the  general  medical 
community,  Medicare  coverage  had  not  been  provided. 

Automatic  Implantable  Cardiac  Defibrillator  (AICD)   -  Patient  Selection 

Criteria: 

•  Significance:     The  assessment  recommended  widening  the  patient  selection 
criteria  for  use  of  the  AICD,  thus  making  this  life-saving  device 
available  to  many  additional  patients  with  potentially  lethal  cardiac 
disease . 

Single  and  Double  lung  Transplantation: 

•  Significance:  This  assessment  found  that  lung  transplantation  is  an 
effective  treatment  for  a  variety  of  otherwise  fatal  and  untreatable 
pulmonary  and  cardiopulmonary  disease;  that  current  operative  morbidity 
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and  mortality  rates  are  acceptable  considering  the  seriousness  of  the 
diseases  in  question;  and  that  65%  one-year  survival  rates  should  be 
expected.     If  implemented  into  policy,  this  assessment  will  provide  the 
basis  for  coverage  for  this  procedure  for  CHAMPUS  beneficiaries. 

Ongoing  assessments: 

•  Combined  heart -lung  transplantation 

•  Ultrasound  diagnostic  procedures 

•  Plethysmography  diagnostic  techniques 

•  Necessity  for  certain  routine  diagnostic  tests  in  dialysis  patients 

•  Bone  density  measurements 

•  External  and  implantable  infusion  pumps 

•  PET  scans  (completed,  awaiting  FDA  action  on  approval  of  certain 
positron  emitters) 

•  Reassessment  of  cardiac  output  measurement  by  bioimpedance  (with 
attention  to  outpatient  use) 


Significant  Short  Reports.  FY  1991 
Self -administration  of  erythropoietin: 

•  Significance:  This  report  was  determinative  in  HCFA's  decision  to  cover 
this  drug  when  self -administered  by  dialysis  patients  (self -administered 
drugs  are  not  ordinarily  covered  by  Medicare). 

Home  uterine  monitoring  and  tocolytic  therapy: 

•  Significance:     This  review  was  requested  by  the  Deputy  Assistant  Secretary 
for  Health  (Disease  Prevention  and  Health  Promotion) .     It  concluded  that 
such  expensive  monitoring  technology  had  not  been  demonstrated  to  be 
clinically  effective. 

Neuromuscular  electrical  stimulation  in  patients  with  a  non-intact  nervous 
system: 

•  Significance:     The  review  concluded  that  despite  advocates'   claims  of  the 
usefulness  of  this  technology,  there  was  insufficient  objective  evidence 
of  medical  benefit  to  support  a  conclusion  of  clinical  effectiveness. 

Photo-  and  photochemotherapv  for  dermatologic  diseases: 

•  Significance:     This  review  concluded  that  such  therapy  was  an  accepted  and 
clinically  effective  treatment  mode  for  certain  skin  diseases. 

Transluminal  angioplasty  for  hemodialysis  fistulae: 

•  Significance:     This  effective,  non-surgical  and  comparatively  inexpensive 
technique  was  determined  to  be  as  effective  as  open  surgery  for 
maintaining  vascular  access  for  dialysis. 
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Hyperf ractionated  radiation  therapy: 

•  Significance:     The  review  found  that  hyperf ractionation  was  an  effective 
treatment  for  particular  malignant  diseases. 

laparoscopic  cholecystectomy  (LC) : 

•  Significance:     Medicare  carriers  had  formulated  variable  payment  policies 
for  this  surgery,  and  coverage  was  inconsistent  from  region  to  region. 
This  review  demonstrated  that  LC  was  as  effective  as  open  surgery,  and 
more  effective  than  drug  or  shock-wave  therapy.     Moreover,  the  procedure 
had  a  better  safety  profile  than  that  of  the  standard  technique  as 
utilized  in  Medicare  patients.     In  addition,  morbidity  and  hospitalization 
time  were  reduced  and  the  potential  for  significant  overall  cost  savings 
is  associated  with  the  use  of  LC .     This  review  has  been  published  in 
Lancet . 


In  FY  1991,  OHTA  developed  and  organized  a  successful  AHCPR- sponsored 
conference  addressing  the  problem  of  differentiation  of  experimental  from 
state-of-the-art  medical  technology.     Perspectives  were  provided  by  a  wide 
variety  of  speakers,   including  representatives  of  drug  and  device 
manufacturers,   researchers,  practitioners,  hospital  associations,  private  and 
public  third-party  payors,   the  Congress,  minorities,  and  ethicists.  This 
conference  addressed  a  concern  expressed  to  the  AHCPR  by  the  Senate 
Appropriation  Committee  in  Report  101-516. 

The  OHTA  has  also  been  requested  to  provide  technical  presentations  of  their 
work  to  domestic  groups  including: 

•  The  American  College  of  Physicians 

•  The  Health  Insurance  Association  of  America 

•  N.Y.  Life  Insurance  Company 

•  The  Group  Health  Association  of  America 

•  The  National  Managed  Health  Care  Association 

•  The  American  Academy  of  Otolaryngology  and  Head  and  Neck  Surgery 


LEGAL  MEDICINE 

Since  FY  1991,  AHCPR  has  assumed  a  lead  role  in  the  Public  Health  Service's 
efforts  to  address  problems  of  medical  liability,  particularly  as  they  affect 
access  to  care.     A  major  working  conference  involving  national  experts  with  a 
wide  range  of  perspectives  was  undertaken  by  AHCPR' s  Legal  Medicine  Program  in 
February  1991.     Attendees  included  medical  and  legal  practitioners,  peer 
review  and  quality  assurance  professionals,   insurers,  Federal  and  state 
policymakers,  and  health  services  researchers.     This  conference  provided  an 
agenda  of  solid  research  and  evaluation  studies  needed  to  ameliorate  current 
medical  liability  issues.     As  the  AHCPR  Legal  Medicine  Program  continues  to 
develop,   the  AHCPR  will  continue  to  hold  conferences  to  disseminate  the  latest 
research,  demonstration  and  evaluation  results  to  Federal,  State,  and 
professional  leadership,  as  well  as  to  solicit  the  views  of  experts  in  the 
field  on  additional  research  or  evaluation  needs. 
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Management  Savings 


The  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  began  a  Total  Quality 
Management  (TQM)  program  with  approximately  25%  of  the  AHCPR  staff  in  Fiscal 
Year  1991 .     To  date: 

•  All  covered  staff  members  have  received  two  days  of  introductory 
training ; 

•  A  senior  staff  Quality  Council  has  been  formed  to  guide  the  TQM 
effort ; 

•  An  implementation  plan  has  been  developed;  and, 

•  First  stage  process  and  service  improvement  needs  have  been 
identified . 
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General  Health  Services  Research  and  Technology  Assessment 

Authorizing  Legislation  -  Title  IX  and  Section  301  of  the  Public  Health 
Service  Act   (PHSA) . 


FY  1991 
Actual  1/ 


EXE   M  

126  $35,676,000 
(50,132,000) 


FY  1992 
Appropriation 


EXE 
141 


$36,057,000 
(50,513,000) 


EXE 

149 


FY  1993 
Estimate 


$  9,961,000 
(50,555,000) 


£I£ 


Decrease 


_BA_ 


-8  -$26,096,000 
(+42,000) 


1/    Reflects  actual  FTE  usage.     FY  1991  FTE  allocation  was  141. 


FY  1993  Authorization   PHSA  Title  IX  expires  September  30,  1992 

PHSA  Section  301  Indefinite 
SSA  Section  201(g)  Indefinite 


Purpose  and  Method  of  Operations 

In  carrying  out  the  general  duties  of  Title  IX  of  the  Public  Health  Service 
Act  (PHSA),   the  AHCPR  conducts  and  supports  research,  demonstration  projects, 
evaluations,  training,  and  the  dissemination  of  information,  on  health  care 
services  and  systems. 

The  AHCPR  general  health  services  research  and  health  care  technology 
assessment  budget  activity  includes  four  major  activities:     general  extramural 
research;   general  intramural  research;   the  dissemination  of  health  services 
research  findings;  and  the  Office  of  Health  Care  Technology  Assessment  (OHTA) . 


General  Extramural  Health  Services  Research 

The  general  extramural  research  program  supports  investigator- initiated ,  peer- 
reviewed  health  services  research  projects  to  inform  and  assist  health  care 
program  and  policy  decision  makers.  Through  health  services  research,  AHCPR 
tests  the  assumptions  on  which  current  health  policies  and  practices  are  based 
and  examines  alternative  ways  to  organize,   finance,  and  deliver  health 
services . 

Current  research  is  investigating  health  care  services  for  people  with  HIV  or 
AIDS  (PWAs);  access  to  care;  quality  of  care;  the  health  of  low-income  groups, 
minority  groups,  and  the  elderly;  technology  assessment;  and  delivery  of 
health  services  in  rural  areas. 

•     In  FY  1991,  AHCPR  awarded  112  extramural  research  grants  totalling  $21.2 
million.     Of  this  amount,  $7.5  million  was  awarded  to  61  new  grants, 
including  25  new  dissertation  grants  totalling  $0.5  million. 
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•  In  FY  1992,  AHCPR  anticipates  awarding  96  extramural  research  grants 
totalling  $20.2  million.     Of  this  amount,  $6.9  million  will  be  awarded  for 
approximately  51  new  grants,  including  25  new  dissertation  grants 
estimated  at  $0.5  million. 

•  In  FY  1993,  AHCPR  anticipates  awarding  90  research  grants  totalling  $19.2 
million.     Of  this  amount,  $5.3  million  will  be  awarded  for  approximately 
45  new  grants,  including  25  new  dissertation  grants  estimated  at  $0.5 
million. 


General  Intramura;  Health  Services  Research 

The  AHCPR  intramural  research  program  provides  analytic  support  to  the 
Department,  other  Federal  agencies,  and  the  Congress  on  issues  related  to 
health  services  research  and  health  system  policy.     To  assist  in  this  effort, 
the  program  has  assembled  several  large  data  sets  which  facilitate  health 
policy  research  and  timely  responses  to  requests  for  information.     These  data 
sets  are  updated  and  expanded  regularly  to  provide  a  unique  and  important 
information  source  for  policy  studies. 

The  National  Medical  Expenditure  Survey  (NMES) 

The  1987  National  Medical  Expenditure  Survey  (NMES)  provides  the  Federal 
Government  with  current  information  on  how  Americans  use,  pay,  and  finance 
personal  health  care  services.     NMES  was  designed  to  meet  the  nation's  need 
for  analyzing  health  expenditures  and  public  and  private  insurance  programs. 

By  extending  data  collection  to  components  of  the  institutionalized  population 
and  by  oversampling  population  groups  of  particular  interest  to  Federal  policy 
makers,  for  example,  minorities,  NMES  data  are  being  used  to  examine  a  broad 
range  of  issues.     Estimates  based  on  NMES  data  can  be  employed  to  assess  the 
general  and  specific  effects  of  current  programs  and  the  potential  effects  of 
proposed  legislation  on  the  cost  and  use  of  health  services  across  all  sectors 
of  the  health  care  delivery  system. 

•  During  FY  1991,  analyses  conducted  by  the  Intramural  Program  were 
requested  and  used  by  such  groups  as  the  Advisory  Council  on  Social 
Security,  the  House  Committee  on  Ways  and  Means,  tne  Office  of  Management 
and  Budget,  and  the  Department  of  Health  and  Human  Services  to  study 
various  proposals  for  health  care  reform.     These  data  have  also  been  used 
to  study  the  health  status  and  health  care  of  American  Indians  and 
Veterans,  the  use  and  cost  of  home  health  care,  and  problems  associated 
with  the  availability  of  care  to  minorities. 

•  Initial  design  work  being  conducted  in  FY  1991  and  FY  1992  for  the  third 
National  Medical  Expenditure  Survey  (NMES  III)  planned  for  1996  will 
continue  in  FY  1993. 

The  Provider  Studies  Program  (PSP) 


The  Provider  Studies  Program  addresses  patterns  of  hospital  use  and  cost 
(including  the  changing  technology  of  hospital  care)  and  analyzes  hospital 
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behavior  in  response  to  changes  in  Federal  policies  and  in  the  structure  of 
the  hospital  industry. 

•  In  FY  1991,  these  data  were  used  to  study  issues  such  as  the  access  of  the 
population  to  heart  and  liver  transplant  technology,  financially 
distressed  hospitals,  urban-rural  differences  in  Medicare  physician 
expenditures,  and  the  costs  of  hospital  care  for  AIDS  patients. 

•  In  FY  1992 -FY  1993,  the  Provider  Studies  Program  is  initiating  its  new 
strategy  for  collecting  national  hospital  data  using  state  sources.  By 
linking  data  from  representative  states,  the  AHCPR  will  be  able  to  create 
a  data  base  that  can  be  used  for  both  national  studies  of  the  hospital 
industry,  and  studies  of-  small  area  variations  in  the  use  of  services  and 
patterns  of  practice. 

Two  other  areas  of  policy  research,  long  term  care  and  aging,  are  being  given 
special  emphasis  by  the  Intramural  Program. 

•  In  FY  1991  analyses  undertaken  for  DHHS  and  various  Congressional 
Committees  included  studies  of  the  use  of  home  and  community  services  by 
those  with  functional  impairments,  the  lifetime  use  of  nursing  home  care, 
the  cost  of  various  proposals  for  financing  nursing  home  care,  and  the 
impact  of  Medicaid  reimbursement  on  nursing  home  resident  outcomes. 

Dissemination 

The  purpose  of  the  AHCPR' s  dissemination  activity  is  to  enhance  the  public's 
understanding  and  adoption  of  the  findings  of  the  health  services  research 
undertaken  by  AHCPR.     The  dissemination  effort  will  continue  to  develop 
processes  to  improve  the  knowledge  transfer  to  practitioners,  other  providers, 
insurers,  State  legislators,   local  governments,  health  policy  makers, 
researchers,  patients,  and  the  general  public.     These  processes  will  include 
short  and  long  term  training,   linkages  with  libraries,  improved  linkages  with 
the  trade  and  general  print  and  electronic  press,  as  well  as  synthesizing 
research  in  the  scientific  journal  literature. 

As  part  of  the  AHCPR  dissemination  program,   the  User  Liaison  Program  conducts 
workshops  to  convey  relevant  and  timely  health  services  research  findings  and 
related  information  to  State  and  local  government  policymakers  for  their  use 
in  making  informed  health  policy  decisions. 

•  The  User  Liaison  Program  has  conducted  an  average  of  eight  national 
workshops  per  year  during  the  last  five  years  and  in  response  to  growing 
demand  will  more  than  double  that  number  in  FY  1992-FY  1993.     The  type  of 
public  policy  issues  addressed  by  these  workshops  include:  cost 
containment,  access  to  health  care,   rural  health,  urban  health,  child 
health,  AIDS,  malpractice,  minority  health,  and  long-term  care. 

As  with  other  elements  of  AHCPR' s  programs,  a  continued  effort  will  be  made  to 
increase  the  number  of  researchers  from  minority  groups.     This  effort  is  being 
enhanced  by  means  of  technical  assistance  in  the  development  of  proposals 
provided  by  the  AHCPR' s  Center  for  Research  Dissemination  and  Liaison.  In 
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addition,  special  efforts  are  being  made  to  assist  Historically  Black  Colleges 
and  Universities  (HBCUs)  and  further  involve  them  in  health  services  research. 

•  In  FY  1991,  AHCPR  provided  $500,455  in  minority  supplemental  awards  to  8 
grantees  through  its  general  health  services  extramural  research  grant 
program.     This  included  $112,810  for  3  HIV/AIDS  grant  supplements.  These 
supplemental  awards  support  minority  researchers  and  promote  investigation 
into  minority  research  concerns.     This  level  of  support  is  expected  to 
continue  in  FY  1992  and  FY  1993. 

•  In  collaboration  with  the  PHS's  Office  of  Minority  Health,  in  FY  1991,  60 
HBCUs  were  invited  to  participate  in  2  technical  assistance  workshops  in 
Los  Angeles,  CA  and  Research  Triangle  Park,  NC. 


Office  of  Health  Care  Technology  Assessment 

Through  the  Office  of  Health  Technology  Assessment  (OHTA) ,  AHCPR  evaluates  the 
safety  and  as  appropriate  the  cost-effectiveness  of  new  or  existing  medical 
technologies  and  procedures  that  are  being  considered  for  coverage  under 
Federally  reimbursable  health  programs.     These  assessments  are  done  at  the 
request  of  the  Health  Care  Financing  Administration  (HCFA)  and  other  Federal 
health  programs  specifically  the  Department  of  Defense  which  use  them  in 
the  decision  making  processes  involving  issues  related  to  coverage. 

•     In  FY  1991,   10  assessments  and  7  significant  reports  were  completed  by 
OHTA.     Eight  assessments  are  being  conducted  as  of  January  1992.     It  is 
anticipated  that  an  annual  level  of  10-12  assessments  will  be  conducted  in 
FY  1992  and  in  FY  1993. 


Funding  for  the  general  health  services  research  and  technology  assessment 
activity  during  the  last  five  years  has  been  as  follows: 


(HIV/AIDS 

non- 

add)  , 

(HIV/AIDS 

non 

add)   ,  , 

(HIV/AIDS 

non 

add) 

1991. 

(HIV/AIDS  non -add) 


$39,612,000 

109 

(  1,033,000) 

(-) 

$41 ,648,000 

105 

(  6,830,000) 

(  4) 

$57,362,000 

103 

(  8,474,000) 

(  7) 

$50,132,000 

126 

(10,252,000) 

(10) 

1992 


(HIV/AIDS  non-add) 


$50,513,000 
(10,135,000) 


141 
(10) 
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Sources  of  general  health  services  research  and  technology  assessment  funding 
follow: 

Budget  Medicare        1  Percent 

Authority      Trust  Funds  Evaluation  Total 


1988  $17,528,000  $1,001,000  $21,083,000  $39,612,000 

1989  23,595,000  1,034,000  17,019,000  41,648,000 

1990  20,621,000  1,024,000  35,717,000  57,362,000 

1991  35,676,000  1,012,000  13,444,000  50,132,000 

1992  36,057,000  1,012,000  13,444,000  50,513,000 


Rationale  for  the  Pudeet  Request 

General  health  services  research  and  technology  assessment  activities 
supported  by  the  AHCPR  has  had  a  major  effect  on  the  U.S.  health  care  system 
and  on  Federal  health  policy.     To  continue  this  contribution  requires 
sustained  development  of  a  general  body  of  information  based  on  research  and 
evaluation  to  answer  the  health  care  delivery  questions  in  the  late  1990s  and 
early  2000s. 

As  described  in  the  General  Statement,  AHCPR  is  focusing  its  FY  1993  resources 
on  3  key  policy  issues:  Enhancing  Medical  Practices;  Health  Insurance,  Health 
Expenditures,  and  Cost  of  Care;  and  Primary  Care.  Within  a  straightlined 
budget  of  $50.5  million  in  FY  1993,  approximately  $5.3  million  will  support  45 
new  investigator- initiated  general  health  services  extramural  research  grants. 
This  includes  $1.5  million  for  4  new  HIV/AIDS  research  grants. 

As  major  components  of  these  3  key  policy  issues,  AHCPR  will  support  new 
grants  which  focus  on  the  following  areas: 

Enhancing  Medical  Practices 

•  Medical  liability 

AHCPR  will  study  the  economic  and  social  issues  around  alternative 
proposals  to  deal  with  malpractice  claims.     Studies  of  current  options 
of  risk-rating,  tort  reform  and  no-fault  will  give  policymakers 
information  about  the  feasibility  and  relative  merits  of  the 
proposals.     Each  of  these  options  has  the  potential  for  significant 
financial  savings. 

•  HIV/AIDS 

HIV/AIDS  research  will  provide  important  guidance  to  clinicians  in 
meeting  the  rapidly  changing  treatment  needs  of  the  HIV/AIDS 
population . 
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Health  Insurance,  Health  Expenditures,  and  Cost  of  Care 

•  Managed  Care  and  Cost  Containment 

To  stimulate  research  on  topics  relevant  to  health  care  reform,  AHCPR 
will  support  studies  addressing:     evaluations  of  managed  care  and 
health  care  cost  containment  efforts,  health  care  of  the  uninsured, 
the  economics  of  health  care  delivery  systems,  and  the  adoption  and 
utilization  of  technology.     In  particular,  AHCPR  will  study  the 
quality  of  alternative  forms  of  managed  care  to  determine  the  quality 
effects  of  cost  containment  techniques. 

Primary  care, 

•  Minority  health  care 

Health  services  researchers  are  finding  that  poor  people  and 
minorities  are  receiving  fewer  services  than  the  insured  population 
for  the  same  clinical  conditions.     AHCPR  will  continue  to  work  on  the 
development  of  guidelines  for  conditions  that  are  likely  to  provide  a 
more  uniform  standard  of  care. 

•  Rural/urban  health  care 

There  are  major  disparities  in  the  organization  and  use  of  health 
services  in  rural  and  urban  areas.     Children  in  rural  areas  have  high 
preventable  mortality  and  morbidity  from  failure  to  receive  covered 
services  like  Early  Periodic  Screening,  Diagnosis,  and  Treatment 
(EPSDT) .     Health  services  research  will  continue  to  explore  new 
methods  to  reach  these  children  with  nurses  and  allied  health 
personnel  to  improve  immunization  rates  and  other  disease  prevention 
activities . 

•  Infant  mortality 

Health  services  research  shows  that  first  generation  Mexican  Americans 
have  low  infant  mortality  rates  compared  to  other  minorities  but  that 
this  difference  disappears  in  later  generations  as  Mexican  Americans 
become  more  acculturated .     Future  research  is  expected  to  provide  the 
information  to  maintain  the  low  rates  and  move  other  minorities  to  the 
lower  rates. 


The  total  FY  1993  request  for  general  health  services  research  and  technology 
assessment  is  $50,555,000  in  obligations  and  149  FTEs .     This  is  a  net  increase 
of  $42,000  over  the  FY  1992  level  of  $50,513,000  and  8  FTEs.     The  FY  1993 
request  is  comprised  of  $9,961,000  in  budget  authority;  $1,050,000  in  Medicare 
Trust  Funds  transfer;  and  $39,544,000  in  PHS  1%  evaluation  funds.  Reflected 
in  this  increase  is  a  decrease  of  $26,096,000  in  budget  authority  from  the 
FY  1992  level,  offset  by  an  increase  of  $38,000  in  Medicare  Trust  Funds,  and 
an  increase  of  $26,100,000  in  PHS  1%  evaluation  funds. 
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Within  the  funds  requested,  AHCPR  is  requesting  an  increase  of  8  FTEs  over  the 
FY  1992  level.     Four  of  these  FTEs  will  support  critically  needed  secretarial 
services  within  AHCPR's  intramural  program  (+2),  the  research  dissemination 
program  (+1),  and  the  extramural  program  (+1).     Three  additional  FTEs  will 
support  mid- level  positions  required  by  dramatically  increased  workload 
associated  with  AHCPR's  peer  review  process  for  grant  applications  (+1)  and 
AHCPR's  response  to  increasing  public  and  private  sector  inquiries  for 
technical  information  and  publications  (+2).     The  remaining  FTE  (+1)  will 
support  a  senior  level  position  to  assist  in  the  extramural  program's 
activities  in  the  key  AHCPR  policy  area  of  health  insurance,  health 
expenditures,  and  cost  of  care. 

Within  the  $39,544,000  requested  in  PHS  17.  evaluation  funds,  $13,444,000  will 
support  two  Intramural  programs:     the  National  Medical  Expenditure  Survey  and 
the  Provider  Studies  Program.     This  is  the  same  level  provided  for  these  two 
programs  in  FY  1992  from  the  PHS  1%  evaluation  funds. 

The  FY  1993  request  of  $50,555,000  in  obligations  and  149  FTEs  includes 
$9,875,000  in  budget  authority  and  10  FTEs  for  HIV/AIDS  health  services 
research.     This  is  a  net  decrease  of  $260,000  for  HIV/AIDS  from  the  FY  1992 
appropriation  level.     Staffing  is  maintained  at  the  FY  1992  level  of  10  FTEs 
for  HIV/AIDS  activities. 

The  FY  1993  increase  for  this  activity  also  includes  the  following  built-in 


costs : 


Obligation 


Within  grade  increases 


Annualization  of  1992  pay  raise 


January  1993  pay  raise 


+$  12,000 
(+215,000) 
+  21,000 
(+337,000) 
+  7,000 
(+127,000) 


One  less  day  of  pay 


-2,000 
(-38,000) 
+  1,000 


DHHS  Working  Capital  Fund 


FTS 


PHS  Service  and  Supply  Fund 


(+2,000) 
+  6,000 
(+65,000) 
1,000 


Rental  to  GSA 


(+4,000) 
+  15,000 
(+153.000) 


Total 


+  61,000 
(+865,000) 


A  total  of  $823,000  of  the  built  in  cost  increases  will  be  absorbed. 


1401 


AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
HEALTH  SERVICES  RESEARCH  AND  HEALTH  CARE  TECHNOLOGY  ASSESSMENT 


PROGRAM  OUTPUT  DATA 


Program  Output  Data  ($000) 


FY  1991 

Actual 


Hsu 


Research  Grants 

Research,  demonstration,  and 
evaluation  grant  awards 
Non- competing  continuations..  51 

New  and  Renewals   61 

Supplemental   — 

Subtotal,  Research  Grants...  112 

HIVMIDS(non-add)   (19) 

Research  &  Development  Contracts 

and  Intra-Agency  Agreements...  22 

HIV/AIDS(non-add)   (6) 

Subtotal,  Grants  &  Contracts  134 

HIV/AIDS(non-add)   (27) 

Research  Staff  Support  

HIV/AIDS(non-add)  

FTEs  

HIV/AIDS(non-add)  

Total, 

Ope rat  ions /Ob ligations  

HIV/AIDS(non-add)  


Amount 


$13,438 
7,487 

 ill 

21 ,238 
(5,412) 

15,216 
(3.889) 
36,454 
(9,301) 

13,529 
(936) 
126 
(10) 


(10,237) 


FY  1992 
Appropriations 
No .  Amount 


FY  1993 
Request 


45 
51 

96 
(11) 

22 
_Q1 
118 

(14) 


$12,140 
6,868 
1-162 
20,170 
(5,599) 

15,363 
(3,372) 
35,533 
(8,971) 

14,980 
(1  ,164) 
141 
(10) 


$50,513 

(10,135) 


45 
45 

90 
(12) 

18 
_12l 
108 

(14) 


$12,845 
5,335 
980 
19,160 
(5,284) 

15,399 
(3.372) 
34  ,559 
(8,656) 

15,996 
(1 ,219) 
149 
(10) 


$50.555 

(9,875) 
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Medical  Treatment  Effectiveness  Program 

Authorizing  Legislation  -  Title  III  and  Title  IX  of  the  Public  Health  Service 
Act  and  Section  1142  of  the  Social  Security  Act 


FY  1991 
Actual  1/ 


FY  1992 
Appropriation 


HE 


M 


he 


FY  1993 

Estimate 


BA  FT£ 


M 


Increase 
or 

Decrease 


FTE 


$57,805,000  75 
(62,685,000) 


$62,372,000 
(67,252,000) 


77  $23,507,000 
(71  ,923,000) 


2  -$38,865,000 
(+4,671 ,000) 


\£       Reflects  actual  usage.     FY  1991  FTE  allocation  was  61 


FY  1993  Authorization. 


SSA  Section  1142  BA  $  44,400,000 

SSA  Section  1142  Medicare  Trust  Fund  103  .600.000 

Total,  SSA  Section  1142  148,000,000 
PHSA  Title  IX  expires  September  30,  1992 

PHSA  Section  301  Indefinite 


Purpose  and  Methpd  pf  Operations 

In  carrying  out  the  duties  of  Title  IX  of  the  Public  Health  Service  Act  and 
Section  1142  of  the  Social  Security  Act,   the  AHCPR  conducts  and  supports 
research,  demonstration  projects,  evaluations,  development  of  clinical 
practice  guidelines,   training,  and  the  dissemination  of  information  through 
its  Medical  Treatment  Effectiveness  Program  (MEDTEP) . 

The  purpose  of  AHCPR' s  MEDTEP  is  to  improve  the  effectiveness  and 
appropriateness  of  clinical  practice.     The  MEDTEP  encompasses  four  major 
activities:     development  of  data  bases;  research;  development  of  clinical 
practice  guidelines;  and,  dissemination  of  research  findings  and  clinical 
practice  guidelines. 

Data  Development 

Fundamental  to  the  MEDTEP  goal  of  improving  the  quality  of  patient  care,  is 
the  enhancement  of  data  available  for  patient  outcomes  research. 

•   In  FY  1991,  AHCPR  submitted  a  report  to  Congress  entitled,  "The 

Feasibility  of  Linking  Research-Related  Data  Bases  to  Federal  and  Non- 
Federal  Medical  Administrative  Data  Bases. 

In  FY  1992-FY  1993,  data  development  activities  will  continue  to  emphasize  the 
potential  knowledge  gains  from  adoption  of  data  guidelines  and  from  linking 
major  data  bases  or  their  components.     These  activities  will  include 
developing  uniform  definitions  of  data,   common  reporting  formats  and  linkages, 
and  issues  such  as  security,  confidentiality,  accuracy,  and  appropriate 
maintenance  of  such  data. 
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•  The  Health  Care  Financing  Administration  (HCFA)  continues  to  provide 
data  support  to  the  AHCPR  Patient  Outcomes  Research  Teams  (PORTs)  and  to 
focus  on  linking,  standardizing  and  improving  Medicare  and  Medicaid 
databases . 

Medical  Effectiveness/Patient  Outcomes  Research 

MEDTEP  research  examines  the  outcomes,  effectiveness,  and  appropriateness  of 
alternative  strategies  for  the  prevention,  diagnosis,  treatment,  and 
management  of  clinical  conditions.     Better  information  regarding  "what 
difference  treatment  makes,"  together  with  active  dissemination  of  this 
information,  will  help  to  inform  clinical  decisionmaking  and  lead  to  a  more 
effective  and  efficient  health  care  system. 

In  addition  to  benefiting  individual  patients,  MEDTEP  results  will  have 
important  implications  for  health  care  policy.     In  explaining  variations  in 
practice  and  variations  in  outcome,  these  results  will  also  identify 
underserved  populations  and  underutilized  medical  interventions,  along  with 
areas  in  which  health  care  resources  can  be  used  more  effectively. 

MEDTEP  outcomes  research  focuses  on  conditions  that  meet  the  following 
criteria: 

•  large  numbers  of  individuals  are  affected; 

•  there  is  uncertainty  and  controversy  regarding  effectiveness  of 
treatment ; 

•  associated  risks  and/or  costs  of  treatment  are  high;  and, 

•  needs  of  the  Medicare  program  are  addressed. 

In  FY  1989,  AHCPR  began  funding  Patient  Outcomes  Research  Teams  (PORTs)  which 
constitute  a  major  component  of  MEDTEP  research.     Each  of  these  represents  an 
elaborate,  5-year  research  program  that  includes  the  elements  of  research 
synthesis  (meta-analysis),  data  acquisition  and  analysis,  development  of 
clinical  recommendations,  dissemination  of  findings,  and  evaluation  of  the 
effects  of  finding  on  change  in  clinical  practice.     The  twelve  PORT  projects 
funded  in  FY  1991  focus  on: 


• 

myocardial  infarction 

• 

benign  prostatic  hypertrophy 

• 

cataracts 

• 

chronic  ischemic  heart  disease 

• 

low  back  pain 

• 

pneumonia 

• 

total  knee  replacement 

• 

biliary  tract  disease 

• 

hip  fracture 

• 

diabetes 

• 

cesarean  section 

• 

stroke  prevention 

Current  PORTs  address  conditions  accounting  for  one-third  of  all  hospital 
charges,  40%  of  Medicare  hospital  charges,  and  a  quarter  of  Medicaid  hospital 
charges.     MEDTEP  research  results  may  lead  to  a  reduction  in  the  cost  of  care 
for  those  conditions  currently  under  study.     Two  new  PORTs  are  planned  in  each 
of  Fiscal  Years  1992  and  1993. 


In  addition  to  PORTS,  other  AHCPR  medical  effectiveness/patient  outcomes 
research  projects  address  specific  health  conditions  or  interventions.  These 
projects  complement,  and  in  some  cases,  extend  the  work  of  PORTs.  MEDTEP 
projects  also  address  important  conditions  which  are  not  the  subject  of  any 
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PORT,  including  studies  of  cancer,  depression,  and  dental  health.  In  FY  1992- 
FY  1993,  AHCPR  will  expand  its  effectiveness/outcomes  research  activities.  " 

•  In  FY  1992,  AHCPR  expects  to  award  funds  to  support  4  to  7  new  MEDTEP 
Research  Centers  on  Minority  Populations.     The  number  of  Centers  will  be 
expanded  in  FY  1993.     Through  this  new  initiative,  the  Centers  will 
strengthen  information  on  clinical  conditions  whose  prevalence  is 
greatest  in  minority  populations  (e.g.,  high  blood  pressure,  kidney 
disease,  tuberculosis,   low  birthweight,  substance  abuse,  cancer). 
Preference  will  be  given  to  applicants  that  historically  train  and 
employ  minority  health  care  providers  and  that  provide  health  care 
services  to  minorities. 

•  AHCPR  is  developing  a  research  initiative  focused  on  pharmaceutical 
outcomes  which  will  be  issued  in  FY  1992.     Program  staff  obtained  input 
from  representatives  of  government,   industry,  and  academic  organizations 
to  assist  in  the  development  of  an  appropriate  research  agenda. 

•  Working  closely  with  other  public  and  private  entities,  and  building  on 
an  AHCPR  conference  to  develop  a  research  agenda  for  quality  assurance, 
the  AHCPR  will  release  a  request  for  applications  for  a  research  and 
development  effort  on  methods  for  quality  evaluation  and  improvement. 
Simultaneously,  AHCPR  is  working  with  medical  review  organizations  to 
initiate  developmental  efforts  to  convert  clinical  practice  guidelines, 
as  appropriate,   into  criteria,  standards,  and  formats  amendable  to 
clinical  review  activities  and  to  test  the  effects  of  appropriate  use  of 
guidelines . 

Clinical  Practice  Guidelines 

The  AHCPR' s  Office  of  the  Forum  for  Quality  and  Effectiveness  in  Health  Care 
was  established  to  promote  the  quality,  appropriateness,  and  effectiveness  of 
health  care  by  arranging  for  the  development,   review  and  updating  of: 

•  clinically  relevant  guidelines  that  may  be  used  by  physicians, 
educators ,  and  health  care  practitioners  to  assist  in  determining  how 
diseases,  disorders,  and  other  health  conditions  can  most  effectively 
and  appropriately  be  prevented,  diagnosed,  treated,  and  managed 
clinically;  and, 

•  standards  of  quality,  performance  measures,  and  medical  review  criteria 
through  which  health  care  providers  may  assess  or  review  the  provision 
of  health  care. 

Clinical  guidelines  can  improve  both  the  quality  of  care  and  reduce  costs  by 
eliminating  unnecessary  or  overutilized  services  and  by  bringing 
standardization  to  the  utilization  review  and  quality  assurance  processes. 

In  FY  1991,  the  Forum  established  policies,  methodologies,  and  processes  for 
the  development  of  16  guidelines     -   13  developed  through  convened  expert 
panels  and  3  facilitated  by  contracts. 
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The  thirteen  panels  that  have  been  convened  to  develop  clinical  guidelines  are 
addressing  the  following  diseases  and  disorders: 

•  Management  of  Functional  Impairment  due  to  Cataract  in  the  Adult 

•  Diagnosis  and  Treatment  of  Benign  Prostatic  Hyperplasia  (BPH) 

•  Acute  Pain  Management:  Post  Operative  and  Trauma 

•  Diagnosis  and  Treatment  of  Depressed  Outpatients  in  Primary  Care 
Settings 

•  Delivery  of  Comprehensive  Care  in  Sickle  Cell  Disease 

•  Prediction,  Prevention,  and  Early  Intervention  of  Pressure  Ulcers 

•  Urinary  Incontinence  in  the  Adult 

•  Management  of  Cancer- related  Pain 

•  Treatment  of  Stage  Two  and  Greater  Pressure  Ulcers 

•  HIV  Positive  Asymptomatic  Patients:  Evaluation  and  Early  Intervention 

•  Low  Back  Problems 

•  Quality  Determinants  of  Mammography 

•  Alzheimer's  Screening 

In  addition  to  these  thirteen  panels,  in  FY  1991  the  AHCPR  awarded  three 
contracts  to  develop  guidelines  for: 

•  Diagnosis  and  Treatment  of  Heart  Failure  Secondary  to  Coronary  Vascular 
Disease 

•  Otitis  Media  in  Children 

•  Post  Stroke  Rehabilitation 


Dissemination 

The  MEDTEP  dissemination  program  involves  innovative  and  effective  programs  to 
translate  clinical  research  findings  into  educational  curricula  for 
physicians,  nurses,  and  other  health  professionals  and  to  motivate  their 
adoption  into  clinical  practice.     It  also  involves  programs  to  educate  the 
consumer. 

In  preparation  for  the  release  of  the  first  AHCPR- commissioned  clinical 
practice  guidelines,  in  FY  1991  the  AHCPR' s  Center  for  Research  Dissemination 
and  Liaison: 

•  Established  a  contractor-operated  clearinghouse  to  handle  the  large 
volume  of  requests  expected  from  professionals  and  consumers  for 
guideline-related  documents  and  other  AHCPR  publications,  and  to  handle 
routine  inquiries. 

•  Began  development  of  comprehensive  marketing  plans  to  ensure  wide 
distribution  of  AHCPR- commissioned  guidelines  and  consumer  publications 
to  all  appropriate  audiences. 

•  Initiated  contacts  with  intermediary  organizations,  such  as  the  American 
Association  of  Retired  Persons,  National  Council  on  the  Aging, 
Washington  Business  Group  on  Health,  American  Pain  Society,  the  Simon 
Foundation,  Health  Resources  and  Services  Administration,  National 
Institute  on  Aging,  and  others  to  disseminate  various  guideline 
products . 
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Funding  for  the  Medical  Treatment  Effectiveness  Program  during  the  last  five 
years  has  been  as  follows: 

$  FTE 


1988   1,915,000 

1989    5,877,000 

1990    37,513,000  21 

1991    62,685,000  42 

1992    67,252,000  75 

Sources  of  MEDTEP  funding  follow: 

Budget  Medicare        1  Percent 

Authority      Trust  Funds    Evaluation  Total 

1988  $  ---     $  1,915,000    $  ---      $  1,915,000 

1989  ---        5,877,000  ---  5,877,000 

1990  26,815,000  5,000,000  5,698,000  37,513,000 

1991  57,805,000  4,880,000  ---  62,685,000 

1992  62,372,000  4,880,000  ---  67,252,000 

1993  23,507,000  36,723,000  11,693,000  71,923,000 


Rationale  for  the  Budget  Request 

MEDTEP,  a  major  Departmental  activity  for  which  AHCPR  is  the  lead  agency,  is 
designed  to  improve  the  quality,  effectiveness,  and  appropriateness  of  health 
care.     The  MEDTEP  is  critical  to  the  first  key  policy  issue  being  addressed  by 
AHCPR  in  FY  1993:     Enhancing  Medical  Practices. 

MEDTEP  is  the  cornerstone  of  AHCPR  activities  designed  to  enhance  medical 
practice.     MEDTEP  may  offer  the  further  prospect  of  significant  cost  savings 
for  Medicare,  Medicaid,  and  the  entire  health  care  system  as  a  result  of 
MEDTEP' s  emphasis  on  clinical  conditions  that  occur  frequently,  pose 
substantial  risks  to  patient  health,  and  constitute  a  major  portion  of 
Medicare  and  Medicaid  spending.     Also,  MEDTEP  will  address  primary  care 
concerns  by  supporting  new  research  on  infant  mortality;  minority  health 
through  expansion  of  the  MEDTEP  Research  Centers  on  Minority  Populations;  and, 
variations  in  outcomes  in  rural  areas. 

The  FY  1993  request  for  the  Medical  Treatment  Effectiveness  Program  is 
$71,923,000  in  obligations  and  77  FTEs .     This  is  a  net  increase  of  $4,671,000 
and  2  FTEs  over  the  FY  1992  appropriation.     It  includes  built-in  costs  of 
$468,000  and  a  program  increase  of  $4,203,000.     Of  the  program  increase, 
$1,000,000  will  provide  for  an  FY  1993  grants  maintenance  level,  and  $203,000 
will  support  two  new  FTEs  in  support  of  the  guidelines  program. 

The  remainder  of  the  program  increase.   $3,000,000  will  be  used  to  support  the 
further  development,  dissemination,  marketing,  and  critical  evaluation 
activities  for  the  clinical  practice  guidelines.     AHCPR  will  target  a  portion 
of  these  funds  to  the  development  of  guidelines  focusing  on  the  management  of 
high  risk  pregnancies  and  high  risk  infants  and  other  conditions  of  particular 
concern  to  minority  populations. 
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As  experience  accumulates  with  the  development  of  clinical  practice 
guidelines,   it  should  be  possible  to  refine  the  development  process  and 
modestly  increase  the  number  of  guidelines  that  can  be  generated  yearly.  This 
activity  is  likely  to  remain  a  staff  -  intensive  effort  for  the  next  several 
years.     Alternative  funding  mechanisms  (primarily  contracts  with  public  or 
nonprofit  entities)  for  the  entire  process  of  guideline  development  is  being 
tested  this  year.     Approximately  10  clinical  guidelines  will  be  produced  in 
FY  1992  and  another  10  in  FY  1993. 

To  be  effective,  guidelines  and  quality  standards  must  be  fully  integrated 
into  the  decision-making  process  of  the  health  care  professional  and  the 
patient.     Dissemination  of  guidelines  requires  a  dual  marketing  strategy  that 
will  assure  both  widespread  availability  and  targeted  intended  users.  AHCPR 
is  working  with  professional  societies,  appropriate  technical  journals, 
consumers,  and  patient  groups  to  facilitate  this  process.     The  FY  1993  budget 
will  support  new  activities  to  examine  broad  dissemination  and  evaluation 
issues,   including  national  and  regional  effects  of  guidelines  on  practice 
patterns,  outcomes,  and  health  care  expenditures  over  time. 

Outcomes  research  and  development  of  clinical  practice  guidelines  shape  our 
efforts  to  determine  what  difference  medical  care  makes  with  respect  to  health 
outcomes.     The  production  and  documentation  of  scientific  findings  by  medical 
effectiveness  and  health  services  research  about  this  difference,  and  active 
dissemination  of  these  findings,  will  help  to  inform  medical  decisionmaking 
and  lead  to  a  more  effective  and  efficient  health  care  system. 

The  FY  1993  request  of  $71,923,000  is  comprised  of:     $23,507,000  in 
appropriation  from  general  funds;  $36,723,000  in  Medicare  Trust  Funds 
transfer;  and  $11,693,000  in  PHS  1%  evaluation  funds.     Compared  to  the  FY  1992 
appropriation,   the  FY  1993  request  reflects  a  decrease  of  $38,865,000  in 
budget  authority,  an  increase  of  $31,843,000  in  Medicare  Trust  Funds,  and  an 
increase  of  $11,693,000  in  PHS  1%  evaluation  funds. 

The  FY  1993  request  includes  the  following  built-in  costs: 


Annualization  of  1992  pay  raise 

January  1993  pay  raise  

Within  grade  increases  

One  less  day  of  pay  

DHHS  Working  Capital  Fund  

PHS  Service  and  Supply  Fund.... 

FTS  

Rent  to  GSA  


$+119,000 


+204,000 
+57 ,000 
-23,000 

+1 ,000 
+25,000 

+1 ,000 
+84.000 


Total 


+468,000 


S&-634   0-92  45 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
MEDICAL  TREATMENT  EFFECTIVENESS 


PROGRAM  OUTPUT  DATA 


Program  Output  Pata  ($000)   

Outcomes  Research 

Grants : 

Non-competing  continuations..  43 

New  and  Renewals   37 

Supplemental  

Subtotal,  Research  Grants..  80 
Contracts  and  Intra-Agency 

Agreements   10 

Subtotal,  Outcomes  Research  90 


FY  1991 

Actual 


FY  1992 

Appropriation 


FY  1993 
Request 


Amount 


$18,212 
11 ,812 
1.826 
$31  ,850 

6.423 


95 


Amount 


$25,581 
7,296 

 Zflfl 

$33,577 

7  .374 


Ho-j. 


_12 
89 


Amount 


$25,791 
8,797 

 ZM 

$35,288 

7  .374 


Data  Development 
Grants : 

Non- competing  continuations....  1 

New  and  Renewals   1 

Supplemental    

Subtotal,  Research  Grants...  2 
Contracts  and  Intra-Agency 

Agreements   8 

HCFA  IAA  (non-add)   (1) 

Subtotal,  Data  Development..  10 

Guidelines 

Contracts  and  Intra-Agency 
Agreements   6 

Dissemination 
Grants : 

Non- competing  continuations....  1 

New  and  Renewals   8 

Supplementals  

Subtotal,  Research  Grants....  9 
Contracts  and  Intra-Agency 

Agreements    8 

Subtotal,  Dissemination   17 


755 
44 


8,813 
(6.850) 


$  4, 


174 
1  ,494 

 u 

1  ,701 


2 .083  13 
3.784  17 


592 


592 

5,510 
(4.QQQ) 
6,102 


$  5,383 


1  ,363 


1  ,363 


3.342 


15 


5,433 
(4,000) 


$  7,883 


1  ,450 


3.729 
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FY  1992 

FY  1991  President's  FY  1993 

/rogram  Output  Data  ($000)   Apprpp,    Budget    Request  

No ,  Amount        No .  Amount  No .  Amount 


Total.  MEDTEP  Grants  &  Contracts 
Grants : 

Non-competing  continuations....         45  19,141  70  27,536  42  27,241 

New  and  Renewals   46  13,350  18  7,296  34  8,797 

Supplementals   1 .859  700  700 

Total,  Research  Grants   91  34,350         88  35,532  76  36,738 

Contracts  and  Intra-Agency 

Agreements   _21        $20.903  36        $21  .058  37        $24 .419 

Total,  MEDTEP  Grants  and 
Contracts   123  55,756        124  57,  141         113  61,157 

Research  Staff  Support   6.635  10,1  1  1  10.766 

FTEs   (42)  (75)  (77) 

Total,  Program 

Operations/Obligations   $62.391  $67.252  $71.923 
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Program  Support 

Authorizing  Legislation  -  Section  301  and  Title  IX  of  the  Public  Health 
Service  Act 


Increase 

FY  1991  FY  1992  FY  1993  or 

 Actual  1/   Appropriation    Estimate    Decrease 

HE  BA   HE   M   EXE   M   EXE  BA 

34        $2,274,000         40      $2,246,000  42        $2,615,000  2  +$369,000 

1/        Reflects  actual  usage.     FY  1991  FTE  allocation  was  34. 

1993  Authorization   PHSA  Title  IX  expires  September  30,  1992 

PHS  Section  301  Indefinite. 

Purpose  and  Method  of  Operations 


This  activity  supports  the  overall  direction  and  management  of  the  Agency  for 
Health  Care  Policy  and  Research  (AHCPR) .     This  includes  the  formulation  of 
policies  and  program  objectives  for  the  AHCPR;  program  planning  and 
evaluation;  grants  and  contracts  management;   resource  management;  and 
administrative  management  and  services  activities. 

Funding  levels  for  the  program  support  activity  during  the  past  five  fiscal 
years  has  been  as  follows: 

$  FTE 


1988   1,886,000  28 

1989                                                1,921,000  34 

1990   2,291,000  2/  34 

1991   2,274,000  34 

1992   2,246,000  40 


2/        Reflects  a  transfer  of  $624,000  from  General  Health  Services 
Research. 

Rationale  for  the  Budget  Request 

The  FY  1993  request  of  $2,615,000  and  42  FTEs  includes  an  increase  of  $369,000 
and  two  FTEs.     The  two  additional  FTEs  will  provide  secretarial  support  to 
AHCPR-wide  management  activities. 


Annualization  of  1992  Pay  raise   $+44,000 

January  1993  pay  raise   +75,000 

Within  grade  increases   +26,000 

One  less  day  of  pay   -8,000 

Working  Capital  Fund   +1,000 

PHS  Service  and  Supply  Fund   +31,000 

FTS   +1,000 

Rent  to  GSA   +63  .000 

Total   +233,000 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES    Exhibit  51 
PUBLIC  HEALTH  SERVICE 
AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 

DETAIL  OF  PERMANENT  POSITIONS  1/ 

1991  1992  1993 

Actual  Estimate  Estimate 

ES-05                                                                      1  1  1 

ES-04                                                                   2  2  2 

ES-03                                                                   1  1  1 

ES-02                                                                   1  2  2 

ES-01                                                                  ^  .     £i  '  — 

Subtotal                                                   5  5  6 

GS/GM-  15                                                               26  24  24 

GS/GM-14                                                            33  38  40 

GS/GM-13                                                               21  M  21 

Subtotal                                                  82  88  91 

GS-12                                                                 17  15  16 

GS-11                                                                   7  8  9 

GS-10   0 

GS-09                                                                 16  17  18 

GS-08                                                                   4  5  5 

GS-07                                                                      14  20  20 

GS-06                                                                 20  16  21 

GS-05                                                                   8  10  11 

GS-04                                                                   3  3  3 

GS-03   1 


GS-02  

GS-01  

Subtotal . 


Grades  established  by  Act  of 
July  1 ,   1944   (42  U.S.C.  207) 


Commissioned  Officer  Grade  08   1  11 

Commissioned  Officer  Grade  07  

Commissioned  Officer  Grade  06   11  10  10 

Commissioned  Officer  Grade  05   6  6  6 

Commissioned  Officer  Grade  04   3  4  4 

Commissioned  Officer  Grade  03   _3_  _3_  _2. 

Subtotal   24  24  24 

Ungraded  Positions   32  34  34 

Total  Permanent  Positions,  EOY  233  246  258 


1/         Includes  part  time  permanent  positions 
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AGENCY  FOR  HEALTH  CARE  POLICY  AND  RESEARCH 
New  Positions  Requested 

 FY  1993 


General  Health 
Services  Research 

Social  Science  Analyst 
Technical  Writer/Editor 
Technical  Information  Specialist 
Grants  Management  Specialist 
Secretary  -  Typing 
Secretary  -  Typing 

Medical  Treatment 
Effectiveness  

Senior  Health  Policy  Analyst 

Medical  Officer 


Annual 

Grade              Number  Salary 

GS-13                 1  $  47,920 

GS-12                 1  40,299 

GS-11                 1  33,623 

GS-09                 1  27,790 

GS-06                 3  65,415 

GS-05                I  20.176 

8  $235,223 

GS-14                 1  $  56,627 

GS-14                I  56.627 

2  $113,254 


Program  Support 
Secretary  -  Typing 


GS-05 


2 


$  40,352 
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TOTAL 
NEW 

55,553 

47,175 

40,792 

32,730 

32,730 

32,730 

30.808 
338,564 

76,320 

76,320 
152,640 

30,808 

30.808 
61,616 

d  u.  S 
zoC 

SUPPORT 

STAFF 

SHARE 

r        r  r 

SUB. 
TOT. 
NEW 

55,553 

47,175 

40,792 

32,730 

32,730 

32,730 

30,808 
338,564 

76,320 

76.320 
152,640 

30,808 

30.808 
61,616 

OTHER 
OBJECTS 

1°                                 1°  i° 

1                   i  1 

si 

7,000 
7,000 

7,000 

7,000 

7,000 

7,000 

7,000 

7,000 
56,000 

7,000 

7.000 
14,000 

7,000 

7.000 
14,000 

nl 

,                    1  o                                    |  o                            |  o 

5i                                                                               Si  Si 

mi 

-j 

SI  §   ?■  °  *  *  11        8  1     *  T 

i 

8,626 
7,254 

6,052 

5,002 

3,925 

3,925 

3,925 

3,632 
42,341 

10,193 

10,193 
20.386 

3,632 

3,632 
7,264 

aU 

II  I  1 1 1 1 1      11  Ml 

! 

i  i  i  l 11 11        II      !  I 

I 

b 
I 

i 

General  Health 
Services  Research 

Social  Science  Analyst 

Techincal  Writer/Editor 

Technical  Information 
Specialist 

Grants  Management 
Specialist 

Secreatry  (Typing) 

Secretary  (Typing) 

Secretary  (Typing) 

Secretary  (Typing) 

Medical  Treatment 
Effectiveness 

Senior  Health  Policy 
Medical  Officer 

Program  Support 
Secretary  (Typing) 
Secretary  (Typing) 
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ADVISORY  AND  ASSISTANCE  SERVICES 


Agency  for  Health  Care  Policy  and  Research 
(In  Thousands  of  Dollars) 


Account  Title  and  Symbpl 

Agency  for  Health  Care  Policy 
and  Research 
7517000-1-552 

1991 

1992 

1993 

I.  Contractual 

Services 

Individual 

B.A. 

0 

Exp  e  r t  s  & 

Oblig . 

0 

0 

0 

Consultants 

Outlays 

0 

0 

0 

Studies , 

B.A. 

8   8  o  " 

Analyses  & 

Oblig. 

0 

0 

0 

Evaluations 

Outlays 

0 

0 

0 

Management  & 

B.A. 

58 

60 

60 

Professional 

Oblig. 

58 

60 

60 

Support  Svcs 

Outlays 

25 

26 

26 

Engineering 

B.A. 

0 

0 

0 

&  Technical 

Oblig. 

0 

0 

0 

Services 

Out  lays 

0 

0 

0 

Subtotal 

B.A. 

58 

60 

60 

Oblig. 

58 

60 

60 

Outlays 

25 

26 

26 

II .  Personnel 

B.A. 

382 

1 ,000 

1  ,000 

Oblig. 

382 

1 ,000 

1 ,000 

III.  Advisory 

Committees 

Outlays 

366 

960 

960 

B.A. 

Oblig. 

Outlays 

56 
56 
48 

60 
60 
52 

65 
65 

56 

TOTAL 

B.A. 
Oblig. 

496 
496 

1  ,120 
1  ,120 

1 ,125 
1  ,125 

Outlays 

439 

1  ,038 

1,042 
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ADVISORY  AND  ASSISTANCE 
NARRATIVE  SUMMARY 


The  Agency  for  Health  Care  Policy  and  Research  (AHCPR)  uses  a  limited  amount 
of  advisory  and  assistance  services  as  necessary  to  meet  the  demand  for 
specific  expertise  critical  to  the  AHCPR' s  success.     The  AHCPR* s  establishing 
legislation,  P.L.   101-239  which  created  Title  IX  of  the  PHS  Act,  authorizes 
the  AHCPR  to  secure  up  to  50  experts  to  acquire  such  expertise.     In  FY  1991 
and  FY  1992,  the  AHCPR  will  begin  to  implement  that  authorization  to  assist  in 
such  activities  as  facilitating  the  development  of  clinical  guidelines. 

In  addition,  the  AHCPR  requires  periodic  assistance  to  aid  in  the  critique  and 
review  of  applications  and  proposals  for  research,  development,  evaluation, 
dissemination  activities  and  health  services  research  survey  methodologies. 
The  AHCPR  supports  a  legislatively-mandated  National  Advisory  Council  for 
Health  Care  Policy,  Research,  and  Evaluation. 
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Agency  for  Health  Care  Policy  and  Research 
HIV/AIDS  Functional 

FY  1991  FY  1992  FY  1993  Change 

I.  Basic  Science  Research      —  — 

II.  Risk  Assessment  and 

Prevention         

III.  Product  Evalualation, 

Research  and  Evaluation         

IV.  Clinical  Health  Services 

Research  and  Delivery         

A.  Services         

B.  Pediatric  Demonstrations         

C.  Construction         

D.  Research  10,252  10,135  9,875  -260 
TOTAL,   AHCPR                                      $10,252  $10,135  $9,875  -$260 


Monday,  March  30,  1992. 


CENTERS  FOR  DISEASE  CONTROL 

WITNESSES 

DR.  WILLIAM  L.  ROPER,  DIRECTOR,  CENTERS  FOR  DISEASE  CONTROL 
CLAUDE  F.  PICKELSIMER,  JR.,  DIRECTOR,  FINANCIAL  MANAGEMENT 

OFFICE,  CENTERS  FOR  DISEASE  CONTROL 
DENNIS  P.  WILLIAMS,  DEPUTY  ASSISTANT  SECRETARY  BUDGET,  OFFICE 

OF  THE  SECRETARY,  HEALTH  AND  HUMAN  SERVICES 

INTRODUCTION  OF  WITNESSES 

Mr.  Natcher.  At  this  time  we  take  up  the  budget  request  for  the 
Centers  For  Disease  Control.  We  have  before  the  Committee  Dr. 
William  L.  Roper,  the  Director.  Dr.  Roper,  it  is  a  pleasure  to  have 
you  back  before  the  Committee. 

Dr.  Roper.  Thank  you,  sir.  It  is  a  delight  for  me. 

Mr.  Natcher.  Before  you  give  us  your  statement,  tell  us  who  do 
you  have  there  with  you  at  the  table,  please. 

Dr.  Roper.  On  my  right  is  Dennis  Williams,  the  Deputy  Assistant 
Secretary  for  Budget,  Department  of  Health  and  Human  Services; 
and  on  my  left,  Mr.  Claude  F.  Pickelsimer,  Jr.,  who  is  Director  of 
the  Financial  Management  Office  at  the  Centers  for  Disease  Con- 
trol. 

Mr.  Natcher.  Now  we  will  be  pleased  to  hear  from  you. 
Opening  Statement 

Dr.  Roper.  Thank  you,  sir.  I  am  pleased  once  again  to  meet  with 
you  and  the  Committee,  sir,  to  talk  about  our  snared  goals  for  a 
healthier  America.  When  we  met  at  this  time  last  year  I  was  proud 
to  testify  on  the  first  President's  budget  that  devoted  an  entire 
chapter  for  prevention;  and  this  second  year  I  am  proud  to  say, 
even  more  proud  to  say,  that  the  President's  budget  for  fiscal  year 
1993  has  another  chapter  entitled  "Focusing  on  Prevention." 

This  is  unprecedented  in  the  history  of  our  nation  and  I  think  it 
highlights  the  attention  that  not  only  the  President  and  his  staff, 
but  all  of  us,  indeed  the  whole  nation,  have  given  to  the  subject  of 
prevention.  As  the  Director  of  CDC,  the  nation's  prevention  agency, 
as  we  call  ourselves,  I  want  to  say  with  conviction  that  this  support 
for  expanding  prevention  strategies  is  serving  America  well. 

Prevention  is  a  sound  investment  in  our  future.  This  year  we  at 
CDC  are  renewing  our  commitment  to  use  responsibly  the  re- 
sources you  give  us  to  gain  the  maximum  benefits  for  those  whose 
needs  are  our  concern.  Our  goal  in  all  of  what  we  do  is  to  prevent 
disease,  injury,  disability  and  premature  death  and  to  promote 
health. 

(1417) 
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There  are  three  broad  goals  that  guide  us  at  the  agency.  They 
are  improving  the  health  of  children,  making  prevention  a  practi- 
cal reality,  and  strengthening  the  nation's  public  health  system, 
and  I  would  like  to  say  a  few  words  about  each  of  those  if  I  may, 
Mr.  Chairman. 

First,  improving  the  health  of  children.  Children  are  our  nation's 
most  precious  resource.  That  is  often  said  but  it  is  surely  true.  I 
want  to  highlight  three  children's  health  programs  that  CDC  has 
principal  responsibility  for. 

First,  immunization,  then  preventing  childhood  lead  poisoning, 
and  thirdly,  prevention  of  tobacco  use.  Events  last  year  brought 
into  sharp  focus  our  nation's  effort  in  prevention  through  immuni- 
zation. The  President  hosted  a  Rose  Garden  ceremony  dedicated  to 
childhood  immunization  and  he  asked  Secretary  Sullivan  and 
others  of  us  to  visit  six  cities  around  the  country  to  review  State 
and  local  plans  to  boost  to  90  percent  the  level  of  immunization  in 
children  by  their  second  birthday. 

Surgeon  General  Novello  has  launched  a  ' 'Healthy  Children 
Ready  to  Learn"  campaign  that  has  focused  additional  attention  on 
the  issue  of  childhood  immunization. 

Let  me  say  very  plainly  that  we  very  much  appreciate  the  Con- 
gress' support  in  our  immunization  effort.  The  program  is  one  of 
the  most  cost-effective  prevention  strategies  we  have  and  the  Presi- 
dent has  recommended  an  increase  of  $52,000,000  for  1993  for  our 
immunization  program. 

Although  Hepatitis  b  infection  can  be  prevented  with  vaccina- 
tion, the  numbers  of  infection  with  Hepatitis  b  virus  have  been  in- 
creasing. Last  year  our  advisory  committee  on  immunization  prac- 
tice recommended  universal — that  is  everybody — immunization  of 
infants  and  high  risk  adolescents  to  control  Hepatitis  b. 

The  President's  request  for  next  year  includes  an  increase  of 
$15,000,000  to  expand  the  universal  immunization  of  infants.  With 
this  money  we  will  be  able  to  reach  40  percent  of  the  infants  in  the 
public  sector.  We  are  optimistic  that  our  new  program  for  Hepati- 
tis b  will  be  as  successful  as  our  approach  to  Haemophilus  influen- 
zae type  b  has  been. 

The  chart  that  I  am  going  to  show  you  illustrates  the  dramatic 
declines  in  illness  with  Haemophilus  influenzae  type  b  since  a  vac- 
cine was  introduced  first  in  1988  for  15  month  old  children.  As  the 
chart  shows,  a  new  vaccine  for  infants  was  introduced  in  1990.  This 
illness,  which  causes  very  severe  problems  in  young  children,  has 
almost  vanished  from  our  country  because  of  the  widespread  use  of 
Haemophilus  type  b  vaccine. 

[The  information  follows:] 
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When  I  was  an  intern  and  resident  in  pediatrics,  I  saw  many 
children  who  were  devastated  by  this  illness.  Some  died,  but  many 
had  meningitis  and  permanent  brain  injury  as  a  result  of  this  in- 
fection, and  now  it  has  almost  been  totally  eliminated.  Last  year 
there  were  fewer  than  200  cases  nationwide. 

We  continue  a  variety  of  activities  in  support  of  the  World 
Health  Organization's  program  to  eradicate  polio  worldwide.  As  a 
result  of  this  program,  there  has  not  been  a  single  case  of  polio  in 
the  Americas,  North  or  South  since  last  September.  We  have  gone 
half  a  year  with  no  cases  of  polio  in  this  hemisphere. 

The  President's  request  for  next  year  includes  about  $3,000,000 
to  continue  CDC's  activities  in  support  of  this  worldwide  effort  to 
wipe  out  polio.  If  it  is  successful,  not  only  in  North  and  South 
America,  but  around  the  world,  we  can  avoid  spending  $300,000,000 
a  year  to  immunize  all  American  children  against  polio. 

Lead  poisoning  is  an  insidious  disease  that  is  even  more  danger- 
ous than  we  once  thought.  It  is  entirely  preventable.  The  Depart- 
ment's strategic  plan  for  the  elimination  of  childhood  lead  poison- 
ing describes  the  first  five  years  of  activities  in  a  20-year  effort  to 
eliminate  this  disease  and  the  President's  budget  for  next  year  in- 
cludes $40,000,000  which  represents  full  funding  for  this  plan. 

Another  issue  for  children  is  choosing  not  to  use  tobacco.  80  per- 
cent of  smokers  begin  smoking  before  the  age  of  21.  As  this  chart 
shows,  from  9th  grade  to  10th  grade  to  11th  grade  and  12th  grade, 
progressively  the  number  of  smokers  goes  up  to  41  percent  by  the 
time  they  are  high  school  graduates. 

[The  information  follows:] 
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If  we  can  prevent  children  from  taking  up  smoking  at  an  early 
age,  we  can  prevent  the  diseases  that  result  from  it. 

We  recently  developed  and  sent  to  high  school  coaches  nation- 
wide a  dynamic  video  entitled,  "The  Performance  Edge,"  which  re- 
inforces student's  decisions  not  to  smoke.  We  plan  to  release  a 
major  public  education  campaign  this  spring  spotlighting  teens  on 
smoking,  and  the  President's  budget  has  an  increase  of  $3,000,000 
to  pay  for  programs  that  work  in  targeting  children  and  adoles- 
cents. 

These  are  programs  carried  out  by  CDC's  Office  on  Smoking  and 
Health,  which  is  the  Federal  focal  point  for  all  smoking  and 
health-related  activities. 

Let  me  turn  from  children's  health  to  the  second  priority  area 
we  have,  making  prevention  a  practical  reality.  What  we  mean  by 
those  words,  "a  practical  reality",  is  taking  prevention  from  a  nice 
idea  that  people  have  in  speeches  and  putting  in  place  practical 
programs  across  the  country  that  truly  work. 

I  want  to  highlight  just  a  few:  tuberculosis,  HIV,  injury  preven- 
tion, breast  and  cervical  cancer  prevention,  and  occupational  safety 
and  health.  We  thought  we  had  eliminated  tuberculosis  but  it  has 
now  reemerged  as  a  major  public  health  challenge  largely  due  to 
its  presence  in  disadvantaged  populations,  HIV-infected  persons 
and  immigrants  and  refugees  from  high  prevalence  countries. 

The  problem  is  made  worse  by  the  fact  that  we  now  have  tuber- 
culosis organisms  that  are  resistant  to  many  of  the  drugs  that  we 
commonly  used  against  tuberculosis.  This  chart  shows  the  number 
of  TB  cases  in  the  United  States  over  the  last  decade  and  you  can 
see  it  leveled  off  in  the  mid- 1 980 's  and  has  taken  a  rather  dramatic 
increase  in  late  1980s  and  on  into  1990  and  1991. 

[The  information  follows:] 
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This  has  become  a  major  concern  of  ours  and,  I  believe,  a  major 
concern  of  the  public  at  large.  As  you  know,  there  was  a  Newsweek 
cover  story  on  tuberculosis  just  a  few  weeks  ago.  I  have  been  ex- 
tremely gratified  by  the  support  that  we  have  gotten  from  the 
Public  Health  Service,  the  Department,  OMB,  and  the  White 
House  in  marshalling  the  resources  we  need  to  combat  the  problem 
of  tuberculosis. 

The  President's  budget  for  next  year  requests  an  additional 
$35,000,000,  for  grants  more  than  doubling  our  effort  against  tuber- 
culosis. 

In  the  fight  against  AIDS,  prevention  of  infection  is  our  best 
weapon.  The  President's  budget  proposes  a  $25,000,000  increase  in 
1993  for  our  HIV/ AIDS  programs.  It  will  be  focused  principally  on 
efforts  to  prevent  HIV  infection  among  women,  preventing  TB  in- 
fection in  persons  already  infected  with  HIV  and  maintaining  our 
counseling,  testing,  referral  and  partner  notification  activities. 

Injuries  are  one  of  the  leading  causes  of  death  and  disability  in 
children  and  young  people  despite  the  fact  that  these  are  usually 
avoidable  and  preventable.  For  example,  for  every  10  percent  in- 
crease in  the  use  of  seatbelts,  1,500  deaths  will  be  averted,  30,000 
serious  injuries  will  be  prevented  and  $600,000,000  to  $800,000,000 
will  be  saved  annually. 

We  are  spearheading  the  development  of  a  Public  Health  Service 
community  demonstration  initiative  to  prevent  youth  violence.  In- 
tentional injury,  as  it  is  called,  or  violence,  as  it  is  usually  known, 
is  a  major  public  health  problem  in  addition  to  being  a  major  soci- 
etal problem. 

[The  information  follows:] 
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This  initiative  against  violence  will  build  on  existing  Public 
Health  Service  programs  and  focus  on  finding  successful  strategies 
to  keep  our  nation's  youth  from  resorting  to  violence. 

We  want  to  evaluate  these  activities  as  we  go  forward  to  know 
the  effectiveness  of  our  interventions.  The  key  to  successful  treat- 
ment of  breast  and  cervical  cancer  remains  early  detection  and  for 
both  we  have  early  detection  methods  that  work  very  well:  mam- 
mography and  pap  smears. 

This  chart  shows  the  percentage  of  women  over  40  who  have  had 
a  mammography  screening  done  in  12  States  in  which  we  have 
funded  breast  and  cervical  cancer  mortality  and  prevention  pro- 
grams. 

[The  information  follows:] 
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At  the  far  right  you  see  the  goal  that  we  have  set  for  the  nation 
for  the  year  2000  for  80  percent  of  women  to  be  screened,  according 
to  the  recommended  standards.  The  President's  budget,  I  am  proud 
to  say,  is  proposing  a  40  percent  increase  in  breast  and  cervical 
cancer  screening  grants  for  a  total  of  $70,000,000.  This  will  allow  us 
to  expand  from  12  to  15  comprehensive  States  with  a  focus  on 
mammography  screening,  pap  smears,  and  follow-up,  especially 
with  low  income  and  high-risk  women  in  the  recommended  age 
groups. 

We  continue  to  develop  interventions  to  protect  workers.  Occupa- 
tional Safety  and  Health  is  a  major  focus  of  our  attention.  Ell  just 
highlight  one  case  involving  deep  fat  fryers  in  a  fast  food  restau- 
rant. A  woman  was  severely  burned  as  a  result  of  a  fall  while 
cleaning  the  exhaust  filters  above  a  deep  fat  fryer.  Our  investiga- 
tion of  this  case  led  us  to  see  that  this  was  not  a  rare  occurrence, 
but  rather  25  percent  of  thermal  or  chemical  burns  occur  in  restau- 
rants. 

Based  on  these  findings,  working  with  State  health  departments 
we  have  made  industry-wide  recommendations  promoting  both  a 
newly  designed  exhaust  system  and  precautionary  steps  to  be 
taken  when  cleaning  the  older  systems. 

Third,  is  strengthening  the  nation's  public  health  system.  CDC's 
partners  in  much  of  what  we  do  are  the  nation's  health  depart- 
ments, both  State  and  local,  and  we  see  as  one  of  our  prime  mis- 
sions strengthening  the  system,  Federal,  State  and  local,  that  deliv- 
ers public  health  services. 

One  of  our  primary  means  of  doing  this  is  through  the  Epidemic 
Intelligence  Service  Program,  now  41  years  old,  which  recruits  and 
trains  public  health  professionals,  primarily  physicians,  in  a  two- 
year  program  of  applied  epidemiology.  The  1992  class  is  the  largest 
in  this  program's  history  with  84  candidates  now  accepted,  of 
whom  44  are  women  and  19  are  minorities. 

It  is  vitally  important  that  we  help  the  States  enhance  their 
public  health  leadership  and,  to  that  end,  we  have  established  the 
Public  Health  Leadership  Institute.  Two  weeks  ago  I  participated 
in  the  first  of  this  Institute's  programs  with  50  scholars,  who  are 
State  and  local  health  officers  from  around  the  country. 

In  addition,  we  are  creating  a  multi-media  communications  net- 
work called  the  Information  Network  for  Public  Health  Officials, 
INPHO,  if  you  will  excuse  the  acronym,  which  will  allow  the  ex- 
change of  current  information  between  the  States  and  CDC. 

We  have  responsibility  on  the  national  level  for  coordinating  and 
tracking  progress  toward  achieving  Healthy  People  2000  objectives. 
In  cooperation  with  a  number  of  others,  CDC  developed  health 
status  indicators  that  can  be  used  at  the  national,  State  and  local 
levels  to  monitor  progress  towards  these  objectives. 

We  are  now  assisting  State  health  agencies  to  establish  the  sys- 
tems they  need  to  monitor  their  own  progress.  Given  the  generous 
45  percent  increase  provided  at  this  current  year  and  maintained 
in  the  President's  budget  for  next  year  in  the  preventive  services 
block  grant,  we  believe  States  will  be  expanding  their  prevention 
programs-targeting  where  they  can  have  the  most  success. 

Mr.  Chairman,  with  your  support  for  the  President's  budget  re- 
quest of  $1,600,685,000  we  will  be  able  to  put  prevention  into  prac- 


1429 


tice  for  more  Americans.  We  appreciate  the  generous  support  the 
Congress  has  given  us  in  the  past  and  we  look  forward  to  your  fa- 
vorable response  to  the  President's  request  again  this  year. 

I  would  be  happy  to  respond  to  your  questions. 

[The  statement  of  Dr.  Roper  follows:] 
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Mr.   Chairman,   I  am  pleased  to  meet  once  again  with  this 
Committee  to  pursue  our  shared  goals  for  a  healthier  America.  When 
we  met  last  year,   I  was  proud  to  testify     on  behalf  of  the  first 
President's  budget  to  devote  an  entire  chapter  to  prevention.  For 
the  second  consecutive  year,   the  President  has  devoted  a  complete 
chapter  in  his  budget  message  to  prevention.     This  is  truly 
unprecedented.     As  Director  of  the  Centers  for  Disease  Control 
(CDC),   the  nation's  prevention  agency,   I  say  with  conviction  that 
this  support  for  expanding  proven  prevention  strategies  is  serving 
America  well.     Prevention  continues  to  be  a  sound  investment  in  our 
future . 

This  year,  we  at  CDC  renew  our  commitment  to  use  responsibly 
the  resources  you  give  us  to  gain  the  maximum  benefits  for  those 
whose  needs  are  our  joint  concern.     Our  goal  will  always  be  to 
prevent  disease,   injury,  disability,  and  premature  death  and 
promote  health.     Fortunately,  we  know  that  prevention  is  the  right 
thing  to  do  and  I  appreciate  the  support  you  have  given  us  in  the 
past  for  our  prevention  programs. 

Three  broad  goals  guide  both  the  future  of  our  agency  and  our 
role  in  improving  the  health  of  Americans.     These  goals  are  to: 
(1)  improve  the  health  of  children;    (2)  make  prevention  a  practical 
reality;  and  (3)  strengthen  the  nation's  public  health  system. 

Improve  the  Health  of  Children 

The  health  of  our  children,  our  nation's  most  precious 
natural  resource,   continues  to  be  a  major  emphasis  for  CDC.  I 
would  like  to  highlight  three  important  child  health  programs: 
(1)  immunization,    (2)  prevention  of  childhood  lead  poisoning,  and 
(3)  prevention  of  tobacco  use.     Events  in  1991  brought  increased 
recognition  to  the  importance  of  childhood  immunization,   each  of 
which  included  CDC  collaboration.     The  President  hosted  a  ceremony 
in  the  Rose  Garden  dedicated  to  childhood  immunization.  The 
Secretary's  visits  to  six  cities  to  unveil  state  and  local  plans  to 
reach  90  percent  immunization  levels  in  children  by  their  second 
birthday  and  the  Surgeon  General's  "Healthy  Children  Ready  to 
Learn"  campaign  have  contributed  to  unprecedented  national 
attention  and  political  will  supporting  childhood  immunizations. 
We  appreciate  Congress'  support.     This  program  is  one  of  the  most 
cost-effective  prevention  strategies  we  have.     We  are  using  well 
the  additional  $80  million  Congress  appropriated  for  immunizations 
in  FY  1992  to  buy  second  doses  of  measles  vaccines,   pay  for 
Hemophilus  influenza  type  b  immunizations,  begin  implementing  the 
universal  hepatitis  B  infant  immunization  recommendations,  and 
enhance  the  existing  vaccine  delivery  system.     The  President  has 
recommended  an  increase  of  $52  million  for  FY  1993  for  CDC's 
immunization  program.     Of  this  amount,   about  $12  million  will  be 
used  to  fully  implement  the  remaining  recommendations  of  the 
"Measles  White  Paper" ;   $15  million  will  be  used  to  buy  more 
vaccines;   $5  million  will  be  used  to  enhance  the  vaccine  stockpile; 
and  $3  million  will  be  used  to  improve  state  programs. 

Although  hepatitis  B  virus  infection  can  be  prevented  with 
vaccination,  numbers  of  infections  have  been  increasing.  Last 
year,  we  made  progress  toward  reversing  that  trend  in  this  country. 
The  recent  recommendation  of  CDC's  Immunization  Practices  Advisory 
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Committee  for  the  universal  immunization  of  infants  and  high-risk 
adolescents  to  control  hepatitis  B  is  the  first  step  in 
accomplishing  the  long-range  goal  of  eliminating  the  transmission 
of  hepatitis  B  infection  in  this  country.     In  the  next  2  years,  we 
plan  to  evaluate  state  programs  for  preventing  perinatal  hepatitis 
B  infection  and  to  use  this  information  to  assure  the  success  of 
this  prevention  strategy.     The  President's  request  for  FY  1993 
includes  an  increase  of  $15  million  to  expand  universal 
immunization  of  infants.     With  this  money,   CDC  will  be  able  to 
reach  40  percent  of  the  infants  in  the  public  sector,   compared  with 
24  percent  this  year.     This  means  almost  340,000  more  children  will 
be  completely  immunized  against  hepatitis  B. 

We  are  optimistic  that  our  new  program  for  hepatitis  B  will 
be  as  successful  as  our  approach  to  the  Hemophilus  influenza  type 
b.     Dramatic  declines  in  the  number  of  cases  of  Hemophilus 
influenza  b  follow  the  introduction  of  the  new  vaccine  for  15  month 
old  children  in  1988  and  the  vaccine  for  infants  in  1990. 

CDC  continues  a  variety  of  activities  in  support  of  the  World 
Health  Organization  (WHO)  program  to  eradicate  polio  worldwide.  As 
a  result  of  this  program,   there  has  not  been  a  case  of  polio  in  the 
Americas  since  September.     The  President's  FY  1993  request  includes 
about  $3  million  to  continue  the  same  level  of  technical, 
laboratory,   and  programmatic  assistance  to  the  WHO.     If  we  succeed 
in  wiping  out  this  disease  worldwide,   our  society  can  save  $300 
million  each  year  by  no  longer  having  to  vaccinate  our  children. 

Lead  poisoning  is  an  insidious  disease  that  is  even  more 
dangerous  than  we  once  thought:     levels  of  lead  in  the  blood 
previously  thought  to  be  safe  are  now  known  to  be  harmful.  In 
light  of  this,  we  revised  our  Lead  Statement,   lowering  the  blood 
lead  levels  requiring  medical  and  community  follow-up.     Even  though 
there  is  no  vaccination  against  lead  poisoning,   it  is  an  entirely 
preventable  disease.     The  Department's  Strategic  Plan  for  the 
Elimination  of  Childhood  Lead  Poisoning  describes  the  first  5 
years'   activities  in  a  20-year  effort  necessary  to  eliminate  this 
disease.     The  President's  budget  includes  an  increase  of  $18.7 
million,  which  represents  full  funding  of  the  plan,   so  we  can  make 
strides  toward  eliminating  this  disease.     These  funds  will  be  used 
to  increase  the  number  of  state  and  local  prevention  programs  from 
30  to  35.     This  money  will  be  well  spent:     the  benefit  of 
preventing  a  child's  blood  lead  level  from  reaching  25  micrograms 
per  deciliter  is  estimated  at  more  than  $4600  for  avoided  medical 
and  special  education  costs  alone. 

Choosing  not  to  use  tobacco  reduces  one's  risk  for  many 
diseases.     Eighty  percent  of  smokers  begin  before  age  21.  (CHART) 
If  we  can  prevent  children  from  ever  becoming  smokers,  we  can 
prevent  the  diseases  caused  by  smoking  that  as  adults  they  are 
likely  to  suffer.     In  1991,  we  designed  and  distributed  a  model  law 
to  restrict  minors'  access  to  vending  machines  and  released  a 
public  service  announcement  to  encourage  state  and  local  vending 
machine  legislation.     We  also  developed  and  sent  to  high  school 
coaches  nationwide  a  dynamic  video  entitled  "The  Performance  Edge," 
which  reinforces  students'  decisions  not  to  smoke.     We  plan  to 
release  a  major  public  education  campaign  this  spring  spotlighting 
teens  and  smoking.     The  President's  budget  includes  an  increase  of 
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$3  million  to  pay  for  programs  that  work  by  targeting  attention  to 
children  and  adolescents.     These  are  carried  out  by  CDC's  Office  on 
Smoking  and  Health,  which  is  the  Federal  focal  point  for  all 
smoking  and  health-related  activities. 

Make  Prevention  a  Practical  Reality 

Let's  look  first  at  ways  CDC  is  making  prevention  a  practical 
reality  by  highlighting  a  few  representative  national  programs: 
tuberculosis  control,  HIV  prevention,   injury  prevention  and 
control,  early  detection  and  prevention  of  breast  and  cervical 
cancer  mortality,  and  occupational  safety  and  health.  Tuberculosis 
(TB)  has  been  a  curable  and  preventable  disease  for  almost  four 
decades.     Yet,  TB  has  recently  re -emerged  as  a  major  public  health 
challenge  largely  due  to  the  presence  of  TB  in  disadvantaged 
populations,  HIV-infected  persons,  and  immigrants  and  refugees  from 
high-prevalence  countries.     Recently,   the  TB  problem  has  been 
further  complicated  by  the  occurrence  of  multi-drug  resistant  TB. 
(CHART)     To  combat  this  growing  problem,   the  President's  budget 
requests  an  additional  $35  million  to  support  efforts  aimed  at 
prevention  and  containment  measures.     These  measures  include 
providing  directly  observed  therapy;  TB  screening  and  preventive 
therapy  for  HIV-infected  persons;   improving  surveillance  of 
multidrug-resistant  tuberculosis;   developing  new,   rapid  diagnostic 
tests  and  therapeutic  strategies;   rapidly  transferring  newly 
developed  technology;   and  providing  training  nationwide. 

In  the  fight  against  AIDS,  prevention  of  infection  is 
currently  our  best  weapon.     Recognizing  this  fact,   the  President's 
budget  proposes  a  $24.5  million  increase  in  fiscal  year  (FY)  1993 
for  CDC's  HIV/AIDS  prevention  programs.     Planned  activities  include 
enhancing  efforts  to  prevent  HIV  infection  among  women,  preventing 
TB  infection  in  persons  already  infected  with  HIV;   and  maintaining 
our  counseling,   testing,  referral,  and  partner  notification 
activities.     We  estimate  that  if  even  only  one  of  every  26  persons 
who  learns  through  CDC- supported  counseling  and  testing  services 
that  they  are  HIV-positive  takes  steps  that  prevent  only  one  other 
person  from  becoming  HIV-infected,   then  the  economic  benefits  of 
counseling  and  testing  services  exceed  the  costs. 

Injuries  are  the  leading  cause  of  death  and  disability  in 
children  and  young  adults,  despite  the  fact  that  these  injuries  are 
usually  avoidable  and  prevention  efforts  are  cost-effective.  For 
instance,   for  every  10  percent  increase  in  seatbelt  use,  1500 
deaths  will  be  prevented,   30,000  moderate  to  serious  injuries  will 
be  prevented,   and  $600  to  $800  million  will  be  saved  annually.  To 
begin  building  a  national  injury  control  program,   CDC  has  created  8 
centers  of  excellence  in  injury  control  research  at  leading 
universities,  supported  78  extramural  research  projects,  conducted 
intramural  research,  and  established  more  than  28  state  injury 
control  programs  through  state  health  departments. 

CDC  is  spearheading  the  development  of  a  Public  Health 
Service  (PHS)  community  demonstration  initiative  to  prevent  youth 
violence.    (CHART)     This  initiative  will  build  on  existing  PHS 
programs  and  will  focus  on  finding  successful  strategies  to  keep 
our  nation's  youth  from  resorting  to  violence.     We  will  include  a 
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rigorous  evaluation  component  to  measure  the  effectiveness  of  our 
interventions . 

The  key  to  successful  treatment  of  breast  and  cervical  cancer 
remains  early  detection.     (CHART)     The  President's  budget  proposes 
a  40  percent  increase,  or  $20  million,   in  breast  and  cervical 
cancer  screening  grants.     This  investment  will  allow  CDC  to  expand 
our  comprehensive  state  programs  from  12  to  15  states.  These 
comprehensive  programs  will  focus  on  mammography  screening,  pap 
smears,  and  follow-up  for  low- income,  high-risk  women  in 
recommended  age  groups  who  otherwise  have  no  access  to  these 
prevention  activities.     Additionally,  the  programs  will  provide 
physician  and  public  education  about  the  importance  of  mammography 
screening  for  women  of  all  socioeconomic  levels. 

CDC  continues  to  develop  interventions  to  protect  workers . 
To  give  you  an  idea  of  how  we  can  prevent  disease  and  injuries  from 
occupational  hazards ,   I  would  like  to  tell  you  about  one  case 
involving  deep-fat  fryers  at  a  fast-food  restaurant.     In  this  case, 
a  woman  was  severely  burned  as  a  result  of  a  fall  while  cleaning 
the  exhaust  filters  above  the  deep-fat  fryer.     The  ensuing 
investigation  led  to  the  recognition  that  this  type  of  injury  was 
not  a  rare  occurrence.     In  fact,  CDC's  state -based  surveillance 
system  has  found  that  over  the  past  4  years,  approximately  25 
percent  of  thermal  or  chemical  burns  occurred  in  restaurants. 
Based  on  these  findings,  CDC  in  conjunction  with  state  health 
departments  made  industry-wide  recommendations.     These  include 
promoting  both  a  newly  designed  exhaust  system  and  precautionary 
steps  for  cleaning  older  systems.     CDC  also  developed 
recommendations  to  prevent  occupational  lead  poisoning  among 
workers  in  radiator  repair  shops. 

Strengthen  the  Nation's  Public  Health  System 

We  at  CDC  are  committed  to  strengthening  our  nation's  public 
health  system.      One  of  our  primary  means  of  doing  this  is  through 
our  Epidemic  Intelligence  Service  (EIS)  program.     The  EIS  program 
is  designed  to  recruit  and  train  public  health  professionals, 
primarily  physicians,  in  a  2-year  program  of  applied  epidemiology. 
Graduates  of  our  program  go  on  to  public  health  careers  in  CDC, 
state  health  departments,  other  federal  agencies,  private  and  non- 
profit health  agencies,  academic  institutions,  private  practice, 
and  business.     We  continue  to  recruit  talented  students  from  a 
variety  of  disciplines,  with  special  effort  devoted  to  attracting 
qualified  women  and  minority  candidates.     The  1992  class  is  the 
largest  in  EIS  history  with  84  candidates  accepted,   of  whom  44  are 
women  and  19  are  minorities. 

It  is  vitally  important  that  we  help  states  enhance  their 
public  health  leadership.     Toward  this  end,  we  have  established  the 
Public  Health  Leadership  Institute.     The  Institute  brings  together 
leaders  in  public  health  to  enhance  their  leadership  skills,  and 
develop  and  strengthen  the  relationship  between  public  health 
practice  and  academia.     Two  weeks  ago,   I  participated  in  the 
Institute's  program  for  the  first  50  scholars.     It  was  indeed 
exciting  to  see  these  new  health  officers  from  across  the  country 
gathered  together  for  leadership  training  and  skill  building  in 
public  health.     CDC  is  also  creating  a  multi -media  communications 
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network,  called  the  Information  Network  for  Public  Health 
Officials.     This  network  will  make  it  easier  for  state  and  local 
health  agencies  to  exchange  current  information  with  CDC  and  help 
CDC  disseminate  emergency  recommendations  much  more  rapidly.  These 
initiatives  will  strengthen  our  vital  partnership  with  states  and 
communities  throughout  this  country. 

Healthy  People  2000  established  300  objectives  for  the  nation 
that  cover  22  health  promotion,  health  protection,  preventive 
services,  and  surveillance  and  data  system  priority  areas.     CDC  has 
the  legislative  mandate  to  monitor  the  nation's  health  and  the  use 
of  health  services  and  to  explore  the  relationships  between  risk 
factors  and  disease.     We  also  have  the  responsibility  at  the 
national  level  to  track  and  document  progress  toward  achieving  the 
Healthy  People  2000  objectives.     In  1991,  CDC  worked  with  public 
health  experts  from  private  and  public  organizations  to  develop 
health  status  indicators  that  can  be  used  at  the  national,  state, 
and  local  levels  to  monitor  progress  toward  the  objectives. 
Building  on  this  base,  we  are  now  assisting  state  health  agencies 
in  establishing  the  systems  they  need  to  monitor  their  own  health 
targets  for  the  1990s.     Given  the  generous  45  percent  increase 
provided  in  FY  1992  and  maintained  for  FY  1993  for  the  Preventive 
Health  and  Health  Services  Block  Grant,  we  expect  that  the  states 
will  be  expanding  their  prevention  programs  to  improve  the  health 
of  their  citizens  and  will  implement  systems  to  monitor  health 
targets . 

Mr.  Chairman,  with  your  support  for  the  President's  budget 
request  of  $1,600,685,000  for  CDC,  we  will  be  able  to  put 
prevention  into  practice  for  more  Americans,   adults  and  children, 
who  need  our  help  more  than  ever  before.     We  appreciate  the  support 
the  Congress  has  given  us  in  our  efforts  in  the  past,   and  look 
forward  to  your  favorable  response  to  the  President's  request  agaii 
this  year.     I  will  be  happy  to  answer  any  questions  you  may  have. 
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TUBERCULOSIS 

Mr.  Natcher.  Thank  you,  Dr.  Roper.  Now,  Doctor,  you  mention 
in  your  statement  the  spread  of  tuberculosis.  Some  of  the  members 
in  the  House  have  talked  to  us  about  it.  We  have  received  a 
number  of  letters. 

What  can  you  tell  us  about  the  number  of  TB  cases  you  expect 
this  year  compared  to  1991?  Chuck  Schumer,  one  of  our  Members 
from  New  York  City  talked  to  me  the  other  day  about  New  York 
City.  They  are  very  much  concerned  up  there  about  it.  What  can 
you  tell  us,  Dr.  Roper? 

INCIDENCE 

Dr.  Roper.  Yes,  sir.  The  number  of  tuberculosis  cases  for  1990 
was  25,700.  We  have  seen  the  number  of  cases  going  up.  I  would  be 
happy  to  supply  the  data  for  the  record,  sir,  but  as  the  graph  I 
have  presented  to  you  shows,  we  have  a  15  percent  increase  since 
1985  in  the  number  of  cases  of  tuberculosis. 

We  have  seen  it  principally  in  urban  areas,  Miami  and  New 
York  City  most  of  all,  and  the  problem  has  been  focused  around 
areas  that  are  hardest  hit  by  the  HIV/AIDS  epidemic.  Individuals 
who  have  a  compromised  immune  system  are  more  likely  to  devel- 
op tuberculosis  after  infection  with  the  organism,  and  there  are 
many  individuals  who  are  already  infected  with  tuberculosis.  When 
HIV  destroys  their  immune  system,  this  bug  becomes  active  and 
they  develop  a  case  of  clinical  tuberculosis. 

It  is  a  problem  that  has  been  with  us  for  a  long  time  and  now 
has  become  linked  with  the  HIV  epidemic  and  is  getting  much 
worse. 

Mr.  Natcher.  Give  us  the  best  information,  Doctor,  and  also, 
when  you  place  that  in  the  record,  tell  us  if  you  can,  what  percent- 
age of  these  tuberculosis  cases  are  drug  resistant. 

[The  information  follows:] 

Tuberculosis — Drug  Resistant 

The  final  case  count  for  1991  was  26,283  new  cases,  a  2.3%  increase  over  1990.  It 
is  too  early  to  make  an  accurate  prediction  for  1992,  but  based  upon  recent  trends 
we  would  expect  another  increase  of  at  least  2  percent  to  26,809  projected  cases. 

Fourteen  percent  of  TB  cases  are  drug  resistant.  Six  percent  are  resistant  to  2  or 
more  drugs.  Three  percent  are  resistant  to  both  isoniazid  and  rifampin,  the  two  best 
TB  drugs,  which  makes  them  very  difficult  to  cure.  These  figures  are  from  a  survey 
of  TB  cases  reported  to  CDC  in  the  first  three  months  of  1991. 

INFECTION  RATE 

Mr.  Natcher.  A  recent  Newsweek  article  on  tuberculosis  indicat- 
ed that  extensive  exposure  eight  hours  a  day  for  six  months  is  re- 
quired to  become  infected  and  that  once  infected,  a  person  has 
about  a  10  percent  chance  of  developing  an  active  case. 

If  this  is  correct,  Doctor,  is  the  current  TB  problem  likely  to  pose 
any  threat  to  the  general  population? 

Dr.  Roper.  Yes,  sir,  we  believe  it  is  likely  to  pose  a  general 
threat.  The  problem  is  heavily  focused,  in  certain  parts  of  the  popu- 
lation, inner  cities,  minority  areas,  and  in  the  population  infected 
with  HIV,  but  we  have  looked  at  the  nation  as  a  whole  and  the 
tuberculosis  cases  are  not  restricted  by  any  means  to  those  areas. 
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We  are  seeing  increases  in  all  zip  codes,  if  you  will,  from  the 
poorest  areas  to  the  wealthiest  areas,  and  it  is  a  problem  that  af- 
fects us  all.  Yes,  it  is  true,  as  the  article  you  quoted  says,  prolonged 
exposure  is  generally  required  to  catch  the  bacteria,  but  not 
always,  and  this  is  a  disease  that  is  spread  by  coughing,  when  an- 
other person  inhales  the  droplets  containing  the  tuberculosis  orga- 
nism they  will  become  infected.  Casual  contact  is  the  way  in  which 
tuberculosis  is  spread. 

HEALTH  CARE  WORKER  RISKS 

Mr.  Natcher.  Doctor,  do  we  have  any  drugs  that  can  be  given  to 
health  care  workers  and  others  at  risk  to  prevent  them  from  being 
infected  with  tuberculosis? 

Dr.  Roper.  There  are  drugs  that  are  available  that  have  in  the 
past  been  effective  in  preventing  people,  who  were  infected,  from 
going  on  to  develop  the  clinical  disease. 

Unfortunately,  now  we  are  seeing  organisms  that  are  resistant  to 
those  preventive  therapy  drugs  and  we  are  currently,  along  with 
our  expert  advisory  panel,  looking  at  what  can  be  done  to  try  to 
prevent  disease  in  persons  exposed  to  these  drug-resistant  orga- 
nisms. 

DIRECTLY  OBSERVED  THERAPY 

Mr.  Natcher.  Much  of  your  agency's  tuberculosis  funding  goes  to 
directly  observed  therapy,  which  is  intensive  case  management  and 
supervision.  How  many  case  workers  for  this  type  of  therapy  will 
be  supported  by  your  1993  tuberculosis  request? 

Dr.  Roper.  I  would  be  happy  to  supply  that  for  the  record,  sir. 

[The  information  follows:] 

Tuberculosis — Case  Workers 

The  FY  1993  budget  request  will  allow  CDC  to  assist  state  and  local  providers  in 
the  support  of  up  to  590  outreach  workers,  an  82%  increase  over  FY  1992,  to  super- 
vise the  directly  observed  therapy  (DOT)  of  at  least  6,000  to  6,500  TB  patients,  an 
85-100%  increase  over  FY  1992,  to  insure  they  are  cured  of  their  disease  and  are 
prevented  from  spreading  infection  to  others  or  developing  drug  resistant  diseases. 

Mr.  Natcher.  Is  directly  observed  therapy  likely  to  be  successful 
with  the  current  TB  population,  many  of  whom  are  homeless,  drug 
abusers,  mentally  ill? 

Dr.  Roper.  We  believe  it  will  be  successful.  Nothing  else  is  going 
to  be  successful  because,  as  you  said,  many  of  the  people  infected 
with  tuberculosis  are  people  that  are  difficult  to  reach,  who  may 
not  come  back  on  a  regular  basis  for  their  follow-up  visits,  and  may 
not  on  their  own  take  the  daily,  or  two  times  or  three  times  a 
week,  regimen  of  drugs. 

So  what  directly  observed  therapy  does  is — and  it  is  expensive — 
go  out  to  the  individual  every  day,  or  however  often  it  needs  to  be 
done,  and  observe  directly  that  the  person  ingests  the  medication. 
We  think  that  is  finally  what  has  to  be  done  if  we  are  going  to  turn 
this  epidemic  around. 

COST  OF  DRUGS 

Mr.  Natcher.  How  much  of  the  funding  problem  in  cities  hard 
hit  by  tuberculosis  is  related  to  shortages  of  case  workers  as  com- 


53-634   0—92  46 


1440 

pared  to  the  cost  of  expensive  drug  treatments  which  CDC  does  not 
finance? 

Dr.  Roper.  Again,  I  would  be  happy  to  elaborate  on  that  for  you 
for  the  record.  I  don't  have  a  split  for  you.  The  impact  on  cities, 
like  New  York,  is  both  the  cost  of  the  workers  to  go  out  to  do  the 
directly  observed  therapy,  and  the  cost  of  drugs,  but  we  do  not 
spend  a  substantial  part  of  our  budget  for  purchase  of  TB  drugs. 

When  a  person  is  infected  with  the  drug-resistant  organisms, 
ACET  estimates  the  treatment  costs  about  $180,000,  compared  with 
$11,000  for  a  public  health  treatment  and  management  of  a  non- 
resistant  case. 

Mr.  Natcher.  Doctor,  when  you  give  us  this  information  in  the 
record,  also  tell  us,  if  you  will,  how  much  it  would  potentially  cost 
if  CDC  became  more  involved  in  purchasing  drugs. 

Dr.  Roper.  Sure. 

[The  information  follows:] 

Tuberculosis — Drug  Costs 

Historically,  state  and  local  government  have  borne  most  of  the  cost  associated 
with  the  control  of  TB,  including  the  purchase  of  drugs.  The  Public  Health  Founda- 
tion, in  the  1990  Public  Health  Chartbook,  stated  that  only  13%  of  state  health 
agency  funds  spent  on  TB  are  federal  dollars. 

One  of  the  reasons  that  current  problems  of  multidrug-resistant  TB  (MDR  TB)  has 
occurred,  is  the  initial  failure  of  patients  to  complete  effective  treatment  the  first 
time  it  is  offered.  We  have  been  using  a  large  percentage  of  appropriated  money  to 
fund  outreach  workers  and  directly  observed  therapy  (DOT)  to  assure  patients  com- 
plete necessary  treatment,  are  cured,  and  do  not  spread  their  disease  or  develop  re- 
sistance. The  amount  in  the  President's  budget  is  to  assist  states  and  other  provid- 
ers in  assuring  that  core  program  activities,  such  as  surveillance,  case  management, 
high  risk  screening,  outreach  workers,  and  DOT  continue  to  be  available  and  are 
increased. 

The  FY  1993  request  does  not  propose  to  also  take  over  from  the  States  their  tra- 
ditional responsibility  of  providing  for  the  drug  treatments  to  combat  TB.  It  is  esti- 
mated that  the  cost  of  providing  drugs  for  the  prevention  and  treatment  of  tubercu- 
losis could  potentially  cost  up  to  $75  million  per  year,  though  it  is  not  known  what 
the  States  currently  spend  annually  on  TB  drugs. 

REPROGRAMMING  OF  AIDS  FUNDS 

Mr.  Natcher.  If  you  will,  describe  for  us  your  planned  realloca- 
tion of  $15,000,000  within  the  1992  AIDS  appropriation  to  address 
the  TB  problem. 

Dr.  Roper.  Yes,  sir.  Others  within  the  Department,  especially 
Mr.  Williams  here  with  me,  are  working  to  resolve  this  shortly. 
What  we  are  attempting  to  do  is,  within  current  resources  for  fiscal 
year  1992,  make  more  money  available  this  current  year  to  deal 
with  the  problem  of  tuberculosis. 

We  have  recommended  that  there  be  a  reprogramming  of  money, 
in  order  for  the  dollars  to  be  able  to  be  expended  this  year.  I  men- 
tioned earlier  that  tuberculosis  outbreaks  that  we  are  seeing  are 
heavily  related  to  the  problem  of  HIV  and  AIDS,  and  we  are  look- 
ing within  that  account  to  find  ways  to  spend  the  dollars  that  are 
currently  available  for  1992  against  tuberculosis  without  an  impact 
on  our  programs. 

Mr.  Natcher.  Is  this  level  of  effort  continued  in  your  1993  re- 
quest? 

Dr.  Roper.  Yes,  sir.  I  mentioned  that  the  President  has  requested 
more  than  doubling  of  our  funding  for  tuberculosis.  This  would 
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allow  us  to  initiate  in  1992  many  of  the  things  that  we  plan  to  do 
in  1993  with  the  President's  budget. 

Mr.  Natcher.  What  impact  would  this  reallocation  have  on  other 
AIDS  programs? 

Dr.  Roper.  We  have  put  forward  a  recommendation  that  allows 
for  the  money  to  be  used  by  allocating  it  from  another  AIDS  activi- 
ty by  moving  forward  the  anniversary  date  of  the  grants,  but  it 
doesn't  interrupt  or  diminish  the  monthly  level  of  effort  in  those 
other  AIDS  activities,  so  it  doesn't  have  an  effect. 

Mr.  Natcher.  Have  you  submitted  a  formal  request,  Doctor,  to 
the  Department  and  OMB  for  supplemental  funding  for  TB  under 
the  emergency  provisions  of  the  Budget  Enforcement  Act? 

Dr.  Roper.  No,  sir,  we  have  not. 

Mr.  Natcher.  Mr.  Pursell,  I  yield. 

Dr.  Roper.  I  might  add  one  additional  thing. 

Mr.  Natcher.  Go  ahead. 

Dr.  Roper.  The  mechanism  that  we  have  proposed  does  not  affect 
the  monthly  funding  of  the  grant  program  that  would  be  the 
source  of  these  dollars.  It  doesn't  have  an  effect  immediately.  Ulti- 
mately, at  the  end  of  this  program,  if  it  does  come  to  an  end,  it 
would  end  sooner  than  it  otherwise  would,  but  that  postpones  to 
some  future  year  its  impact. 

Mr.  Williams  may  want  to  say  something. 

Mr.  Williams.  The  term  reallocation  was  a  little  vague.  We  ini- 
tially reacted  to  Dr.  Roper's  proposal  by  indicating  to  him  that  we 
thought  the  reallocation  within  the  AIDS  activity  was  perfectly 
within  his  authority  to  do. 

Since  that  time,  the  Senate  staff,  in  particular,  have  indicated  to 
us  and  insisted  that  they  believe  this  is  a  reprogramming  request 
which  would  require  a  formal  notification  of  both  this  Committee 
and  the  Senate  committee. 

We  are  now  acting  on  the  theory  that  this  will  require  a  formal 
reprogramming  and,  although  we  have  not  made  a  final  decision 
on  the  content,  we  are  moving  forward  and  hope  to  move  forward 
quickly  on  that  theory. 

Mr.  Natcher.  Mr.  Pursell,  I  yield. 

Mr.  Pursell.  Thank  you.  Dr.  Roper,  it  is  nice  to  see  you  again. 
Dr.  Roper.  Delighted  to  see  you,  sir. 

Mr.  Pursell.  I  want  to  say  as  a  member  of  the  Committee,  that 
we  were  very  pleased  with  your  hospitality  in  Atlanta  and  taking 
the  time  to  show  us  what  we  wanted  to  see  and  honest  answers  to 
our  questions.  I  also  appreciate  your  national  leadership,  both  at 
the  CDC,  and  prior  to  that,  as  HCFA  administrator,  which  is  prob- 
ably the  tougher  job  of  the  two. 

Dr.  Roper.  I  appreciate  your  coming  and  I  surely  appreciate  your 
leadership.  Mr.  Pursell,  I  was  saddened  the  other  day  to  get  the 
news  that  you  have  decided  to  go  on  to  some  other  line  of  service. 

We  welcome  you  back  to  Atlanta  between  now  and  next  January 
or  after  that. 

Mr.  Pursell.  With  a  resume  in  hand. 

Dr.  Roper.  Yes,  sir. 
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BUILDINGS  AND  FACILITIES 

Mr.  Pursell.  I  understand  that  CDC  has  about  4,000  employees 
in  Atlanta  and  when  I  was  looking  at  those  buildings  I  had  a  lot  of 
mixed  reactions  about  the  quality  of  the  labs  and  the  facilities  that 
are  located  there. 

What  is  your  assessment  overall? 

Dr.  Roper.  I  would  say,  sir,  that  we  have  got  the  very  best  em- 
ployees in  public  service  who  are  working  as  hard,  or  harder,  than 
anybody  anywhere,  but  we  have  facilities  that  have  real  problems. 
That  comes  about  principally  from  two  things. 

One  is,  we  are  in  many  buildings  that  were  designed  in  the  mid- 
1950s  and  then  constructed  in  the  late  1950s. 

Mr.  Pursell.  35  to  40  years  old? 

Dr.  Roper.  They  are  out  of  date,  and  what  happens  in  a  building 
or  a  house  of  that  age  is  happening.  The  heating  and  air-condition- 
ing system  has  gone  bad;  we  can't  cable  the  buildings  for  comput- 
ers very  easily,  the  roofs  leak  and  so  on. 

That  is  bad  enough  in  an  office  building,  but  for  our  laborato- 
ries— and  we  are  heavily  a  laboratory  institution — it  presents  some 
very  real  problems. 

The  other  explanation  for  our  difficulty  is  we  have  grown  very 
rapidly  through  the  last  decade  and  of  the  4,000  employees  in  the 
Atlanta  area,  approaching  half  of  them  are  in  leased  office  build- 
ings that  are  scattered  across  Atlanta.  We  have  some  real  space  fa- 
cility needs. 

Mr.  Pursell.  How  many  are  on  the  main  campus? 
Dr.  Roper.  About  2,000  of  the  4,000. 
Mr.  Pursell.  About  half. 

Dr.  Roper.  Yes.  But  I  hasten  to  say  Congress  has  been  very  good 
to  CDC  in  recent  years.  In  fact,  last  year  we  got  authorization  to 
begin  planning  for  a  major  laboratory  building  replacing  one  of  our 
lab  buildings  that  you  saw. 

Mr.  Pursell.  What  is  the  status  of  that  in  terms  of  completion? 

Dr.  Roper.  We  are  in  the  process  of  planning,  but  we  don't  have 
the  money  to  build  the  building.  Our  estimate  is  it  will  cost  about 
$60,000,000  to  build  that  building. 

In  addition,  we  also  got  the  authorization  to  begin  planning  an- 
other office  building  We  are  along  in  that  process  but,  again,  we 
haven't  received  funding  to  construct  that  building. 

Mr.  Pursell.  So  we  are  making  progress  but  it  has  been  rather 
slow.  Is  that  honest? 

Dr.  Roper.  It  has  been  slow,  but  I  hasten  to  say  thank  you  very 
much  for  the  help  you  have  given  us  in  the  last  couple  of  years. 

STAFFING  LEVELS 

Mr.  Pursell.  On  the  table  of  organization  with  4,000  employees 
there,  you  are  asking  for  about  91  more  FTES.  Are  the  personnel 
that  you  have  now  or  part  of  this  new  group  that  you  are  propos- 
ing, be  in  individual  States  working  on  prevention  outreach  type 
programs? 

Dr.  Roper.  Yes,  sir.  About  700  to  800  of  our  employees  are 
housed  in  State  and  local  health  departments.  They  actually,  under 
a  special  provision  enacted  some  years  ago,  don't  count  against  our 
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regular  FTE  numbers,  so  they  don't  appear  in  that  4,000  I  men- 
tioned to  you. 

Mr.  Pursell.  But  they  are  totally  federally  funded  out  of  our 
budget. 
Dr.  Roper.  Yes,  sir. 

Mr.  Pursell.  How  many  personnel  for  example,  are  in  Michigan, 
Kentucky,  and  Ohio? 
Dr.  Roper.  In  the  State  of  Michigan,  I  don't  know. 
Mr.  Pursell.  Roughly. 

Dr.  Roper.  Maybe  my  colleagues  do.  But  I  would  imagine  in  the 
State  health  department,  we  have  got  one  of  our  epidemiologists  in 
training.  We  may  well  pay  for  the  person  in  charge  of  the  State's 
immunization  program  or  tuberculosis  program. 

We  likely  also  have  several  staff  at  the  Detroit  Wayne  County 
Health  Department,  usually  in  our  infectious  disease-oriented  pro- 
grams like  sexually  transmitted  disease,  AIDS,  tuberculosis,  and 
immunization,  but  we  are  now  assigning  staff  to  focus  on  chronic 
diseases  and  a  variety  of  other  activities. 

DISCRETIONARY  FUNDS 

Mr.  Pursell.  Michigan  is  number  one  in  the  country  in  terms  of 
chronic  diseases  so  if  you  are  refocusing  your  programs  and  I  ap- 
preciate that  flexibility. 

Dr.  Roper,  the  Committee  created  an  annual  discretionary  fund 
for  the  NIH  director.  This  was  to  give  her  some  flexibility  and 
work  with  various  needs. 

Are  there  examples  where  you  should  have  some  flexibility  to 
react  to  various  concerns? 

Dr.  Roper.  Yes,  sir,  it  would  surely  help  us  to  have  a  modest  con- 
tingency fund.  You  use  the  figure  $10,000,000.  That  would  sound 
about  right  to  me  and  would  allow  us  to  meet  unanticipated  chal- 
lenges. 

As  I  said,  the  tuberculosis  problem  is  a  very  good  example.  We 
are  trying,  with  everybody's  good  wishes,  to  accomplish  that  in 
fiscal  1992  using  other  mechanisms,  but  it  would  just  be  a  real 
assist  to  our  efforts  to  have  that  sort  of  fund  set  aside. 

AIDS  FUNDING 

Mr.  Pursell.  Let  me  switch  to  HIV.  What  did  CDC  spend  on 
AIDS  last  year  and  what  are  we  doing  this  year? 

Dr.  Roper.  During  the  last  couple  of  years,  our  budget  has  been 
approximately  $500,000,000  and  the  proposal  for  next  year  takes  us 
over  that  $500,000,000  figure.  It  is  a  $25,000,000  increase  for  fiscal 
1993. 

AIDS  EPIDEMIC 

Mr.  Pursell.  I  have  read  your  last  year's  1991  report.  Could  you 
comment  on  the  status  of  the  epidemic  here? 

Dr.  Roper.  Be  happy  to  and  I  would  be  glad  to  provide  you  and 
the  Committee  with  a  very  detailed  breakdown. 

[The  information  follows:] 
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HIV — Surveillance 

Although  AIDS  cases  associated  with  male-to-male  sexual  activity  continue  to  ac- 
count for  the  majority  of  AIDS  cases  nationally,  female  cases  due  to  the  heterosex- 
ual transmission  of  HIV,  especially  among  female  sex  partners  of  male  injecting 
drug  users  are  increasing  most  rapidly.  Similarly,  although  whites  continue  to  ac- 
count for  the  majority  of  cases,  cases  are  increasing  more  rapidly  among  black  and 
Hispanic  Americans.  Cases  among  women  are  also  incre3asing  more  rapidly  than 
among  men.  For  more  detailed  information,  a  copy  of  CDC's  HIV/ AIDS  Surveillance 
Report  will  be  sent  undr  a  separate  cover. 

Internationally,  the  overall  trend  of  both  HIV  infections  and  AIDS  cases  is  up- 
wards. Currently,  the  most  heavily  affected  geographic  area  is  Africa,  which  has 
less  than  10%  of  the  world's  population  but  more  than  60%  of  the  world's  HIV-in- 
fected people  and  90%  of  the  world's  infected  women  and  children.  The  epidemic  is 
accelerating  as  well  in  Asia,  which  has  seven  times  as  many  people  as  Africa.  In- 
creases are  also  being  seen  in  Latin  America.  In  each  of  these  settings,  heterosexual 
transmission  is  the  predominant  mode  of  HIV  transmission,  although  injecting  drug 
use,  blood  transfusion,  perinatal  (mother-to-infant)  transmission  and  homosexual  be- 
havior are  major  transmission  routes  in  certain  countries  and  subgroups. 

Mr.  Pursell.  Did  you  give  us  a  written  report  this  year  on  that 
or  no? 

Dr.  Roper.  I  don't  think  we  have  but  I  will  be  glad  to  supply  it. 
[Clerk's  note. — The  report  is  available  in  the  committee  files.] 

AIDS  EPIDEMIC 

Dr.  Roper.  In  general,  HIV  and  AIDS  remains  a  very  great 
public  health  problem  in  this  country  and  will  remain  so  for  a  long 
time  to  come.  I  wish  I  could  tell  you  that  we  were  near  the  end  of 
the  AIDS  epidemic. 

We  are  not.  It  is  going  to  be  with  us  well  into  the  next  century, 
even  if  no  additional  persons  are  infected,  given  that  1,000,000 
people  are  now  infected  but  do  not  yet  have  clinical  disease.  They 
are  going  to  get  sick  over  the  coming  decades  or  so  and  we  are 
going  to  have  a  growing  population  of  people  with  AIDS. 

We  have  begun  to  see  somewhat  of  a  lessening  of  the  rate  of  in- 
crease in  the  number  of  cases.  We  are  not  certain  whether  that  is 
related  to  change  in  individual  behavior  leading  to  fewer  people 
catching  the  virus  a  few  years  ago,  who  are  now  just  becoming  ill; 
or  whether  it  is  related  to  individuals  being  treated  earlier  in  their 
course  of  HIV  infection  so  that  they  take  longer  to  develop  the  con- 
dition we  know  as  AIDS;  or  whether  there  is  some  other  explana- 
tion. 

But  the  dominant  point  I  would  make  is  that  is,  it  is  a  very  great 
problem.  In  addition  to  those  points,  I  would  make  another,  and 
that  is,  we  are  seeing  rampant  increases  in  the  number  of  women 
with  AIDS,  and  the  number  of  minorities  with  AIDS,  and  the 
number  of  young  people  with  AIDS,  and  so  the  character  of  the 
epidemic  is  changing. 

HIV  PATIENT  CARE 

Mr.  Pursell.  Do  you  think  we  are  putting  enough  emphasis  on 
prevention  education?  I  see  that  as  the  primary  role  and  your  mis- 
sion of  the  CDC.  I  know  that  is  not  easy  to  do. 

When  I  visited  some  AIDS  facilities  it  appeared  that  one  of  the 
biggest  problems  patients  were  having  were  more  bureaucratic  in 
the  nature  of  processing. 

Dr.  Roper.  Yes,  sir. 
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Mr.  Pursell.  What  is  your  involvement,  whether  it  be  a  hospital, 
or  a  clinic,  or  center? 

Dr.  Roper.  We  don't  manage  the  program  totally  out  in  the 
States  or  hospitals,  but  we  do  have  a  number  of  public  health  advi- 
sors, some  of  those  people  I  was  talking  about  earlier,  assigned  to 
cities  like  Detroit,  New  York,  Miami,  and  whereever,  that  provide 
expert  advice  to  management. 

Mr.  Pursell.  Do  you  have  any  management  flexibility,  as  far  as 
personnel,  to  assist  in  developing  a  program  to  examine  patient 
flow? 

Dr.  Roper.  I  think  I  understand  your  question,  and,  yes,  in  fact 
we  do.  We  have  a  program  at  CDC  that  has  expertise  in  the  area  of 
monitoring  patient  flow  through  the  clinic  and  providing  efficiency 
advice — I  guess  that  is  the  way  to  describe  it — on  how  to  make  a 
clinic  more  efficient  so  that  more  people  can  be  served  as  quickly 
as  possible. 

Mr.  Pursell.  Are  there  certain  areas  in  the  country  that  have 
better  quality  programs  in  terms  of  patient  relationship  than  other 
States  or  other  regions? 

Dr.  Roper.  I  have  to  go  back  and  ask  our  experts  on  that  one,  but 
I  would  be  happy  to  supply  you  an  answer. 

[The  information  follows:] 

HIV — Evaluation 

HIV  prevention  needs,  resources,  and  circumstances  significantly  differ  across  the 
country  such  that  there  is  no  specific  set  of  measurements  or  standards  that  allows 
for  reliabile  comparisons  from  one  project  to  another.  However,  the  CDC  does  con- 
duct comprehensive  assessments  of  HIV-prevention  programs  and  services  under- 
taken by  state/local  health  departments.  These  assessments  are  udnertaken  in  part- 
nership with  state/local  health  officials  and  the  outcome  is  a  joint  plan  for  technical 
assistance  and  for  addressing  the  issues  identified  by  the  assessment. 

IMMUNIZATION 

Mr.  Pursell.  Immunization,  from  your  point  of  view,  Dr.  Roper, 
do  you  feel  that  we  have  an  adequate  immunizations  distribution 
network  and  the  management  of  an  overall  immunization  program 
for  the  country? 

Dr.  Roper.  As  I  said  in  my  statement,  we  made  very  great  strides 
in  1991  and  thus  far  in  1992.  The  funding  that  the  President  has 
asked  for  and  you  have  given  has  been  a  great  help  but  I  wouldn't 
say  we  have  solved  the  problem,  sir. 

Dominantly,  the  problem  that  remains  is  reaching  young  chil- 
dren, those  less  than  two  years  of  age,  and  making  sure  they  are 
fully-immunized.  I  have  traveled  with  Secretary  Sullivan  to  six  lo- 
calities around  the  country  over  the  last  six  months — we  went  to 
Detroit  as  you  know — what  we  find  there  is  young  inner  city  poor, 
typically  minority  young  people,  who  are  immunized  at  rates  that 
are  embarrassing  low. 

Some  cities  are  below  50  percent  instead  of  the  90  percent  that 
we  have  set  as  a  goal  for  ourselves  as  a  nation. 

Mr.  Pursell.  Is  that  the  responsibility  of  the  local  health  depart- 
ment? Is  that  the  county  or  the  State  or  do  we  need  Federal 
encouragement? 

Dr.  Roper.  It  is  sort  of  all  of  us.  States  and  localities  surely  have 
a  role,  but  the  CDC  immunization  program  is  a  partner  with  them 
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and  in  a  budget  that  you  all  appropriated  for  1992,  the  current 
year,  $46,000,000  in  our  almost  $300,000,000  immunization  budget 
is  to  assist  health  agencies  like  the  Health  Department  in  Detroit, 
actually  deliver  vaccines  to  the  children  that  are  there. 

So  we  sort  of  all  share  in  trying  to  solve  this  problem,  and  I  just 
make  the  

Mr.  Pursell.  Have  you  done  a  public  report? 

Dr.  Roper.  We  are  about  to  do  that.  We  hope  next  month  to  de- 
liver that  report  to  the  Secretary  and  the  President,  and  we  surely 
want  to  publicize  it. 

Mr.  Pursell.  Did  anything  stick  out  in  your  mind  on  that  trip 
that  was  something  that  we  had  significantly  overlooked? 

Dr.  Roper.  I  guess  I  would  say  that  what  sticks  out  in  my  mind 
is  that  this  is  a  very  difficult  task.  It  is  very  difficult  because  we 
don't  have  a  means  in  this  country  of  rounding  up  all  two-year-olds 
and  making  sure  that  they  are  immunized. 

We  do  have  control  at  school  entry,  six-year-olds,  because  we 
simply  say — all  the  50  states  now  do — you  can't  go  to  school  if  you 
are  not  immunized.  So  97  to  98  percent  of  the  school  children  in 
America  are  fully-immunized,  so  that  is  not  a  problem  and  every- 
body is  happy.  But  we  don't  have  a  similar  mechanism  for  catching 
the  young  children. 

Mr.  Pursell.  Three-,  four-,  five-year-olds? 

Dr.  Roper.  And  it  is  hard  to  reach  those  at  six  months,  one  year, 
18  months  and  so  on.  And  furthermore,  it  is  difficult  because  this  is 
a  permanent  problem.  It  is  not  ever  going  to  be  over  because  chil- 
dren continue  to  be  born.  And  if  we  are  wholly  successful  and  im- 
munize all  two-year-olds  in  this  country  this  year,  there  will  be  an- 
other cohort  of  4,000,000  children  who  will  be  two  years  old  next 
year,  and  we  will  have  to  do  the  same  thing  all  over  again  next 
year. 

So  this  is  a  problem  that  gets  at  the  heart  of  this  public  health 
infrastructure,  that  I  mentioned  as  one  of  our  prime  goals,  because 
it  is  not  something  that  is  ever  going  to  get  solved  in  the  final 
sense.  It  is  a  permanent  part  of  American  society  that  needs  to  be 
improved. 

Mr.  Pursell.  Thank  you,  Mr.  Chairman. 
Mr.  Natcher.  Yes,  Mr.  Stokes. 

DRUG  RESISTANT  TUBERCULOSIS 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

Dr.  Roper,  in  your  formal  presentation  this  morning  you  talk 
about  the  TB  problem  and  its  having  been  further  complicated  by 
the  occurrence  of  multi-drug  resistant  TB. 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  You  also  mention  that  the  President's  budget  re- 
quested an  additional  $35,000,000  to  support  efforts  aimed  at  pre- 
vention and  containment  efforts.  No  mention  is  made  of  a  cure  or 
anything.  Are  we  at  the  point  where  we  say  that  tuberculosis 
cannot  be  cured? 

Dr.  Roper.  It  can  be  cured,  sir.  I  hasten  to  point  that  out  to  you, 
but  it  has  to  be  cured  one  person  at  a  time.  And  the  drugs  to  do 
that,  the  standard  drugs,  don't  work  in  some  people,  but  almost 
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always,  if  we  are  persistent  enough  and  keep  trying  new  drugs,  we 
will  be  able  to  cure  a  given  individual.  Not  always. 

And  that  is  why  there  is  a  growing  number  of  deaths  from  tuber- 
culosis. But  it  is  much  more  difficult,  much  more  labor  intensive 
and  much  more  expensive  now  to  deal  with  tuberculosis  than  it 
was  just  a  few  years  ago. 

Mr.  Stokes.  To  what  do  you  attribute  that? 

Dr.  Roper.  I  attribute  it  to  the  growing  number  of  cases  which 
seem  to  be  linked  largely  to  the  HIV/ AIDS  epidemic  and  I  at- 
tribute it  to  the  emergence  of  these  strains  of  tuberculous  bacilli 
that  are  resistant  to  the  common  drugs  that  we  use. 

YOUTH  HOMICIDE  AND  VIOLENCE 

Mr.  Stokes.  I  want  to  go  back  to  your  chart  that  talks  about 

youth  homicide,  the  one  that  you  

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  I  was  not  present  when  you  referred  to  your  chart 
and  I  hate  to  have  you  be  redundant  here,  but  it  would  be  very 
helpful  for  my  next  question  to  be  able  to  talk  about  this  a  little 
bit. 

Tell  us  exactly  what  the  chart  says  in  terms  of  youth  homicide 
for  ages  15  to  24. 

Dr.  Roper.  Sure.  What  it  says  is  that  we  are  having  an  alarming 
increase  in  youth  homicide  in  this  country,  that  the  top  line  is 
black  male  population,  and  the  red  line  is  all  races  and  the  green 
line  at  the  bottom  are  white  males. 

What  this  says  is,  beginning  in  the  mid-1980s,  there  has  been  an 
epidemic — and  I  don't  think  it  is  too  strong  a  word  to  call  it  that — 
an  epidemic  of  youth  homicide  in  black  population.  I  don't  think  it 
is  related  to  being  black  that  causes  that.  I  think  it  is  related  to  a 
cluster  of  social  problems  that  tend  to  occur  more  commonly  in 
inner  city  minority  population. 

As  you  well  know,  back  in  January,  with  your  good  help,  some  of 
our  people  came  to  Cleveland  and,  along  with  you,  held  a  symposi- 
um on  this  issue.  I  think  it  is  an  alarming  problem.  It  is  one  that 
we  are  anxious  to  acquaint  the  public  with  because  we  think  it  is  a 
solvable  problem. 

I  know  everybody  turns  on  the  10  o'clock  or,  if  you  stay  up 
late,  the  11  o'clock  news  every  night  and  is  horrified  at  the  lead 
stories  on  those  news  programs,  Atlanta,  Washington,  Cleveland, 
wherever.  But  I  am  convinced  that  this  is  a  solvable  problem  and 
we  are  anxious  within  our  Injury  Prevention  and  Control  Program 
to  demonstrate,  and  then  evaluate  some  of  those  means  of  prevent- 
ing violence. 

Mr.  Stokes.  I  did  want  to  mention  that  the  symposium  was  con- 
ducted in  Cleveland  largely  through  the  great  assistance  of  people 
from  your  agency,  and  was  a  great  success. 

Dr.  Roper.  Especially  Dr.  Ruebin  Warren,  who  is  our  Assistant 
Director  for  Minority  Health. 

Mr.  Stokes.  Dr.  Warren  and  Dr.  Chukwudi  Onwachi-Saunders, 
there  is  a  young  lady  named  Chu-Chu,  and  Bill  Murrain,  Dr.  Mark 
Rosenberg  and  some  of  the  others.  They  did  an  outstanding  job. 
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Dr.  Roper.  We  are  anxious  for  you  to  come  down  to  Atlanta  so 
you  can  meet  all  of  them. 

Mr.  Stokes.  I  am  looking  forward  to  doing  that  too,  but  let  me 
ask  you  this:  Are  you  doing  this  type  of  symposium  in  other  parts 
of  the  Nation? 

Dr.  Roper.  We  have  done  one  in  Atlanta  and  Cleveland.  We  hope 
to  do  others,  but  those  are  the  only  two  so  far. 

YOUTH  VIOLENCE  PREVENTION 

Mr.  Stokes.  Let  me  ask  you  this  then,  Dr.  Roper.  How  do  we 
know  about  how  to  effectively  prevent  youth  injuries  from  vio- 
lence? Can  you  tell  me  what  kind  of  efforts  are  being  supported  in 
this  area  and  whether  CDC  has  put  together  some  type  of  a  strate- 
gic plan? 

Dr.  Roper.  We  are  working  under  Dr.  Mason's  leadership  in  the 
Public  Health  Service  to  come  up  with  a  plan  for  the  Public  Health 
Service  on  violence  prevention.  Having  said  what  I  did  a  minute 
ago,  being  optimistic,  I  have  to  be  realistic  with  you  and  tell  you 
this  is  not  something  that  we  are  going  to  solve  this  year  or  next 
year. 

But  what  we  are  doing  in  putting  this  plan  together  is  develop- 
ing materials,  brochures,  films,  and  whatever,  dealing  with  the  sub- 
ject of  youth  violence  and  putting  materials  together  in  a  way  that 
they  can  be  used  in  the  schools. 

We  are  launching  some  community  demonstration  programs 
where  we  will  take  various  techniques  and  Pilot  them  in  a  commu- 
nity, Atlanta,  Cleveland  or  wherever,  to  see  in  a  rigorously  evaluat- 
ed demonstration  project  whether  and  to  what  extent  things  work. 

In  addition,  we  are  working  in  communities  to  try  to  mobilize  the 
public  health  officials,  community  leaders,  teachers  and  others  to 
give  a  priority  to  violence  prevention.  I  think  you  know,  as  well  as 
I  do,  that  probably  the  most  important  thing  that  can  happen  in  a 
community,  to  prevent  violence,  is  for  that  community  to  decide 
that  they  want  to  prevent  violence,  they  are  just  not  going  to  take 
it  anymore  and  that  they  are  going  to  band  together  and  do  a  vari- 
ety of  things  to  try  to  diminish  the  problem. 

As  far  as  having  impact  on  individual  young  people,  we  have 
some  preliminary  evidence  that  says  that  what  are  called,  in  a 
fancy  fashion,  mentoring  programs  do  work.  Mentoring  programs 
like  Big  Brother  and  Big  Sister,  where  an  adult  befriends  a  young 
person  and  tries  to  mentor  them  to  help  them  through  a  difficult 
period  of  adolescence.  Those  are  some  of  the  things  that  we  are  at- 
tempting and  we  are  cautiously  optimistic. 

I  visited  my  home  town,  Birmingham,  not  too  long  ago  and 
talked  to  young  people  in  a  project  that  CDC  funds  there  and  some- 
one who  teaches  violence  prevention  in  the  city's  high  school  pro- 
grams and  he  gave  me  a  very  enthusiastic  report  of  the  impact 
that  he  is  having  in  trying  to  cut  down  on  the  righting,  and  so  on, 
that  happens  at  the  schools. 

INJURY  CONTROL  FUNDING 

Mr.  Stokes.  What  level  of  funding,  Dr.  Roper,  has  been  requested 
for  all  injury  control  initiatives? 
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Dr.  Roper.  $27,498,000. 

Mr.  Stokes.  That  is  for  fiscal  year  1993? 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  How  does  that  compare  to  fiscal  year  1992? 
Dr.  Roper.  It  is  essentially  the  same.  There  is  a  modest  cost  of 
living  increase,  but  it  is  essentially  the  same. 

LEAD  POISONING 

Mr.  Stokes.  Let  me  ask  you  about  lead  poisoning.  You  have 
talked  about  it  in  your  presentation  this  morning.  To  what  extent 
will  the  increase  that  you  are  requesting  in  funding  increase  the 
level  of  screening  and  follow-up? 

Dr.  Roper.  Yes,  sir.  The  current  year  funding  for  lead  is  about 
$21,000,000.  The  President's  proposal  for  next  year  is  $40,000,000, 
so  it  is  almost  doubling  that  program.  As  I  said  in  my  testimony,  it 
allows  a  full  implementation  of  the  strategic  plan  for  the  elimina- 
tion of  childhood  lead  poisoning. 

It  will  enable  us  to  expand  the  number  of  States.  This  year  we 
will  fund  about  30  State  community-based  programs  and  we  believe 
that  we  can  go  to  35  states  in  1993  and  expand  the  targeted  com- 
munities from  the  current  60  to  85  next  year.  This  is  a  program 
that  has  substantial  benefit  for  those  communities  where,  especial- 
ly the  housing  stock,  was  painted  with  lead  containing  paint. 

Mr.  Stokes.  In  terms  of  children,  do  we  have  some  figures? 

Dr.  Roper.  Numbers  of  children? 

Mr.  Stokes.  Number  of  children  being  currently  screened  and 
those  projected  to  be  screened. 

Dr.  Roper.  I  would  be  happy  to  supply  that  for  the  record,  if  I 
could,  sir. 

Mr.  Stokes.  That  will  be  fine. 

[The  information  follows:] 


CDC  CHILDHOOD  LEAD  POISONING  PREVENTION  PROGRAM 

[Estimate  of  grant  awards  and  children  screened] 


1991 

Fiscal  year — 
1992 

1993 

Number  of  grant  awards  

.;.   15 

30 

35 

Children  screened  

  125,000 

225,000 

300,000 

TUSKEGEE  SYPHILIS  STUDY 

Mr.  Stokes.  Is  CDC  still  providing  medical  care  and  burial  ex- 
penses for  living  former  participants  in  the  Tuskegee  syphilis 
study? 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  In  terms  of  claims  of  surviving  wives  or  offspring, 
are  those  being  handled  through  your  agency? 

Dr.  Roper.  Yes,  sir.  We  are  continuing  with  that  residual  respon- 
sibility. 

Mr.  Stokes.  How  many  people  are  currently  receiving  some  form 
of  compensation? 
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Dr.  Roper.  78. 

Mr.  Stokes.  What  is  the  average  award? 

Dr.  Roper.  Our  total  cost  this  year  is  about  $2,000,000  and  I 
would  be  happy  to  supply  a  detailed  breakout  for  you. 

Mr.  Stokes.  Would  you  also  tell  me  what  level  of  funding  will 
support  the  efforts  in  fiscal  year  1993? 

Dr.  Roper.  Yes,  sir. 

[The  information  follows:] 

Tuskegee  Syphilis  Study 

The  following  amounts  are  projected  FY  1992  CDC  expenditures  for:  27  Study  par- 
ticipants; 31  wives  of  participants;  18  children  and  2  third-generation  offspring,  for  a 
total  of  78  current  program  recipients. 


Amount 

CDC  Program  Operational  Costs   $161,000 

Travel  Costs  for  Recipients   15,600 

Ambulance  Service   3,000 

Rental  of  Home  Health  Care  Equipment   7,200 

Contractual  Costs  Associated  with  Home  Health  Care,  Nursing  Home 
Expenses,  Other  Medical  Expenses  for  all  Recipients;  Burial  Expenses 

for  Participants   1,522,600 

Prescription  Drugs   90,600 


Total  program  costs  for  FY  1992   1,800,000 

Average  cost  per  recipient   23,077 


For  FY  1993,  CDC  projects  expenditures  of  approximately  $2,000,000. 

DIABETES 

Mr.  Stokes.  Okay.  In  the  time  I  have  left,  I  can  get  one  more 
question  in.  On  diabetes,  to  what  extent  are  we  seeing  an  increase 
in  lower  extremity  amputations  and  new  cases  of  end-stage  renal 
disease? 

Dr.  Roper.  I  would  be  happy  to  supply  the  numbers  for  you.  We 
are  seeing  a  real  increase  in  both  of  those  problems.  There  are 
7,000,000  Americans  with  a  diagnosis  of  diabetes.  We  think  there 
are  about  twice  that  many  in  actual  fact  and,  each  year,  more  than 
55,000  lower  extremity  amputations  occur  in  people  with  diabetes, 
a  direct  cost  of  about  $500,000,000. 

Diabetes,  each  year,  accounts  for  nearly  30  percent  of  the  new 
cases  of  kidney  disease.  It  is  the  leading  cause  of  new  cases  of 
blindness  in  adults,  about  15,000  new  cases  each  year. 

Finally,  diabetes  results  in  approximately  2,700,000  hospitaliza- 
tions each  year,  a  huge  problem,  and  one  that  we  believe  is  mini- 
mal to  public  health  interventions.  The  clinical  practitioners  and 
researchers  who  are  looking  for  new  breakthroughs  in  the  treat- 
ment and  prevention  of  diabetes  are  important,  but  CDC's  role  in 
the  diabetes  effort  is  translating  the  knowledge  that  is  currently 
available  into  practice.  We  are  very  pleased  with  the  progress  that 
we  are  making  in  that  area. 

Mr.  Stokes.  Does  this  knowledge  include  the  fact,  also,  that  mi- 
norities are  disproportionately  impacted  by  this  disease  also? 

Dr.  Roper.  Yes,  sir.  I  was  just  going  over  that  this  morning.  His- 
panic Americans  are  three  times  more  likely  to  develop  diabetes 
than  are  non-Hispanics.  Diabetes  is  the  third  leading  cause  of 
death  among  African-Americans.  It  is  the  seventh  leading  cause  of 
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deaths,  overall,  but  the  third  leading  among  black  Americans.  And 
Native  Americans  have  the  highest  rate  of  diabetes  of  any  popula- 
tion in  the  entire  world.  So  it  is  a  disease  that  particularly  affects 
our  minority  populations. 
Mr.  Stokes.  Thank  you,  Dr.  Roper. 

VACCINE  SUPPLY 

Mr.  Natcher.  Dr.  Roper,  with  regard  to  immunizations,  your 
1993  request  would  supply  vaccines  for  what  percent  of  children 
served  by  the  public  system? 

Dr.  Roper.  Of  all  vaccines  served? 

Mr.  Natcher.  Yes. 

Dr.  Roper.  It  would  provide  75  percent  of  the  polio,  100  percent 
of  the  first  dose  of  measles,  mumps,  rubella,  two-thirds  of  the 
second  dose  of  measles,  mumps  and  rubella,  35  percent  of  the  DPT, 
100  percent  of  the  Haemophilus  influenzae,  and  40  percent  of  the 
Hepatitis  B. 

As  you  can  see,  the  numbers  vary  because  of  the  different  ways 
we  administer  this  program.  These  are  percentage  of  the  public 
sector  vaccine  need,  as  you  asked. 

Mr.  Natcher.  What  is  your  goal  for  the  share  of  the  public 
sector  vaccine  need  to  be  to  be  supported  by  CDC? 

Dr.  Roper.  In  general,  it  is  50  percent.  The  relationship  we  have 
had  has  been,  we  purchase  for  half  the  doses  and  the  States  the 
other  half. 

VACCINE  DELIVERY  SYSTEM 

Mr.  Natcher.  Are  shortcomings  in  the  vaccine  delivery  system  a 
more  serious  problem  than  the  purchase  of  vaccines,  Doctor? 

Dr.  Roper.  Yes,  sir.  Surely  there  are  spot  shortages  of  the  vac- 
cine, but  the  principal  problem  we  have  is,  it  is  not  getting  into  the 
bodies  of  young  children.  We  are  not  delivering  the  vaccine,  and 
that  is  why  this  new  grant  program  that  we  have  in  the  current 
year  is  so  important  and  the  President  is  again  proposing  it  for 
next  year. 

Mr.  Natcher.  How  will  you  spend  the  $46,000,000  allocated  in 
your  1992  and  1993  budgets  for  improving  the  vaccine  delivery 
system? 

Dr.  Roper.  Yes,  sir.  I  mentioned  to  you  the  six  cities  that  the  Sec- 
retary, Dr.  Mason,  Dr.  Novello,  and  I  have  visited.  We  visited  those 
six  cities,  and  at  each  of  those  localities,  the  local  officials  have  pro- 
vided the  Secretary  with  a  plan  for  how  they  will  boost  their  ef- 
forts to  get  young  children  immunized  in  those  localities. 

Those  six  are  prototypes,  if  you  will,  for  what  other  States  and 
localities  around  the  country  now  need  to  do.  In  fact,  we  are  hold- 
ing workshops  in  Atlanta  last  week  and  this  week  to  help  the  other 
States  use  Detroit  and  San  Diego  and  so  on  as  models  for  their  own 
plans. 

Once  we  get  everyone's  plan  in  later  this  summer,  that  will  be 
the  basis  for  awarding  those  $46,000,000  that  you  asked  about.  We 
want  to,  in  subsequent  years,  make  awards  based  on  people's  suc- 
cess in  carrying  out  what  they  promised  to  do  in  those  plans. 


1452 


MEASLES  CASES 

Mr.  Natcher.  The  number  of  measles  cases  dropped  from  almost 
28,000  in  1990  to  about  9,500  in  1991.  What  are  the  reasons  for  this 
major  decrease,  Dr.  Roper? 

Dr.  Roper.  I  need  tell  you  that  it  has  dropped  even  further  in 
1992.  In  the  first  few  months  of  1992,  we  have  seen  a  further  drop 
in  the  number  of  cases.  I  wish  I  could  tell  you  that  it  was  because 
of  the  splendid  success  of  our  efforts. 

I  think  that  is,  in  part,  the  answer.  But  the  more  probable  domi- 
nant answer  is  the  pool  of  susceptible  children  who  could  catch  the 
virus  has  been  reduced.  And  just  as  in  the  past,  before  there  was 
any  kind  of  vaccine,  the  number  of  cases  went  up  and  down,  we  are 
now  on  the  downturn. 

But  unless  we  extend  and  continue  our  efforts,  as  I  was  saying 
earlier,  there  is  going  to  be  another  year's  worth  of  children  born 
who  will  need  to  be  immunized  and  they  will  be  further  suscepti- 
ble. 

ACELLULAR  PERTUSSIS  VACCINE 

Mr.  Natcher.  Doctor,  is  the  acellular  pertussis  vaccine  now  rec- 
ommended instead  of  a  whole  cell  vaccine? 

Dr.  Roper.  Yes,  sir.  It  is  recommended  for  the  fourth  and  fifth 
doses  of  the  course  of  therapy.  The  fourth  dose  is  given  at  15 
months  and  the  fifth  dose  about  the  time  of  entering  school.  This  is 
a  much-improved  vaccine  and  we  think  it  will  lead  to  fewer  side 
effects,  fewer  problems. 

Mr.  Natcher.  What  impact,  Doctor,  does  this  have  on  your  1993 
budget  request? 

Dr.  Roper.  It  is  a  more  expensive  vaccine.  It  costs  about  $14  a 
dose  contrasted  with  the  standard  regular  pertussis  vaccine,  about 
$6.  The  impact — this  is  a  new  development  and  so  it  is  not  in  our 
budget  request  for  1993,  but  I  would  be  happy  to  supply  you  figures 
for  what  its  projected  impact  will  be. 

[The  information  follows:] 

Pertussis  Vaccine  Costs 

CDC  has  amended  its  current  contract  for  DTP  vaccine  to  permit  the  purchase  of 
diphtheria  and  tetanus  toxoid  with  acellular  pertussis  vaccine  (DTaP).  The  CDC  cost 
of  this  vaccine  is  $13.91  per  dose,  or  $7.66  higher  than  the  $6.25  cost  for  whole  cell 
DTP.  It  is  estimated  that  the  purchase  of  this  vaccine  would  increase  the  cost  of  the 
vaccine  CDC  provides  to  grantees  (about  35  percent  of  total  public  sector  need)  by 
almost  $11  million  in  1993,  excluding  Michigan  and  Massachusetts  which  have  man- 
ufactured their  own  whole  cell  DTP  vaccines.  Should  other  vaccine  prices  come 
down,  we  may  be  able  to  fully  or  partially  cover  this  increase. 

AIDS  CASE  LOAD 

Mr.  Natcher.  Turning  to  AIDS,  Doctor.  Review  for  us  the  latest 
trends  in  AIDS  case  loads.  Is  the  most  significant  recent  develop- 
ment the  increasing  number  of  women  who  are  infected? 

Dr.  Roper.  There  is  a  variety  of  ways  of  looking  at  the  AIDS  epi- 
demic. The  cumulative  total  of  cases,  as  of  the  end  of  February  this 
year,  is  213,000  cases,  of  which  138,000  have  died.  We  are  seeing  a 
17  percent  increase  in  cases  among  women  over  the  previous  year 
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compared  with  a  3.8  percent  increase  in  cases  among  men  for  the 
same  period. 

The  number  of  men  that  have  had  AIDS  in  the  past  is  a  large 
number  and  so  the  3.8  percent  increase  is  still  a  large  number  of 
new  cases  among  men.  The  number  of  women  who  have  had  AIDS 
in  the  past  is  a  relatively  smaller  number. 

But  a  17  percent  increase,  if  that  continues  to  be  compounded 
over  the  next  several  years,  is  going  to  have  a  very  substantial  in- 
crease in  the  number  of  AIDS  cases  among  women.  That  same  sce- 
nario, of  a  relatively  small  number  but  growing  rapidly,  is  happen- 
ing in  the  minority  community  and  among  young  people. 

Mr.  Natcher.  How  have  you  changed  your  AIDS  programs  to  re- 
flect these  new  case  load  trends,  Doctor? 

Dr.  Roper.  We  are  tailoring  our  prevention  interventions  to  focus 
on  minorities,  women,  and  young  people  rather  than  just  having  a 
single  nationwide  effort  that  is  attacking  the  problem  in  the  whole 
population.  We  are  trying  to  use  interventions  that  will  prove  most 
helpful  in  these  various  communities. 

You  mentioned  the  women's  problem,  we  are  focusing  on  AIDS 
as  it  happens  to  women  and  looking  carefully  at  the  health  prob- 
lems that  women  with  HIV  infection  go  on  to  develop  as  they  de- 
velop AIDS. 

HIV /aids  case  definition 

Mr.  Natcher.  Doctor,  when  will  the  new  AIDS  case  definition 
take  effect  and  what  impact  will  it  have  on  federally-funded  pro- 
grams? 

Dr.  Roper.  The  definition  of  what  constitutes  a  case  of  AIDS,  as 
opposed  to  infection  with  the  virus  HIV,  is  an  important  matter  for 
tracking  the  course  of  the  epidemic  over  time.  For  the  last  several 
months,  we  have  had  under  review  a  change,  or  refinement,  in  that 
definition  and  we  are  still  working  with  our  colleagues  in  the 
Public  Health  Service  to  get  consensus  of  a  new  definition. 

We  had  earlier  said  that  we  hoped  to  implement  a  new  definition 
the  1st  of  April.  We  are  obviously  not  going  to  make  that  deadline 
and  we  are  now  projecting  for  a  new  deadline  of  July  the  1st,  but 
we  are  not  certain  on  that  either.  We  are  working  carefully  and 
are  getting  a  lot  of  advice  on  how  to  do  this  and  it  is  taking  us 
longer  than  we  anticipated. 

HIV — COUNSELING  AND  TESTING 

Mr.  Natcher.  Doctor,  as  you  know,  your  budget  would  distribute 
AIDS  counseling  and  testing  funding  as  in  past  years,  rather  than 
under  the  Ryan  White  care  bill  formula.  If  no  additional  funding  is 
available,  do  you  think  it  is  more  important  to  maintain  current 
counseling  and  testing  rather  than  spread  the  funding  across  more 
activities  as  Ryan  White  would  require? 

Dr.  Roper.  Yes,  sir. 

Mr.  Natcher.  Thank  you. 

Dr.  Roper.  Let  me  expand  my  answer  to  that.  The  important 
part  of  your  question  is  if  no  additional  funds  are  to  be  had? 
Mr.  Natcher.  Right. 
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Dr.  Roper.  I  surely  hope  that  additional  funds  are  going  to  be 
there  and  that  we  can  do,  not  only  the  prevention,  but  early  inter- 
vention and  treatment  services.  But  as  head  of  the  Nation's  pre- 
vention agency,  I  would  have  to  say  we  believe  first  in  prevention. 

PROTECTION  OF  HEALTH  CARE  WORKERS 

Mr.  Natcher.  Professional  medical  groups  have  declined  to  coop- 
erate with  you  in  developing  a  list  of  procedures  that  HIV  positive 
health  care  workers  should  avoid.  How  are  you  proceeding,  Doctor, 
in  issuing  safety  guidelines  to  prevent  AIDS  transmission? 

Dr.  Roper.  The  issue  of  how  to  further  diminish  the  already  low 
risk  of  transmission  of  HIV  from  an  infected  health  care  worker  to 
a  patient  is  something  we  have  spent  a  considerable  amount  of 
time  on  over  the  last  year  or  more. 

We  published  guidelines  on  this  subject  in  July  of  last  year  and, 
as  you  say  in  your  question,  we  have  had  a  number  of  people  take 
issue  with  a  particular  part  of  those  guidelines.  We  have  taken 
their  comments  and  advice  to  heart  and  are  looking  at  the  possibil- 
ity of  a  revision  of  those  guidelines.  But  we  still  have  that  matter 
under  discussion  within  the  Public  Health  Service. 

Mr.  Natcher.  What  is  your  view  of  congressional  attempts  in  the 
last  year  to  penalize  health  care  workers  who  transmit  the  AIDS 
virus  to  their  patients,  Doctor? 

Dr.  Roper.  Mr.  Chairman,  I  would  begin  with  the  premise  that 
most — I  wish  all,  but  almost  all  health  care  workers  want  to  do 
what  is  best  for  their  patients,  and  I  believe,  if  given  the  best 
advice,  that  we  in  the  medical /scientific  community  can  muster, 
they  will  do  what  is  best  for  their  patients. 

So  I  guess  I  would  answer  you  by  saying,  I  disagree  with  coming 
at  this,  first  of  all,  in  a  punitive  fashion  saying  that  we  are  going  to 
criminalize  this  issue. 

Now,  having  said  that,  there  remains  the  problem  of  what  to  do 
about  the  few  individuals  that  just  don't  follow  the  rules,  whether 
in  the  practice  of  medicine  or  law  or  whatever.  And  in  those  cases, 
I  believe  that  professional  professions  are  best  served  by  policing 
their  own  ranges  and  that  is  what  I  would  like  to  see  happen  in 
this  case. 

AIDS  EDUCATION  CAMPAIGN 

Mr.  Natcher.  Your  new  AIDS  educational  campaign  introduced 
last  week  has  received  some  criticism.  How  are  you  responding  to 
this,  Doctor? 

Dr.  Roper.  As  the  Secretary  did  in  his  press  conference  on  Thurs- 
day, I  would  respond  by  saying  we  appreciate  people's  criticism.  We 
don't  dismiss  it.  We  consider  it,  but  the  campaign  that  the  Secre- 
tary unveiled  on  Thursday  is  a  media-based  campaign  directed  at 
the  population  at  large. 

We  believe  it  is  an  appropriate  campaign  that  is  focused  in  the 
right  way.  Some  people  would  have  it  be  less  explicit.  Some  would 
have  it  be  more  explicit.  I  think  we  got  it  right  but,  of  course,  I  am 
very  biased  on  that  subject,  so  
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Mr.  Natcher.  What  share  of  your  AIDS  education  budget  is 
spent  on  the  same  activities  you  have  been  conducting  since  the 
early  days  of  the  epidemic? 

Dr.  Roper.  I  would  be  pleased  to  provide  that  for  the  record,  sir. 

[The  information  follows:] 

HIV — Education 

Since  FY  1985,  the  following  activities  have  been  funded  under  AIDS  Informa- 
tion/Education: Health  Education /Risk  Reduction,  Counseling  and  Testing,  Commu- 
nity Demonstration  Projects,  U.S.  Conference  of  Mayors,  and  National  Public  Infor- 
mation Activities,  and  Laboratory  Training  and  Evaluation.  In  FY  1992,  the  funding 
level  for  these  activities  is  $137,602,000,  which  is  40.5  percent  of  the  current  Infor- 
mation and  Education/Preventive  Services  component  of  CDC's  HIV  budget 
($339,752,000).  A  number  of  new  programs  and  activities  have  been  added  since  the 
early  days  of  the  epidemic. 

In  FY  1986,  funding  was  provided  for  new  activities  such  as  the  CDC  National 
AIDS  Hotline  and  hemophilia. 

In  FY  1987,  programs  like  perinatal  HIV  prevention,  the  CDC  National  AIDS 
Clearinghouse,  and  School  and  College  Aged  Youth  were  created. 

In  FY  1988,  Special  Minority  Initiatives  were  created  to  respond  to  the  increased 
risk  to  minority  populations.  Also,  the  American  Red  Cross  received  funding  to  dis- 
tribute AIDS  information  at  a  national  level. 

In  FY  1989,  funding  was  provided  for  directly-funded  community-based  organiza- 
tions. 

EVALUATION  OF  AIDS  INTERVENTIONS 

Mr.  Natcher.  How  much  of  your  AIDS  evaluation  funding  is 
spent  on  efforts  to  measure  intervention  outcomes  in  controlled  set- 
tings, Doctor,  rather  than  simply  counting  the  number  of  services 
provided  or  clients  assisted? 

Dr.  Roper.  Yes,  sir,  we  take  very  seriously  the  needs  to  evaluate 
our  interventions  and  we  are  spending  about  10  percent  of  our 
AIDS  budget  on  evaluation  activities. 

Mr.  Natcher.  Mr.  Pursell.  I  yield. 

Mr.  Pursell.  Thank  you. 

INFANT  MORTALITY 

Mr.  Pursell.  We  set  up  the  Healthy  Start.  What  involvement  do 
you  have? 

Do  you  have  staff  or  teams 
Dr.  Roper.  Yes,  sir. 

Mr.  Pursell  [continuing].  That  are  directly  involved  in  Washing- 
ton, D.C.,  and  Birmingham,  Detroit,  and  other  cities? 

Dr.  Roper.  Yes,  sir.  This  Healthy  Start  is  one  of  the  Secretary's 
priority  programs.  It  is  principally  run  out  of  my  colleague,  Bob 
Harmon's  agency,  the  Health  Resources  and  Services  Administra- 
tion. But  we  have  some  important  work  under  way  assisting  in  the 
Healthy  Start  effort. 

Our  work  is  principally  assisting  in  the  data  gathering  surveil- 
lance, and  epidemiology  work,  so  that  those  communities  can  have 
the  best  knowledge  they  can  as  to  what  the  state  of  their  problem 
is  now,  so  they  can  best  tailor  what  their  intervention  is  going  to 
be  in  the  future. 

Mr.  Pursell.  Do  we  have  a  good  measurement  of  infant  mortali- 
ty? Some  people  are  questioning  the  measurements  or  the  identifi- 


1456 


cation  of  infant  mortality.  The  definition  itself  is  very  questionable, 
particularly  in  the  United  States,  compared  with  other  countries. 

Are  we  are  making  a  reduction  in  infant  mortality  that  is  sub- 
stantive, that  is  something  we  can  really  measure  and  look  at  in 
terms  of  guidelines? 

Dr.  Roper.  Yes,  sir,  indeed  we  will.  Several  things  I  would  like  to 
comment  on.  The  question,  first,  the  issue  of  international  compari- 
sons. The  world  expert  on  that  is  sitting  right  behind  me,  Dr.  Man- 
ning Feinleib,  who  is  the  Director  of  CDC's  National  Center  for 
Health  Statistics. 

Dr.  Feinleib  has  led  an  international  effort  over  the  last  several 
years  to  standardize  how  we  and  other  nations  keep  vital  statistics. 
There  are  some  issues  still  remaining  in  sorting  out  comparisons, 
internationally,  but  there  are  many  fewer  now  than  there  used  to 
be. 

You  asked  how  can  we  track  the  course  of  a  community's  efforts 
to  mobilize  against  infant  mortality.  Several  communities  and 
States,  now  have  epidemiologists,  trained  in  maternal  and  child 
health,  that  are  located,  in  your  case,  in  Madison.  These  individ- 
uals are  in  some  cases,  funded  by  CDC,  in  other  cases  funded  by 
HRSA.  They  are  the  experts  who  can  help  local  communities  track 
the  course  of  their  intervention. 

Mr.  Pursell.  Will  we  be  assured  that  there  will  be  some  good 
standard  measurements  there? 

Dr.  Roper.  Absolutely.  One  of  the  things  the  Secretary  is  trying 
to  do  with  these  15  localities  is,  not  only  have  an  impact  there,  but 
learning  lessons  that  are  applicable  on  a  wider  basis  and  evalua- 
tion of  the  sort  you  describe  is  essential  if  we  are  going  to  be  able 
to  learn  those  lessons.  So,  yes,  sir,  an  evaluation  component  de- 
signed by  us  and  is  built  into  each  of  those  proposals. 

INFANT  MORTALITY  STANDARDS 

Mr.  Pursell.  Would  Dr.  Harmon  care  to  comment  on  the  stand- 
ards in  the  infant  mortality?  I  think  there  is  a  big  range  of  how 
this  is  measured. 

Dr.  Roper.  You  said  Harmon.  I  think  you  meant  Feinleib. 

Mr.  Pursell.  State  your  name  for  the  Committee  please,  it  would 
be  helpful  to  us. 

Dr.  Feinleib.  I  am  Manning  Feinleib,  Director  of  the  National 
Center  for  Health  Statistics  part  of  CDC.  As  Dr.  Roper  says,  we 
have  been  doing  a  lot  in  the  international  area  and,  more  recently, 
we  are  doing  a  lot  to  standardize  definitions  around  the  country. 
Last  year  we  established  a  set  of  health  status  indicators  that  can 
be  used  at  the  national,  State  and  local  level,  and  one  of  the  key 
indicators  is  infant  mortality. 

Part  of  the  essential  effort  here  will  be  to  standardize  the  defini- 
tion, the  methods  of  collecting  the  data,  and  the  timeliness  of  col- 
lecting the  data,  so  it  can  be  used  at  all  levels  of  medical  care. 

Mr.  Pursell.  Is  there  general  agreement  on  that  now? 

Dr.  Feinleib.  That  is  what  we  are  starting  up  this  year.  We  hope 
during  the  1990s — this  is  one  of  our  key  objectives  in  the  1990s.  We 
hope  to  have  it  by  the  year  2000.  It  takes  a  lot  of  time,  a  lot  of 
effort,  and  a  lot  of  trained  people. 
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Dr.  Roper.  You  might  want  to  comment  on  the  international 
comparisons  of  how  you  count  an  infant  death,  stillborn,  and  so  on. 

Dr.  Feinleib.  We  rely  a  great  deal  on  statistics  directly  from 
other  countries.  The  quality  of  these  data  are  directly  related  to 
policies  of  the  countries.  I  think  I  can  illustrate  some  of  the  diffi- 
culties we  have  by  giving  an  example  from  the  former  Soviet 
Union  of  how  they  use  statistics. 

The  Soviet  Union  did  not  count  an  infant  that  weighed  less  than 
about  two  pounds  as  being  born  alive  unless  it  survived  at  least  one 
week.  In  the  United  States,  we  count  any  infant  as  born  alive  if 
there  is  any  sign  of  life  no  matter  how  much  it  weighs. 

The  rational  for  the  Soviet  Union  is  that  they  didn't  want  to  give 
maternal  benefits  to  mothers  that  had  such  premature  babies.  If 
the  infant  was  born  alive,  the  mother  would  be  entitled  to  mater- 
nal benefits.  By  saying  that  the  infant  was  not  even  counted  as 
born  until  it  survived  one  week,  they  didn't  have  to  give  benefits  to 
some  mothers. 

It  is  a  difficult  area,  particularly  when  you  see  how  the  statistics 
impact  on  health  policies  and  economic  policies  of  those  countries. 
We  encountered  a  wide  variety  of  different  reasons  for  having  de- 
cidedly different  definitions,  and  now  we  are  working  with  nine  dif- 
ferent countries  to  get  precisely  defined  standards. 

In  terms  of  our  international  standing,  Japan  still  has  one  of  the 
best  infant  mortality  rates.  We  are  still,  unfortunately,  towards  the 
bottom  of  the  pack. 

Mr.  Pursell.  Is  there  progress  in  some  cities  and  none  in  others? 
Is  there  any  particular  city  that  has  a  model? 

Dr.  Feinleib.  In  the  United  States? 

Mr.  Pursell.  Yes. 

Dr.  Feinleib.  I  don't  think  we  have  identified  a  single  or  even  a 
group  of  cities  that  stand  out  remarkably  above  the  others.  There 
is  a  great  deal  of — it  is  a  continuous  spread  between  different 
cities. 

Mr.  Pursell.  Would  you  agree  on  the  selection  of  the  Healthy 
Start  centers  that  have  been  selected  by  HHS? 
Dr.  Roper.  Of  course. 

Mr.  Pursell.  I  probably  shouldn't  ask  that.  Were  you  a  partner 
to  that  decision,  Dr.  Roper? 

Dr.  Roper.  We  had  some  input  into  the  process  but  the  decision 
was  made  by  the  Secretary. 

Mr.  Pursell.  Did  you  have  a  major  role  in  the  decision-making 
process? 

Dr.  Roper.  Not  being  coy  with  you,  Congressman,  we  think  they 
made  good  choices,  especially  the  one  in  Birmingham. 

INFANT  MORTALITY  STANDARDS  PUBLICATION 

Mr.  Pursell.  All  right.  Well,  thank  you  very  much. 

When  is  the  final  definition  on  standards  going  to  be  published? 
Is  that  something  you  said  would  be  coming  up  in  the  near  future? 

Dr.  Feinleib.  The  health  status  indicators  have  already  been 
published  in  the  MMWR  to  the  States  and  counties  and  are  ready 
for  implementation. 

Dr.  Roper.  We  published  those  last  July. 
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Mr.  Pursell.  So  they  are  out  publicly? 

Dr.  Feinleib.  Yes.  We  are  conducting  various  training  courses  to 
get  the  health  workers  to  use  them. 
Mr.  Pursell.  Is  that  a  complicated  process? 

Dr.  Feinleib.  It  takes  time.  The  States  are  in  a  difficult  situation 
now  with  regard  to  their  own  funding  and  have  been  cutting  back 
in  a  number  of  areas  including  health  statistics  and  public  health 
programs.  So  they  cannot  be  quite  as  we  would  like  them  to  be.  It 
is  an  area  where  there  is  a  shortage  of  personnel  trained  in  this 
area.  We  put  a  great  deal  of  emphasis  on  training  people  and  pro- 
viding technical  assistance  to  the  States. 

Mr.  Pursell.  So  you  think  we  have  the  best  quality  of  standards 
for  our  Healthy  Start  initiative? 

Dr.  Feinleib.  That  is  right. 

Mr.  Natcher.  Mr.  Stokes. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

BREAST  CANCER  AND  MAMMOGRAPHY  SCREENING 

Dr.  Roper,  one  of  your  charts  you  have  here  with  you  today  is  a 
breast  cancer,  mammography  screening  chart. 
Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  You  show  about  12  States  there.  I  assume  those  are 
States  that  receive  grants  from  CDC  for  mammography  screening? 
Dr.  Roper.  Yes,  and  for  pap  smears. 

Mr.  Stokes.  Since  you  are  talking  about  12  out  of  the  50  States, 
what  happens  in  those  other  States?  Was  there  a  reason  why  these 
are  chosen  as  compared  to  others? 

Dr.  Roper.  The  reason  those  are  chosen  is  they  were  the  success- 
ful applicants  in  a  competitive  process  that  we  had.  The  first  year 
there  were  eight  States;  now  the  second  year  there  are  12.  We  hope 
with  the  40  percent  increase  in  the  funding  the  President  has  re- 
quested for  next  year  to  go  to  15  States.  We  would  surely  want  to 
have  this  be  a  50-State  program  very  soon. 

You  ask  what  happens  in  the  other  States.  There  is  not  a  pro- 
gram like  this  in  those  other  States.  What  this  program  does  is 
support  general  efforts  by  the  State  health  department  to  publicize 
the  need  that  women  have  for  mammography  and  pap  smears;  to 
make  certain  that  there  is  a  plan  within  the  State  to  take  these 
services  to  women  and  to  pay  for  them  for  women  who  cannot 
afford  it  through  private  health  insurance. 

Mr.  Stokes.  I  notice  in  the  book  you  gave  us  here — gave  me 
here — on  Ohio  Health  Profile — I  notice  Ohio  and  the  United  States, 
Ohio's  average  appears  to  be  well  above  the  national  average. 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  So  there  is  an  obvious  need  in  a  State  like  Ohio;  cor- 
rect? 

Dr.  Roper.  Yes,  sir,  there  is,  and  we  would  be  pleased  to  get  an 
application,  as  I  assume  we  have  had  in  the  past,  from  the  State 
Health  Department  in  Ohio  for  these  monies,  but  despite  the  ramp- 
ant growth  in  the  funding  of  the  program,  there  are  many  more 
States  that  merit. 
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BREAST  AND  CERVICAL  CANCER  INCIDENCES 

Mr.  Stokes.  In  terms  of  breast  and  cervical  cancer,  to  what 
extent  were  the  maturation  of  women  born  during  the  baby  boom 
contributing  to  the  possible  increase  in  the  incidence  of  these  dis- 
eases as  it  relates  to  them? 

Do  you  have  any  data  on  that? 

Dr.  Roper.  I  would  be  happy  to  supply  it  for  the  record.  I  don't 
have  it  off  the  top  of  my  head,  sir. 
[The  information  follows:] 

Breast  and  Cervical  Cancer — Incidence 

Actually,  cervical  cancer  incidence  declined  steadily  from  1973-1987.  This  decline 
is  widely  attributed  to  the  widespread  use  of  Pap  smear  screening,  which  detects 
cervical  disease  in  a  precancerous  stage  when  it  can  be  successfully  treated  and 
cured. 

Breast  cancer  incidence  has  increased  over  this  time  period.  The  maturation  of 
women  in  the  baby  boom  generation  has  not  generally  been  given  as  a  reason  for 
this  increase  in  cancer  incidence  (usually  expressed  as  a  rate/ 100,000  U.S.  women), 
although  it  certainly  accounts  for  the  increase  in  total  number  of  women  diagnosed 
with  breast  cancer.  Experts  attribute  the  increasing  incidence  to  two  general  fac- 
tors: (1)  increased  screening  for  breast  cancer  (mammography,  clinical  breast  exam, 
self-breast  exam);  and  (2)  increased  prevalence  among  U.S.  women  of  unknown  and 
known  breast  cancer  risk  factors,  such  as  delayed  childbearing,  fewer  children,  de- 
creased lactation,  etc. 

MAMMOGRAPHY  AND  PAP  SMEARS 

Mr.  Stokes.  Doctor,  are  we  seeing  an  increase  in  the  usage  of 
mammography  and  pap  smears? 

Dr.  Roper.  Yes,  we  are,  sir,  but  not  nearly  enough.  There  contin- 
ue to  be  women  who  do  not  avail  themselves  of  this  service,  and 
despite  the  fact  that  we  spend  a  good  deal  of  time  these  days  talk- 
ing about  the  financial  problems  in  our  health  care  system,  our  evi- 
dence is  that  financial  barriers  are  not  the  chief  barrier  to  mam- 
mography and  pap  smears.  It  is  fundamentally  making  sure  people 
know  about  the  need  to  be  screened  and  getting  into  clinics  to  have 
the  work  done. 

For  some  women,  to  be  clear,  financial  barriers  are  a  factor,  and 
this  program  is  important  because  it  does  pay  for  services  for 
women  who  cannot  otherwise  pay  for  it. 

BREAST  AND  CERVICAL  CANCER  IN  MINORITIES 

Mr.  Stokes.  Would  this  also  be  an  area  where  we  find  a  dispro- 
portionate incidence  of  the  disease  as  it  relates  to  minorities  and  in 
particular  African-American  women. 

Dr.  Roper.  Yes,  sir.,  That  is  probably  related  to  the  fact  that  they 
do  not  get  the  screening  early  enough  to  catch  the  disease  so  that 
it  can  be  cured  early  on. 

Mr.  Stokes.  Are  we  doing  anything  in  terms  of  trying  to  target 
these  specific  groups  and  to  reach  them? 

Dr.  Roper.  In  the  12  States  that  we  are  currently  operating  in, 
the  public  education,  public  information  outreach  efforts  are  domi- 
nantly  targeted  at  the  hard  to  reach  groups,  the  minority  commu- 
nity and  others,  as  you  ask. 
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BREAST  AND  CERVICAL  CANCER  FUNDING 

Mr.  Stokes.  What  level  of  funding  are  you  requesting  in  this 
area  for  fiscal  year  1993? 

Dr.  Roper.  $70,000,000,  sir.  That  is  up  from  50,000,000  last  year, 
a  $20,000,000,  or  40  percent  increase. 

HIV  OUTREACH  AND  EDUCATION  ACTIVITIES 

Mr.  Stokes.  In  the  area  of  HIV  prevention,  Dr.  Roper,  last  year 
there  was  some  great  concern  regarding  a  proposed  cut  in  funding 
for  community-based  organizations  and  national  organizations 
which  were  receiving  funding  for  AIDS  outreach  and  education  ac- 
tivities. 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  Do  you  recall  that? 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  What  action  is  CDC  taking  in  response  to  these? 

Dr.  Roper.  First  point  I  would  make  is,  that  our  effort  is  to  pre- 
vent the  problem  of  AIDS,  HIV  infection,  and  we  are  anxious  to 
continue  the  efforts  that  we  have  had  underway. 

There  was  a  cut  in  CDC's  AIDS  funding  of  about  $14,000,000, 
funds  directed  to  go  to  HRSA  to  fund  the  Ryan  White  activities, 
but  it  was  not  a  cut  of  $14,000,000  in  our  minority  AIDS  efforts. 
That  has  been  misreported.  The  actual  amount  of  reduction  in 
funding  to  our  minority  prevention  services  is  on  the  order  of 
$600,000. 

Our  plans  for  the  future  are  to  improve  and  strengthen  that  pro- 
gram, and  we  do  want  to  do  that  beginning  first  at  the  community 
level,  working  with  local  health  departments  and  the  community 
organizations  that  they  deal  with. 

AIDS  PREVENTION  FOR  MINORITIES 

Mr.  Stokes.  Tell  me,  what  level  of  funding  supports  minority-spe- 
cific AIDS  prevention  activities  in  your  agency  for  fiscal  years  1992 
and  1993? 

Dr.  Roper.  I  am  not  sure  I  have  that  breakout  here.  I  will  be 
happy  to  supply  it. 

Special  minority  initiatives  is  what  we  call  it,  and  for  fiscal  1992, 
it  is  $47,195,000;  and  for  1993,  $47,543,000.  Essentially  level  fund- 
ing, that  is  about  10  percent  of  our  AIDS  budget. 

Mr.  Stokes.  Now,  tell  me  what  levels  of  funding  were  provided 
for  the  community-based  organizations  and  the  national  organiza- 
tions in  fiscal  years  1992  and  1993? 

Dr.  Roper.  Minority  community-based  organizations,  roughly 
$14,000,000,  each  of  these  fiscal  years.  1991,  1992,  going  to 
$16,000,000;  $16,700,000  for  1993. 

Mr.  Stokes.  You  say  for  minority? 

Dr.  Roper.  Community-based  organizations,  yes,  sir. 

Mr.  Stokes.  And  that  includes  national  organizations,  too? 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  All  right.  Let  me  ask  you  about  incarcerated  youth, 
Doctor  

Dr.  Roper.  Excuse  me,  let  me  correct  what  I  just  answered.  The 
figure  I  gave  you  was  the  minority  community-based  organizations. 
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There  is  a  separate  line  for  national  projects  to  the  minority  com- 
munity. That  figure  is  $9,600,000,  each  of  the  fiscal  years,  1991, 
1992,  1993. 

Mr.  Stokes.  That  is  for  national? 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  And  it  was  14  for  the  community-based  

Dr.  Roper.  Local,  yes. 

Mr.  Stokes  [continuing].  Minority  organizations;  correct? 

Dr.  Roper.  Yes,  sir,  but  I  would  be  glad  to  give  you  a  corrected 
version  of  my  answer  in  the  record.  It  sounds  like  there  is  more 
here  than  I  can  give  you. 

Mr.  Stokes.  Please  feel  free  to  do  that.  No  problem. 

Dr.  Roper.  Yes,  sir. 

[The  information  follows:] 

HIV — Minority  Funding 

The  following  table  indicates  the  funding  levels  for  direct  Special  Minority  Initia- 
tives in  HIV/ AIDS  prevention  and  education. 


Fiscal  year — 
1992  1993 


Directly-funded  minority  community-based  organizations   1  $16,623,000  1  $16,745,000 

National  activities,  including  national  and  regional  minority  organizations   9,606,000  9,677,000 

State  and  local  health  departments   16,869,000  16,994,000 

Other  minority  activities   4,097,000  4,127,000 

Subtotal,  HIV/AIDS  Special  Minority  Initiatives   47,195,000  47,543,000 


1  Includes  $2,500,000  transferred  from  OASH  Office  of  Minority  Health. 

incarcerated  youth 

Mr.  Stokes.  On  incarcerated  youth,  last  year  we  put  language  in 
the  House  report  that  directed  CDC  to  address  the  issue  of  care 
within  the  correctional  system,  particularly  as  it  relates  to  preven- 
tion and  reduction  activities  for  incarcerated  youth. 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  What  has  been  the  response  of  the  agency  to  that 
language? 

Dr.  Roper.  I  am  aware  of  the  language,  sir.  I  know  we  have  an 
effort  underway,  but  I  will  be  happy  to  supply  that  for  the  record. 
[The  information  follows:] 

HIV — Incarcerated  Individuals 

The  Committee  actually  directed  the  Department  of  Health  and  Human  Services 
to  develop  a  plan  to  address  the  treatment  and  prevention  concerns  of  incarcerated 
individuals. 

In  response  to  the  congressional  mandate,  the  Public  Health  Service  is  collaborat- 
ing with  the  Department  of  Justice  to  establish  a  PHS  Working  Group  on  HIV  Pre- 
vention and  Treatment  in  Correctional  Facilities.  The  Working  Group  will  provide 
technical  assistance  to  the  National  Institute  of  Justice  (NIJ)  and  the  Bureau  of 
Prisons  in  implementing  recommendations  from  the  NIJ  Update  on  the  Status  of 
HIV  and  AIDS  in  Prisons  for  1991.  This  update  will  provide  a  comprehensive  review 
of  Federal,  State  and  local  correctional  facilities.  These  efforts  are  being  coordinated 
by  the  National  AIDS  Program  Office. 
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The  CDC  is  supporting  HIV  prevention  projects  for  incarcerated  individuals  of  all 
ages  in  its  general  cooperative  agreement  programs.  In  FY  1991,  the  CDC  supported 
a  total  of  14  community-based  organizations  (CBOs)  all  of  which  at  least  partially 
focussed  on  youth  offenders.  Four  of  these  CBOs  focussed  entirely  on  youth  offend- 
ers. The  CDC  is  in  the  process  of  evaluating  applications  from  the  CBOs  to  address 
HIV  risk  reduction  and  prevention  in  correctional  facilities.  Until  these  reviews  are 
completed,  the  specific  number  of  CBOs  to  be  funded  for  FY  1992  is  unknown.  The 
CDC  is  also  supporting  surveillance  cooperative  agreements  with  20  States  to  collect 
data  in  46  correctional  facilities  to  estimate  the  number  of  HIV-infected  incarcerat- 
ed men  and  women. 

In  addition,  CDC  is  collaborating  with  the  Health  Resources  Services  Administra- 
tion to  test  new  and  innovative  models  of  care.  Two  projects  represent  collaborative 
efforts  by  State  health  and  corrections  departments,  and  an  additional  two  are  con- 
ducted by  CBOs  which  work  exclusively  with  recently  released  inmates,  parolees, 
and  their  caregivers.  In  FY  1992,  resources  will  be  utilized  to  fund  at  least  one  addi- 
tional project.  These  projects  have  developed  clinical  trials,  exceptional  release  for 
terminally  ill  prisoners,  peer  support,  a  broad  array  of  support  services  and  training 
for  correctional  staff  and  communty-based  providers. 

Mr.  Stokes.  I  would  appreciate  it  if  you  would  also  provide  the 
level  of  funding  to  support  this  activity,  for  both  fiscal  year  1992  and 

^1993. 

Dr.  Roper.  Yes,  sir. 

[The  information  follows:] 

HIV — Incarcerated  Individual  Funding 

CDC  estimates  that  HIV  prevention  efforts  in  FY  1992  will  total  approximately 
$500,000.  This  level  of  funding  will  be  continued  in  FY  1993. 

Mr.  Stokes.  Thank  you,  Mr.  Chairman. 

FARM  WORKER  SAFETY  AND  HEALTH 

Mr.  Natcher.  Now,  Doctor,  under  Occupational  Safety  and 
Health,  tell  us,  how  do  you  justify  eliminating  the  farm  worker 
safety  program  given  the  high  rate  of  injuries  in  that  profession? 

Dr.  Roper.  Farm  worker  safety  and  health  is  a  very  important 
matter.  In  looking  at  the  priority  areas  for  us,  the  decision  was 
made  that  that  was  one  area  that  had  a  lower  priority. 

Mr.  Natcher.  In  the  past  five  years,  have  there  been  decreases 
in  the  rates  of  worker-related  fatalities,  injuries,  or  sickness, 
Doctor? 

Dr.  Roper.  No,  sir,  there  have  been  no  decreases. 

Mr.  Natcher.  How  do  you  evaluate  whether  your  research  is 
having  any  impact  on  these  outcomes? 

Dr.  Roper.  Our  program,  which  is  operated  through  cooperative 
agreements  in  twenty-five  States  with  academic  institutions  state 
health  departments,  and  community  organizations,  includes  eval- 
uation components  addressing  the  effectiveness  of  the  various  ac- 
tivities. 

It  is  designed  to  provide  the  kind  of  answers  to  your  question 
that  you  desire.  Be  happy  to  supply  that  for  you. 
[The  information  follows:] 

Occupational  Safety  and  Health  Program 

The  CDC  agricultural  safety  and  health  program  is  being  conducted  in  25  states 
in  collaboration  with  23  universities,  13  state  health  departments,  one  hospital,  and 
community  organizations.  The  program  includes  evaluation  components  appropriate 
to  the  specific  activities. 

For  example,  we  have  an  activity  being  conducted  in  10  states  in  collaboration 
with  state  health  departments  and  rurally  located  nurses  to  conduct  disease  and 
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injury  surveillance,  follow-up  care,  and  prevention  services  to  farm  populations.  The 
findings  of  these  local  efforts  will  be  used  in  statewide  efforts  to  address  leading 
farm  health  and  safety  problems. 

Evaluation  of  education  efforts  in  this  activity  will  be  achieved  by  pre  and  post- 
education  testing  to  determine  changes  in  knowledge.  Surveillance  efforts  are  being 
evaluated,  in  part,  by  changes  in  surveillance  findings.  In  one  state,  reporting  of 
pesticide  poisonings  increased  by  80%  in  the  first  year  of  this  activity.  This  finding 
shows  that  significant  under-reporting  of  pesticide  poisoning  was  previously  occur- 
ring. It  clearly  indicates  the  success  of  outreach  efforts  to  increase  physicians  inter- 
est in  reporting,  achieved  by  direct  contact  with  the  physicians  and  by  providing 
consequences  to  reporting  in  terms  of  follow-up  of  cases  and  prevention  efforts. 
Other  approaches  being  used  to  evaluate  surveillance  include  cross-checking  report- 
ing against  separate  data  sources  such  as  state  workers'  compensation  records. 

Mr.  Natcher.  Why,  Doctor,  is  it  that  so  much  of  your  occupational 
safety  research  is  conducted  in-house  rather  than  through  grants 
to  university  researchers? 

Dr.  Roper.  We  conduct  a  modest  amount  of  research  in-house. 
We  would  like  to  be  able  to  do  more  extramural  research.  The 
principal  limitation  we  have  is  the  size  of  our  budget.  We  just  do 
not  have  the  resources  to  support  a  larger  extramural  program. 
The  current  occupational  safety  and  health  grant  program  is 
funded  at  $6,700,000. 

BREAST  AND  CERVICAL  CANCER 

Mr.  Natcher.  Now,  Doctor,  turning  to  breast  and  cervical  cancer 
screening,  what  criteria  do  you  use  to  award  State  grants? 

Dr.  Roper.  Be  glad  to  supply  that  in  detail  for  the  record.  The 
essential  answer,  though,  is  that  we  award  these  based  on  a  compe- 
tition, and  the  States  are  judged  by  the  innovativeness  of  their 
plan  they  have  come  forward  with;  the  degree  of  support  that  they 
have  within  the  State  to  mobilize  the  various  partners  to  put  to- 
gether a  comprehensive  program;  and  the  need,  and  the  problem  of 
the  breast  and  cervical  cancer  within  their  State. 

[The  information  follows:] 

Breast  and  Cervical  Cancer — State  Awards 

Applications  are  received  from  official  state  and  territorial  health  agencies  and 
evaluated  by  an  Objective  Review  Panel  based  on  the  following  criteria: 

The  level  of  coordinated  support  and  participation  from  community  and  voluntary 
agencies,  professional  health  care  organizations  and  providers  toward  integrating 
program  elements  into  the  health  care  delivery  system  for  the  at-risk  population 

The  extent  to  which  the  applicant  describes  the  breast  and  cervical  cancer  pro- 
gram needs  of  the  target  population,  justifies  the  focus  on  these  populations,  and 
the  assurance  of  appropriate  screening,  follow-up,  and  treatment  services 

The  consistency  of  the  specific  and  time-related  measurable  objectives  with  the 
stated  purpose  of  the  cooperative  agreement 

The  qualifications  and  appropriateness  of  proposed  personnel 

The  quality  of  the  public  education  plan 

The  quality  of  the  professional  education  plan 

The  quality  of  the  mammography  and  cervical  cytology  quality  assurance  plan 

The  quality  of  the  surveillance  plan,  demonstrated  ability  to  analyze  data,  and 
evidence  of  the  continued  existence  of  data  sources 

The  documentation  and  appropriateness  of  the  proposed  or  existing  cancer  plan 
and  the  role  of  the  coalition  in  proposed  activities 

The  quality  of  the  applicant's  evaluation  plan 

BREAST  AND  CERVICAL  CANCER  SCREENING 

Mr.  Natcher.  How  many  women  received  direct  services  in  this 
program  in  1991,  Doctor? 
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Dr.  Roper.  I  would  have  to  provide  that  for  the  record,  sir.  We  do 
have  the  number  and  I  will  do  that. 
Mr.  Natcher.  All  right. 
[The  information  follows:] 

Breast  and  Cervical  Cancer  Screenings 

The  states  of  California,  Colorado,  Michigan,  Minnesota,  New  Mexico,  South  Caro- 
lina, Texas,  and  West  Virginia  were  funded  July  16,  1991  to  initiate  state-based 
comprehensive  breast  and  cervical  cancer  control  programs.  CDC  anticipated  that  it 
would  take  approximately  six  months  before  each  state  would  be  capable  of  provid- 
ing direct  services  for  low-income  women.  As  of  February  1992,  more  than  10,000 
breast  and  cervical  cancer  screenings  have  been  performed  for  low-income  women 
through  these  first  eight  state  programs. 

Mr.  Natcher.  How  much  of  a  State's  grant  is  used  for  outreach 
compared  to  screening  services? 

Dr.  Roper.  About  40  percent  of  the  monies  is  for  outreach  and 
the  rest  for  services. 

Mr.  Natcher.  How  many  States  do  you  expect  to  offer  statewide 
screening  services  in  1993? 

Dr.  Roper.  15. 

Mr.  Natcher.  What  steps  are  States  taking  to  assure  quality  con- 
trol among  screening  providers? 

Dr.  Roper.  The  States,  with  our  help  and  the  help  of  others,  are 
working  to  set  up  programs  to  assure,  through  quality  control, 
quality  assurance  mechanism,  that  the  results  that  a  woman  gets 
from  a  pap  smear  or  a  mammogram  can  be  relied  upon.  It  is  not  a 
simple  matter.  These  are  highly — especially  in  the  case  of  mam- 
mography, technical  procedures.  We  believe  it  requires  vigorous 
work  by  the  profession  and  the  State  agencies  involved  to  make 
sure  that  they  are  accurately  done. 

BREAST  AND  CERVICAL  CANCER  EVALUATION 

Mr.  Natcher.  Do  you  have  evaluation  mechanisms  in  place  to 
see  whether  screening  rates  and  cancer  survival  rates  increase 
after  the  screening  program  is  under  way? 

Dr.  Roper.  Yes,  sir,  that  is  a  part  of  the  grant  award  to  each 
State. 

BREAST  AND  CERVICAL  CANCER  SCREENING  COSTS 

Mr.  Natcher.  How  much  do  you  estimate  the  breast  and  cervical 
cancer  screening  program  would  cost  if  it  were  extended  nation- 
wide? 

Dr.  Roper.  In  some  year  in  the  future  fully  funding  all  50  States 
is  on  the  order  of  $800,000,000. 

PROSTATE  CANCER 

Mr.  Natcher.  Would  a  similar  program  for  prostate  cancer  be 
appropriate  or  do  we  lack  the  necessary  screening  tests,  Doctor? 

Dr.  Roper.  We  have  made  some  real  progress  of  late  in  prostate 
cancer,  and  we  are  looking  at  the  possibility  of  a  similar  kind  of 
program  for  men.  Prostate  cancer  is  the  most  commonly  diagnosed 
cancer  among  men,  has  a  relatively  high  mortality  rate,  and  we 
are  evaluating  the  possibility  of  such  a  program  right  now. 
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SEXUALLY  TRANSMITTED  DISEASES 

Mr.  Natcher.  Doctor,  on  the  sexually  transmitted  diseases,  in 
1991  the  number  of  new  syphilis  cases  dropped  for  the  first  time  in 
several  years.  Have  we  finally  turned  the  corner  on  controlling  this 
disease,  or  is  it  too  soon  to  tell? 

Dr.  Roper.  I  would  say  it  is  too  soon  to  tell,  sir.  I  recently  had 
occasion  to  read  some  books  written  in  the  1930s  on  control  of 
syphilis,  and  I  think  now  50  to  60  years  later,  we  are  still  trying  to 
figure  out  how  to  effect  this  epidemic. 

I  would  just  hazard  a  guess  that  some  of  the  fall-off  in  cases  of 
syphilis,  1990  to  1991,  may  be  related  to  changed  sexual  behavior 
across  the  country,  but  we  don't  know  that  for  certain. 

Mr.  Natcher.  Is  this  decrease  in  cases  evident  in  other  sexually 
transmitted  diseases  as  well? 

Dr.  Roper.  We  have  a  similar  fall-off  in  cases  of  gonorrhea,  1990 
to  1991.  Gonorrhea  is  well-known,  though,  for  being  underreported. 
We  are  not  as  certain  for  cases  of  gonorrhea  that  we  have  an  accu- 
rate count  as  we  are  for  syphilis. 

I  think  what  we  are  seeing  is  at  least  a  stabilization  in  the 
number  of  cases  of  syphilis  and  gonorrhea.  We  are  continuing  to 
see  an  increase  in  other  sexually  transmitted  diseases,  HIV  is  chief 
among  them. 

Mr.  Natcher.  You  convened  an  ad  hoc  panel  in  1991  to  review 
control  and  prevention  strategies  for  sexually  transmitted  diseases. 
What  were  the  panel's  recommendations,  Doctor,  and  are  they  in- 
corporated in  your  1993  budget  request? 

Dr.  Roper.  I  would  be  happy  to  supply  a  copy  of  the  Blue  Ribbon 
Panel's  report  to  you,  sir.  In  general,  their  recommendations  are 
incorporated  in  our  budget  request. 

The  principal  recommendation  that  they  came  up  with  is  one 
that  we  spend  a  lot  of  time  on  these  days,  and  that  is  the  effort  to 
come  up  with  better  ways  of  reaching  young  people  to  encourage 
them  to  have  a  healthy  and  responsible,  I  would  say,  sexual  life- 
style. We  have  not  yet  figured  that  one  out  to  our  satisfaction. 

[The  information  follows:] 

Sexually  Transmitted  Disease  Strategy 

The  ad  hoc  panel  convened  by  CDC  published  a  document  entitled  were  1)  pre- 
venting sexual  exposure  (e.g.,  postponing  sexual  involvement  among  teenagers,  re- 
ducing the  number  of  sex  partners,  choosing  uninfected  partners;  2)  preventing  STD 
transmission  if  exposure  occurs  (e.g.,  recognizing  the  symptoms  of  STD  and  prompt- 
ly seeking  care  if  symptoms  occur,  enhancing  partner  notification  activities);  3)  im- 
proving clinical  and  preventive  services  (extending  screening  activities,  improving 
clinical  skills,  ensuring  access  to  treatment);  and  4)  doing  research  to  improve  STD 
prevention  (clinical,  behavioral,  biologic).  Each  of  these  themes  have  been  empha- 
sized by  the  Division  of  STD/HIV  Prevention.  In  1992,  particularly,  emphasis  has 
been  placed  on  expanding  the  use  of  volunteer  and  private  organizations,  including 
community-based  organizations  (CBOs),  as  partners  in  our  STD  prevention  efforts  by 
training  CBO  staff  to  perform  STD/HIV  prevention  counseling  and  outreach,  and  in 
delivering  behavior  change  messages.  STD  project  areas  will  also  work  with  CBOs  to 
develop  community  awareness  and  support  to  assist  local  health  departments  in  the 
prevention  of  STD  by  seeking  to  change  community  behavior  norms,  for  example,  to 
increase  the  acceptable  age  at  which  first  sexual  exposure  occurs  and  to  increase 
condom  use  among  sexually  active  adolescents.  Finally,  the  key  themes  of  the  ad 
hoc  panel  will  be  incorporated  into  the  new  STD  program  announcement  for  FY 
1993-1998. 
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[Clerk's  note. — The  report  is  available  in  the  committee  files.] 

PREVENTIVE  HEALTH  BLOCK  GRANT  FUNDING 

Mr.  Natcher.  In  your  opinion,  Doctor,  are  States  doing  a  good 
job  of  targeting  their  preventive  health  block  grant  funds  to  their 
most  urgent  public  health  problems? 

Dr.  Roper.  I  think  they  are,  sir,  and  with  the  appropriation  in- 
crease to  about  $135,000,000  for  the  current  fiscal  year,  I  think  this 
is  money  well  spent  in  the  States. 

The  difficulty  always  is  that  money  is  not  designated  for  a  par- 
ticular purpose,  and,  at  times,  the  Congress  has  been  frustrated 
that  you  didn't  fully  understand  how  that  money  was  spent.  We 
are  taking  steps  to  make  certain  that  the  States  tell  us  and  that  we 
in  turn  tell  you  how  that  money  is  spent  so  that  you  can  under- 
stand that  it  is  money  well  spent. 

Mr.  Natcher.  What  is  your  total  State  spending  on  disease  pre- 
vention and  health  promotion? 

Dr.  Roper.  By  all  of  the  States? 

Mr.  Natcher.  Yes. 

Dr.  Roper.  I  would  be  happy  to  supply  that.  That  information  is 
collected  by  the  State  Health  Officers  Association.  I  don't  have  it  at 
hand. 

Mr.  Natcher.  All  right,  please  put  that  in  the  record  for  us, 
Doctor. 

[The  information  follows:] 

Prevention  Spending  by  States 

According  to  the  Public  Health  Foundation,  the  amount  spent  by  the  States  on 
disease  prevention  and  health  promotion  activities  in  FY  1990  was  $5.02  billion. 

NATIONAL  HEALTH  CARE  SURVEY 

Mr.  Natcher.  Now,  under  the  National  Center  for  Health  Statis- 
tics, the  Institute  of  Medicine  recently  issued  a  report,  as  you 
know,  on  the  Center  for  Health  Statistics'  plans  to  create  an  inte- 
grated national  health  care  survey.  The  report  contained  a  number 
of  recommendations,  mostly  related  to  creating  a  bolder  survey 
design.  Do  you  agree,  Doctor,  with  the  Institute's  report? 

Dr.  Roper.  I  have  read  it,  sir,  and  a  number  of  people  at  CDC 
and  NCHS  are  reviewing  it  carefully  now.  In  general,  I  think  such 
a  survey  is  warranted.  They  estimated  in  the  Institute  of  Medi- 
cine's report  that  such  a  survey  would  cost  $25,000,000  to 
$30,000,000  a  year.  We  have  not  yet  come  to  a  conclusion  as  to 
whether  that  is  an  accurate  estimate  on  their  part,  but  we  are  con- 
vinced that  work  needs  to  be  done  in  this  area. 

Mr.  Natcher.  The  Institute's  report  asserts,  as  you  know,  that 
the  internal  analytical  capacities  of  the  Center  have  decreased,  es- 
pecially in  the  survey  divisions.  What  about  that,  Doctor?  Do  you 
agree  with  it? 

Dr.  Roper.  We  are  asking  evermore  detailed  questions  of  these 
surveys.  Mr.  Stokes  and  others  have  asked  us,  rightly,  to  answer 
more  precise  questions,  for  example,  about  minority  populations 
and  how  they  are  affected  by  health  problems  and  health  expendi- 
tures and  so  on.  I  don't  think  we  have  diminished  our  capacity,  but 
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we  have  not  expanded  it  to  meet  the  obvious  need  that  is  there  to 
answer  questions  about  our  population's  health  status. 

EVALUATION  OF  CDC's  MISSION  AND  STRUCTURE 

Mr.  Natcher.  Doctor,  from  1983  to  1992  your  agency's  budget 
has  grown  by  321  percent,  and  your  staffing  has  increased  38  per- 
cent. In  light  of  this  rapid  growth,  Doctor,  has  any  evaluation  of 
CDC's  mission  and  structure  been  conducted  by  an  outside  group 
like  GAO  or  the  National  Academy  of  Sciences? 

Dr.  Roper.  Neither  GAO  or  NAS  have  done  a  formal  evaluation 
of  our  mission.  We  continue  to  get  their  advice  on  a  number  of 
topics  continuously. 

We  do  have  underway  now,  a  planning  effort  of  our  own  looking 
at  our  mission  and  how  it  might  well  be  modified  in  the  future.  We 
are  involving  in  this  CDC  effort  particularly  our  younger  staff,  who 
we  believe  will  be  around  populating  CDC  well  into  the  next  centu- 
ry; and  I  would  hope  when  I  come  before  you  next  spring  to  be  able 
to  report  to  you  on  the  results  of  that  planning  effort. 

Mr.  Natcher.  Are  you  at  all  concerned,  Doctor,  that  your  agency 
is  being  spread  too  thinly  by  the  large  number  of  congressional 
mandates  you  have  received  in  recent  years? 

Dr.  Roper.  Yes,  sir. 

Mr.  Natcher.  Well,  I  would  agree,  Doctor.  I  would  agree. 

Dr.  Roper.  If  I  could  elaborate  on  my  answer.  We  surely  want  to 
get  your  good  advice  and  direction  as  to  how  you  want  us  to  carry 
out  these  programs,  but,  at  times,  we  would  appreciate  it  if  it  was 
not  so  precisely  done  and  to  allow  some  more  flexibility  to  deal 
with  problems  as  they  evolve  over  a  given  year. 

Mr.  Natcher.  Mr.  Pursell,  I  yield. 

Mr.  Pursell.  Before  I  conclude,  I  don't  have  any  further  ques- 
tions, Mr.  Chairman,  but  this  is  Dr.  Roper's  last  appearance  while  I 
am  on  this  Committee,  and  I  would  like  to  say  I  have  been  especial- 
ly proud  of  his  leadership  both  nationally  and  internationally. 

You  have  a  great  staff  at  CDC,  your  Washington  office,  and  all 
the  people  with  you  in  Atlanta.  It  has  been  a  great  honor,  Dr. 
Roper,  and  I  wish  you  the  very  best  in  your  future. 

Dr.  Roper.  I  would  have  to  respond  to  that  by  thanking  you  for 
your  kind  words,  but  it  has  been  a  delight  dealing  with  you  over 
the  last  several  years,  first  at  HCFA  and  now  at  CDC. 

We  have  been  treated  professionally  and  courteously,  but  you 
surely,  above  all,  paid  attention  to  the  problems  in  a  way  that  tran- 
scends politics,  and  I  couldn't  ask  for  anything  more  than  that. 
Thank  you. 

Mr.  Pursell.  Thank  you.  Nice  working  with  you,  and  thank  you 
very  much. 
Mr.  Natcher.  Mr.  Stokes? 

FISCAL  YEAR  1993  BUDGET  REQUEST 

Mr.  Stokes.  Mr.  Chairman,  I  have  just  a  couple  more  questions. 
Dr.  Roper,  your  budget  request  is  about  $1,600,000,000. 
Dr.  Roper.  Yes,  sir. 
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MINORITY  EMPLOYMENT 

Mr.  Stokes.  How  many  employees  do  you  have? 
Dr.  Roper.  About  6,000. 

Mr.  Stokes.  Of  the  6,000  employees,  approximately  what  percent- 
age are  minorities? 
Dr.  Roper.  About  25  percent  are  minorities. 

Mr.  Stokes.  Of  that  percent,  what  levels  or  grades  and  so  forth 
are  they  in? 

Dr.  Roper.  I  have  some  break-out  statistics  I  would  be  happy  to 
go  over  with  you. 

In  the  senior  level,  GS  13  to  15  and  so  on,  11  percent  of  our  em- 
ployees are  minority;  in  a  professional  category,  which  is  scientists, 
physicians  and  so  on,  3.9  percent  of  CDC's  workers  are  black  males 
compared  to,  in  similar  categories  in  the  civilian  labor  force,  2.3 
percent.  So  we  are  above  that  level.  5.4  percent  of  CDC's  profession- 
als are  black  females  compared  with  2.79  percent  of  the  civilian 
labor  force  professionals  being  black  females.  Be  happy  to  supply  a 
further  break-out  for  you. 

What  I  think  these  numbers  would  say  is  we  are  doing,  compared 
to  the  civilian  labor  force  and  to  other  Federal  agencies,  what  I 
would  say,  truly  biased,  is  a  credible  job.  But  we  surely  are  not  sat- 
isfied with  these  numbers  and  we  have  a  number  of  programs  un- 
derway to  reach  out  to  minorities,  particularly  for  our  professional 
and  scientific  positions. 

But,  furthermore,  we  have  a  number  of  programs  to  reach  high 
school  students,  minority  high  school  students  to  interest  them  in 
careers  in  science  so  that  they  can  come  later  on  to  CDC,  or  any- 
where, else,  to  pursue  a  career  in  that  area. 

We  have  similar  programs  for  college,  medical,  and  graduate  stu- 
dents in  minority  science  area. 

Mr.  Stokes.  Well,  Doctor,  I  guess  I  would  have  to  sort  of  respect- 
fully disagree  with  you  in  terms  of  that  percentage  of  3.9  percent 
being  something  to  crow  about.  You  are  talking  about  a  population 
of  people  that  are  12  percent  of  the  total  population  of  the  United 
States.  The  better  comparison  would  be  as  to  how  well  are  you 
doing  in  terms  of  the  percentage  of  employees  as  compared  to  the 
total  percentage  in  the  total  population. 

Dr.  Roper.  Yes,  sir. 

Mr.  Stokes.  Not  the  private  sector,  which  is  also  woefully  and 
distastefully  behind  that  12  percent  percentage  of  the  total  popula- 
tion. 

Dr.  Roper.  I  hear  your  point,  sir,  and  I  agree  with  it.  I  think  my 
words  were,  compared  with  the  civilian  labor  force  and  other  Fed- 
eral agencies,  we  are  doing  a  credible  job,  but  we  are  not  at  all  sat- 
isfied with  it. 

Mr.  Stokes.  In  order  for  you  to  be  doing  a  credible  job,  they 
would  have  to  be  doing  a  credible  job. 

Dr.  Roper.  No,  they  would  have  to  be  doing  a  poor  job  and  we 
are  just  doing  better  than  they  are;  none  of  us  are  doing  well 
enough. 

Mr.  Stokes.  That  is  the  bottom  line.  None  of  you  are  doing  good 
enough.  Does  this  also  include  research  employees? 
Dr.  Roper.  Yes,  sir. 
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Mr.  Stokes.  Do  you  have  any  of  your  minority  employees  who 
oversee  budgets? 

Dr.  Roper.  We  have  minority  employees  in  supervisory  positions 
that  oversee  budgets,  yes,  sir.  I  think  if  I  can  anticipate  what  you 
are  asking,  of  our  senior  level  employees,  directors  of  our  centers 
who  are  minorities,  for  example,  the  answer  there  is  no,  but  that  is 
a  goal  that  we  have  to  

Mr.  Stokes.  So  in  that  area,  you  do  not  have  any,  either.  You 
said  in  the  senior  level,  people  who  oversee  budgets,  that  you  have 
no  minorities  in  that  capacity? 

Dr.  Roper.  Well,  again,  I  guess  I  am  not  understanding  what  you 
mean  by  oversee  budgets.  We  have  employees  at  various  superviso- 
ry positions  who  oversee  budgets  who  are  minorities,  yes,  sir.  What 
I  went  on  to  say  is  at  the  very  senior  part  of  CDC,  comparable  to 
the  Institutes  at  NIH,  none  of  our  center  directors  are  minorities. 

MINORITY  EMPLOYMENT  PLAN 

Mr.  Stokes.  Well,  what  type  of  a  plan  do  you  have  in  effect  to 
correct  this  situation? 

Dr.  Roper.  It  is  a  simple,  but  I  think,  a  very  dedicated  plan  to — 
every  time  a  vacancy  of  that  sort  in  the  structure  arises,  we  take 
great  pains  to  attract  and  promote,  either  from  the  outside  or  from 
within,  qualified  minorities  for  those  positions.  Those  individuals 
do  exist  and  we  are  anxious  to  locate  them  so  that  we  can  hire 
them  and  promote  them. 

Mr.  Stokes.  Your  agency  is  located  in  one  of  the  most  highly  con- 
centrated areas  in  America  in  terms  of  qualified  minorities.  You 
have  just  a  complex  of  academia  all  around  you  there;  isn't  that 
true? 

Dr.  Roper.  Yes,  sir,  it  is  true.  It  is  further  true,  sir,  that  a  black 
medical  school  graduate  these  days  who  wants  to  go  into  public 
service  or  academics,  and,  indeed,  not  do  private  practice,  has  a 
wealth  of  opportunities  because  people  are  competing  to  try  to  hire 
those  people,  and  rightly  so.  And  we  are,  I  hope,  competing  better 
than  any  of  the  others  to  try  to  hire  them. 

I  said  earlier,  our  program  for  training  the  future  leadership  of 
CDC,  called  the  epidemic  intelligence  service,  that  hires  young 
medical  students,  this  year  is  going  to  have  12  percent  of  the  EIS 
officers  who  are  minorities  reflecting  the  general  population.  It  will 
take  us  several  years,  though,  of  that  kind  of  effort  to  be  able  to 
build,  to  train,  and  then  promote  the  individuals  into  the  senior 
levels  of  my  agency  in  order  to  have  all  of  CDC  fully  reflect  the 
general  population  as  we  should. 

Mr.  Stokes.  Well,  that  is  essentially  what  I  want  to  be  sure  that 
your  agency,  in  essence,  tries  to  do.  We  talk  about  $1,600,000,000  of 
taxpayers'  funds.  We  are  also  talking  about  12  percent  of  that 
funding  being  from  African-American  taxpayers.  They  ought  to  be 
equitably  reflected  in  the  expenditure  of  that  type  of  money. 

Dr.  Roper.  No  question,  sir.  We  will  be  happy  to  respond  in 
greater  detail.  We  believe  that  over  one-half  of  CDC's  expenditures 
are  activities  that  directly  relate  to  services  to  the  minority  com- 
munities. CDC's  mission  and  programs  are  heavily  oriented  to- 
wards the  problems  of  the  public  health  in  America,  and,  unfortu- 
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nately,  that  tends  to  be,  to  a  greater  extent,  in  minority  communi- 
ties. 

Mr.  Stokes.  Well,  I  would  be  pleased  to  have  you  expand  on  it  in 
the  record.  A  few  days  ago  there  was  another  witness  testifying, 
they  had  a  chart  here,  and  it  reflected  the  amount  of  money  that  is 
being  spent  on  minority-targeted  or  -oriented  programming.  I  had 
to  raise  the  question  on  that  date  as  to  why,  of  all  the  agencies  on 
that  chart,  CDC  appeared  to  have  the  least  increase.  Of  course,  the 
explanation  was  given  for  it,  but  I  can  tell  you,  on  the  chart  CDC 
does  not  show  up  as  well  as  the  others. 

Dr.  Roper.  We  didn't  make  that  chart.  If  we  had,  it  wouldn't  look 
that  bad. 

Mr.  Stokes.  It  was  Dr.  Mason,  your  boss's  chart.  Maybe  you  can 
take  that  up  with  Dr.  Mason. 
Dr.  Roper.  You  can  bet  I  will. 

Mr.  Stokes.  Thank  you.  Thank  you,  Mr.  Chairman. 
[The  information  follows:] 

Minority  Health 

Virtually  all  CDC  prevention  and  health  promotion  programs  impact,  either  di- 
rectly or  indirectly,  on  minorities.  In  total,  for  all  activities  related  to  minority 
health,  CDC  estimates  that  the  FY  1993  budget  request  includes  $921,412,141,  an  in- 
crease of  $88,104,000,  or  10  percent,  over  the  FY  1992  level  of  $833,308,141.  This 
amount  includes  funds  for  programs  specifically  targeted  to  minority  populations, 
programs  to  control  or  prevent  diseases  in  which  minorities  are  disproportionately 
represented,  and  other  CDC  programs  in  which  minorities  indirectly  benefit  from 
prevention  activities  geared  toward  the  general  population.  This  10  percent  increase 
in  such  minority  health-related  programs  compares  to  a  7  percent  increase  for  all 
CDC  activities  in  the  FY  1993  budget.  These  minority  health  activities  represent 
57.5  percent  of  the  total  CDC  FY  1993  budget  request  of  $1,600,685,000. 

As  indicated  in  the  following  table,  the  chart  from  earlier  testimony  to  which  you 
referred  only  displayed  the  approximately  $60,000,000  related  to  CDC  programs  spe- 
cifically targeted  to  minorities.  The  earlier  chart  did  not  display  those  other  CDC 
activities  which  we  have  characterized  as  "impacting"  or  "indirectly  benefitting" 
minority  populations. 
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Mr.  Natcher.  Any  additional  questions? 
Mr.  Pursell.  No,  sir. 

Mr.  Natcher.  Dr.  Roper,  we  want  to  thank  you  and  your  associ- 
ates for  appearing  before  our  Committee  on  behalf  of  the  budget 
request  for  the  fiscal  year  1993.  It  has  been  a  good  hearing,  Doctor. 

Dr.  Roper.  Thank  you,  sir. 

Mr.  Natcher.  Thank  you  very  much. 

[The  following  questions  were  submitted  to  be  answered  for  the 
record:] 
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Tuberculosis  -  Funding  History 

Mr.  Natcher:  Provide  a  five-year  history  of  HHS-wide  spending 
on  TB,   including  the  1993  request. 


Dr.  Roper:     The  information  is  provided  in  the  following  table. 

Tuberculosis  Spending  1/ 
(Dollars  in  millions) 


Fiscal 

ACF/ 

HHS 

Year 

CDC 

NIH 

ORR 

HCFA 

Wide 

1989 

$20,731 

$3,845 

$2,087 

$113,000 

$139,663 

1990 

22,533 

2,969 

2,022 

101,000 

128,524 

1991 

25,274 

4,075 

1,907 

111,000 

142,256 

1992 

31,486 

5,673 

1,829 

N/A 

38,988 

1993 

66,165 

5,903 

N/A 

N/A 

72,068 

1/  Dollars 

for  the  HCFA  are  for 

Medicare  only  and  data 

beyond 

FY  1991  are  not  available  at  this  time. 


Mr.  Natcher:     Federal  funding  for  TB  comprises  what  percent  of 
total  national  public  health  expenditures  for  the  disease? 

Dr.  Roper:     While  CDC  does  not,  on  its  own,  collect  total 
expenditure  figures  for  any  communicable  disease,   including  TB,  the 
Public  Health  Foundation,  Association  of  State  and  Territorial  Health 
Officials,  publish  information  on  communicable  disease  control 
program  expenditures  of  state  health  agencies.     The  "1990  Public 
Health  Chartbook"  stated  that  in  Fiscal  Year  1988,  state  health 
agencies  reported  that  13%  of  TB  control  expenditures  were  federal 
funds;  81%  state  funds;  and  6%  other  funds.     Historically,  most  TB 
costs  have  been  borne  by  state  and  local  governments. 


Tuberculosis  -  Case  Cost 

Mr.  Natcher:     Your  budget  documents  indicate  that  a  case  of  drug- 
resistant  TB  can  cost  $180,000  to  treat  compared  to  $11,000  for 
regular  TB.     What  are  the  major  components  of  this  very  high  cost? 

Dr.  Roper:     This  estimate  was  provided  by  a  distinguished  member  of 
the  congressionally  mandated  Advisory  Council  for  the  Elimination  of 
Tuberculosis,  who  specializes  in  the  treatment  of  multidrug-resistant 
TB.     The  estimate  reflects  the  very  high  cost  of  hospital  treatment 
and  care  for  multidrug-resistant  patients  who  must  be  treated  with 
much  more  expensive  medications  which  require  extensive  and  costly 
monitoring  for  toxicity.     In  addition,   such  patients  are  often 
seriously  ill  and  require  costly  intensive  care  and  life  saving 
support.     Many  of  the  seriously  ill  multidrug-resistant  TB  patients 
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also  require  expensive  but  life  saving  surgical  intervention  to 
survive  the  disease.     Finally,  these  patients  often  need  extensive 
nutritional  supplements  to  overcome  their  disease. 

Tuberculosis  -  Treatment  Rate 


Mr.  Natcher:     What  is  the  average  treatment  completion  rate  for 
those  with  TB? 

Dr.  Roper:     Data  from  92  state  and  city  health  departments 
representing  72  percent  of  TB  the  cases  reported  during  1989 
indicated  that  79  percent  of  patients  who  were  started  on  medication 
completed  a  recommended  course  of  therapy  within  12  months.  The 
percent  completing  therapy  in  each  area  ranged  from  a  low  of  55 
percent  to  a  high  of  100  percent.     There  has  been  virtually  no 
improvement  in  this  national  performance  measure  since  1986  when  78 
percent  of  those  started  on  medication  completed  therapy. 
Furthermore,  only  24  of  the  92  areas  (26  percent)  achieved  the 
national  objective  of  90  percent  completion  rate  for  this  performance 
measure . 

Ensuring  completion  of  an  appropriate  course  of  anti-TB  drug 
therapy  is  the  most  effective  and  efficient  method  by  which  health 
departments  can  limit  TB  transmission  within  the  community.  Failure 
to  ensure  uninterrupted  therapy  permits  the  emergence  of  drug- 
resistant  organisms,  which  results  in  longer,  costlier  treatment  and, 
often  hospitalization  for  the  patient  and  a  greater  threat  to  the 
public . 

Tuberculosis  -  AIDS  Population 


Mr.  Natcher:  What  percent  of  the  AIDS  population  currently  has 
active  TB? 

Dr.  Roper:     Data  on  the  number  of  AIDS  cases  with  TB  is  not 
routinely  collected.     However,  data  from  selected  sources  reflect  the 
following: 

o  The  matching  of  TB  and  AIDS  registries  for  the  years  1978  to  1988 
showed  that  approximately  4  percent  of  the  reported  AIDS  cases 
also  had  tuberculosis. 

o  During  the  time  period  October  1987  through  August  1991,  4,422 
AIDS  cases  reported  to  CDC  had  extrapulmonary  TB. 
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Tuberculosis  -  Treatment  Facilities 


Mr.  Natcher:     The  increase  in  the  number  of  TB  cases,  especially 
among  transient  populations,  has  sparked  discussion  of  reviving 
residential  TB  treatment  facilities.     What  is  your  agency's  position 
on  this? 

Dr.  Roper:       CDC's  TB  cooperative  agreement  funds  are  used 
primarily  to  support  outpatient  public  health  activities.  Our 
reports  and  recommendations  consistently  recognize  the  need  for 
appropriate  and  safe  care  facilities  and  other  support  for  TB 
patients.     However,  payment  and  provision  of  TB  medical  care  as  well 
as  related  treatment  and  custodial  care  has  been  traditionally  the 
role  of  state  and  local  governments,  private  health  care  providers, 
insurers,   and  other  Federal  agencies.     Housing  for  homeless  TB 
patients  is  a  necessity  and  supported  by  other  state,  local,  and 
federal  agencies.     There  are  areas  that  are  using  residential  care, 
i.e.,   special  treatment  facilities  to  take  care  of  specific  TB 
patient  populations.     For  example,  New  York  City  has  a  homeless 
shelter  where  homeless  identified  with  TB  are  referred  to  for  housing 
and  treatment.     Los  Angeles  County  also  arranges  for  necessary 
housing  for  TB  patients.  These  seem  to  be  effective  programs  and  CDC 
complements  those  areas  where  such  successful  programs  are  being 
provided. 

If  "residential  care"  means  a  return  to  the  TB  sanitariums  of 
earlier  years,   that  again  has  to  be  a  local  option.     Generally  TB 
sanitariums  were  state,  city,  or  county  operated.     They  served  a 
useful  purpose  in  the  days  before  adequate  outpatient  treatment 
options.       We  need  to  remember  that  TB  should  be  a  curable  and 
treatable  disease  today.     Most  patients  can,  and  do,  receive  any 
necessary  hospitalization  in  existing  community  hospitals.     We  would 
expect  such  action  to  be  a  course  of  last  resort,   since  it  is  a  very 
costly  option  to  provide  comprehensive  inpatient  acute-care  services 
for  at  least  6  months.     We  believe  the  re-establishment  of  TB 
sanitariums  for  treatment  is  probably  not  justified  in  most  areas. 
However,   if  a  state  or  city  wishes  to  support  a  specialized  treatment 
facility,   similar  to  the  sanitariums  of  the  past, that  would  be  their 
decision. 


Tuberculosis  -  Hospitalization 


Mr.  Natcher:     How  many  people  are  involuntarily  detained  in 
hospitals  each  year  by  local  authorities  for  treatment  of  their  TB 
during  its  infectious  stage? 

Dr.  Roper:     We  estimate  about  200  TB  patients  in  the  U.S.  required 
court-ordered  hospitalization  or  institutionalization  for  TB  last 
year.     This  estimate  is  based  on  information  received  from  health 
departments . 
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Tuberculosis  -  Funding  in  Metropolitan  Areas 


Mr.  Natcher:  Identify  how  much  TB  funding  each  major  metropolitan 
area  will  receive  from  CDC  in  1992,  both  from  your  TB  activities  and 
from  the  AIDS  budget. 

Dr.  Roper:     CDC  awarded  most  of  fiscal  year  1992  funds  on  April  1, 
through  cooperative  agreements  with  state,  territorial,  and  city 
health  departments.     Sixty-six  areas,   including  10  major  cities, 
applied  for  and  were  awarded  funds  for  TB  prevention  and  control 
activities  under  the  preventive  health  services  authority.  Twenty- 
five  areas,   including  nine  major  cities,  applied  for  and  were  awarded 
funds  for  HIV- related  TB  prevention  activities  and  TB/HIV 
epidemiologic  studies.     The  breakdown  of  funds  awarded  in  FY  1992  to 
each  major  metropolitan  area  is: 


TB  Cooperative 
Agreements 

HIV/AIDS 
Funds 

Total 

New  York  City 

$  1,370,335  $ 

676,324 

$ 

2,046,659 

Washington,  DC 

188,970 

100,008 

288,978 

Baltimore 

238,097 

117,884 

355,981 

Philadelphia 

132,857 

51,597 

184,454 

Chicago 

446,816 

291,063 

737,879 

Detroit 

82,600 

93,697 

176,297 

Houston 

299,007 

150,794 

449,801 

Los  Angeles 

685,395 

113,303 

798,698 

San  Diego 

155,422 

155,422 

San  Francisco 

248.603 

260.257 

508.860 

TOTALS 

$  3,848,102  $ 

1,854,927 

$ 

5,703,029 

In  addition  to  these  cities,  other  metropolitan  areas  receive  TB 
cooperative  agreement  funds  through  awards  to  state  health 
departments.     Cities  such  as  Boston,  Pittsburgh,  Miami,  Atlanta, 
Dallas,  New  Orleans,  Denver,  Phoenix,  Seattle,  Portland,  Honolulu, 
and  others  are  funded  by  the  state  cooperative  agreements.     In  1992, 
these  cities  received  $2,236,000  of  CDC  funds  through  these  State 
health  departments . 
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Immunization  Services 


Mr.  Natcher:  How  many  children  depend  on  the  public  health  system 
for  vaccinations? 

Dr.  Roper:     Of  the  4.2  million  children  born  in  the  United  States 
each  year,   approximately  half  seek  immunization  services  in  the 
private  sector.     This  leaves  the  remaining  half  to  be  served  by  the 
public  health  system,  which  includes  State  and  local  public  health 
clinics,  community  health  centers,  and  Medicaid. 

Vaccine  Costs  &  Doses 


Mr.  Natcher:     Identify  the  1991-93  price  per  dose  for  each  of  the 
major  vaccines,  and  the  number  of  doses  to  be  purchased  with  the  1993 
request. 

Dr.  Roper:     The  following  indicates  the  federal  contract  price  per 
dose  for  the  major  vaccines  in  1991  and  the  estimated  prices  in  1992 
and  1993: 


Antiqen 

1991 

1992 

1993 

Doses 
Purchased 
(millions) 

OPV 

$2.00 

$2.07 

$2.13 

7.8 

MMR 

$15.33 

$15.77 

$16.14 

4.147 

DTP 

$6.25 

$6.32 

$6.38 

4.8 

Hib 

$5.16 

$5.37 

$5.55 

8.0 

Hep  B 

$7.43 

$7.24 

$7.24 

1.6 

If  DTaP  is  purchased  for  doses  4  and  5,  the  number  of  doses  of 
DTP/DTaP  will  be  2.316  million. 


Vaccination  Spending  by  Disease 

Mr.  Natcher:  Identify  the  total  1992  and  1993  vaccination 
spending  by  disease  (mumps,  measles,  pertussis,  etc.). 

Dr.  Roper:  The  FY  1993  President's  budget  assumes  that  the 
following  will  be  spent  in  1992  and  1993  for  vaccines: 
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Antigen  1992  1993 

(in  millions)  (in  millions) 

Polio  (OPV)  $13.8  $16.5 

Measles,  Mumps, 

Rubella  (MMR)  $64.9  $66.5 
Diphtheria,  Tetanus, 

and  Pertussis  (DTP)  $24.6  $33.6 

Haemophilus 
influenzae  type  b 

(Hib)  $42.9  $44.5 

Hepatitis  B  and 


$12.0  $18.0 


**HBIG=Hepatitis  B  Immunoglobulin  G 


HIV  -  Community- Based  Organizations 

Mr.  Natcher:     How  much  of  your  AIDS  funding  goes  directly  to 
community -based  organizations,  and  how  much  additional  CDC  AIDS 
funding  do  CBOs  receive  through  their  States? 

Dr.  Roper:     The  CDC's  FY  1992  HIV  budget  contains  $21,560,000 
for  the  direct  funding  of  community-based  organizations  (CBOs) .  Thus 
far  in  FY  1992,  CDC  has  provided  $20,659,934  to  CBOs  through  HIV 
prevention  cooperative  agreements  with  state  and  local  health 
departments . 


Mr.  Natcher:     How  much  additional  funding  would  be  required  to 
hold  all  States  harmless  at  fiscal  year  1992  funding  levels  for  AIDS 
counseling  and  testing  and  still  meet  the  formula  requirements  of 
Title  III  of  the  Ryan  White  CARE  Act? 

Dr.  Roper:     If  one  assumes  that  all  of  the  states  choose  to 
expend  only  the  minimum  required  35  percent  of  their  CARE  formula 
grant  funds  on  CTRPN-related  services,   then,   it  would  take  an 
additional  $189.4  million  above  the  requested  $102  million  to  ensure 
that  no  state  receives  less  funds  in  1993  under  the  CARE  Act  for 
CTRPN-related  activities  than  was  received  in  1992.     If  one  assumes 
that  all  of  the  states  choose  to  make  maximum  use  of  their  allowable 
30  percent  discretionary  funding  under  the  CARE  Act  for  CTRPN-related 
services,   then  it  would  take  $60.0  million  above  the  requested 
$102  million  to  maintain  CTRPN  funding  at  1992  levels.     In  either 
case,   such  funding  levels  would,  of  course,  require  offsetting 
reductions  in  other  programs  within  the  domestic  discretionary 
spending  cap. 
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Injury  Control 


Mr.  Natcher:     How  much  research  into  injury  control  is  being 
conducted  by  the  private  sector? 

Dr.  Roper:     That  information  is  not  currently  available.     The  CDC 
is  currently  conducting  a  pilot  inventory  that  includes  federally 
funded  research  projects  from  selected  agencies.     We  do  not  have  such 
a  compilation  of  injury  control  research  being  conducted  by  the 
private  sector,     but  we  certainly  agree  that  such  information  would 
be  valuable. 


Mr.  Natcher:  How  much  funding  are  you  providing  for  new  extramural 
research  grants  in  injury  control  for  1992  and  1993? 

Dr.  Roper:     Approximately  $6.6  million  will  be  available  to  fund 
new  and  competitive  renewal  applications  for  research  grants  in 
fiscal  year  1992.     Using  the  President's  budget  as  a  base,   it  is 
expected  that  $3.5  million  will  become  available  from  completed 
grants  to  fund  new  and  recompeting  grant  proposals  in  FY  1993. 

Advisory  Committee 


Mr.  Natcher:     Do  you  intend  to  establish  an  external  advisory 
committee  for  the  new  National  Center  for  Chronic  Disease  Prevention 
and  Health  Promotion  and/or  for  the  Division  of  Cancer  Prevention  and 
Control  within  the  new  Center? 

Dr.  Roper:     It  is  not  our  intention  to  establish  a  formal  advisory 
committee  for  either  the  National  Center  for  Chronic  Disease 
Prevention  and  Health  Promotion  or  the  Division  of  Cancer  Prevention 
and  Control.     As  a  matter  of  course,  the  CDC  staff  routinely 
collaborates  with  the  staff  of  other  federal  agencies;  state  and 
local  health  departments;  educational  institutions;  international, 
professional,  voluntary,  and  community  organizations;  and  members  of 
industry  to  help  translate  new  health  promotion  and  disease 
prevention  techniques  into  improved  health  for  all  people.  Well 
established  external  links,  many  in  place  for  decades,  continue  to 
serve  as  the  critical  foundation  through  which  CDC  accomplishes  its 
mission  programs. 
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Cancer  Cooperative  Agreements 


Mr.  Natcher:     Will  you  make  any  of  your  cancer  grants,  contracts, 
or  cooperative  agreements  to  organizations  or  institutions  other  than 
State  health  departments? 

Dr.  Roper:     Yes.     Cooperative  agreements  for  the  implementation  of 
comprehensive  breast  and  cervical  cancer  control  programs  and  for 
core  capacity  development  will  be  made  to  state  health  agencies. 
However,   to  complement  and  provide  support  to  the  state  programs,  CDC 
will  continue  to  provide  resources  to  professional  and  voluntary 
organizations  and  institutions  for  national  level  activities  in  the 
areas  of  public  education,  quality  assurance,  provider  education, 
surveillance,  and  training  programs  for  state  health  agency 
personnel . 

For  example,  CDC  has  provided  support  to  the  University  of 
Kentucky's  Markey  Cancer  Center  to  continue  the  identification  of 
cases  of  cervical  dysplasia  for  entry  into  the  Kentucky  Cervical 
Dysplasia  and  Neoplasia  Registry;  AMC  Cancer  Center  for  coordination 
of  public  education  efforts;  National  Medical  Association  and  the 
American  College  of  Physicians  to  provide  physician  education 
programs  on  breast  and  cervical  cancer  screenings;  and  American 
College  of  Radiology  and  Program  Resources,   Inc.   for  quality 
assurance . 


Breast  and  Cervical  Cancer  Screening 


Mr.  Natcher:     Have  you  established  peer  review  groups  of  external 
scientists  to  evaluate  proposals  for  funding  under  the  breast  and 
cervical  cancer  screening  program? 

Dr.  Roper:     No.     The  12  states  that  have  been  funded  to  date 
applied  for  funding  under  the  Centers  for  Disease  Control  Program 
Announcements  121  and  122.     The  CDC  assembled  a  team  of  CDC  and 
National  Cancer  Institute  scientists,  health  educators,  and  program 
specialists  to  serve  on  an  Objective  Review  Panel  that  reviewed  the 
31  applications  that  were  received  in  response  to  Program 
Announcements  121  and  122. 


Physical  Plant 


Mr.  Natcher:     How  would  you  assess  the  condition  of  the  CDC 
physical  plant? 

Dr.  Roper:  Over  the  past  few  years,  CDC  has  built  a  new  virology 
building  and  a  new  office  building.  These  buildings  have  addressed 
some  of  the  space  problems  that  have  plagued  the  Agency  in  recent 
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years.     In  addition,  CDC  has  renovated  a  portion  of  an  old  laboratory 
to  meet  some  of  our  requirements  for  high  tech  space.     The  remaining 
CDC  facilities  were  built  over  30  years  ago.     Since  that  time 
maintenance  has  not  kept  up  with  the  natural  deterioration  of  all 
building  systems.     The  building  envelopes;  roof,  exterior,  windows, 
etc.,  suffer  from  extensive  exposure  to  the  elements.     The  masonry 
portions  of  the  buildings  are  suffering  from  mortar  deterioration, 
crack  and  delamination  of  the  brick  skins.     The  windows  are  old 
inefficient  casement  windows  that  do  not  have  adequate 
weather stripping,  caulking  or  operating  mechanisms  to  prevent 
extensive  loss  of  heating  and  cooling.     Other  parts  of  the  building 
envelope  suffering  from  deterioration  are  rusted  brick  carriers,  worn 
out  roof  coping  and  flashing,  water  saturated  coping,  and  poor 
roofing.     As  far  as  the  infrastructure  of  the  buildings  go, all  the 
original  plumbing  including  water  lines,  drawn  lines,  toilet  fixtures 
are  originals  as  a  result  they  are  beyond  their  useful  life,  and 
don't  meet  todays  requirements.     The  HVAC  system  also  has  been  in 
place  for  the  same  period  of  time  and  is  suffering  from  deteriorated 
piping,   leaky  steam  pipes,   ineffective  humidif ication  systems.  The 
Central  Plant  has  four  30  year  old  boilers,  which  while  provide 
adequate  steam  are  dangerous  due  to  inadequate  controls.     All  central 
plant  distribution  systems  for  chilled  water,   steam,  portable  water, 
condensate  return  are  deteriorated  and  leaking.     The  electrical 
distribution  system  is  the  most  hazardous  part  of  the  physical  plant, 
despite  efforts  of  our  maintenance  people  the  equipment  does  not 
operate  reliably  and  does  not  provide  the  service  needs  of  the 
campus.     Much  of  the  equipment  can  not  be  properly  repaired  because 
spare  parts  are  no  lonqer  made. 

In  order  to  address  some  of  these  major  deficiencies,   $6.0  million 
was  appropriated  in  FY  1992,  and  another  $15.0  million  is  included  in 
the  FY  1993  President's  budget. 
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Facilities  Occupied 


Mr.  Natcher:  Identify  the  buildings  CDC  occupies  in  Atlanta  and 
elsewhere  in  the  U.S.  and  the  age  and  size  of  each. 


Dr.  Roper:     CDC  currently  has  owned  space  as  follows: 


FAC 

USE 

ACQ 

GROSS 

FACILITY 

NO 

DESCRIP 

DATE 

SO  FT 

ALASKA 

1 

R&D 

1983 

4,856 

FT.   COLLINS,  CO. 

5 

STORAGE 

1972 

252 

FT.   COLLINS,  CO. 

1 

R&D 

1963 

670 

FT.   COLLINS,  CO. 

2 

R&D 

1964 

3,072 

FT.   COLLINS,  CO. 

3 

R&D 

1970 

180 

FT.   COLLINS,  CO. 

4 

R&D 

1968 

672 

ATLANTA, 

GA. 

1 

OFFICE 

1962 

175,035 

ATLANTA, 

GA. 

3 

OFFICE 

1962 

32,288 

ATLANTA, 

GA. 

4 

OFFICE 

1974 

9,781 

ATLANTA, 

GA. 

14 

OFFICE 

1974 

5,521 

ATLANTA, 

GA. 

16 

OFFICE 

1988 

15,879 

ATLANTA, 

GA. 

IE 

OFFICE 

1962 

66,626 

ATLANTA, 

GA. 

11 

OFFICE 

1966 

38,420 

ATLANTA, 

GA. 

2,2A 

SERVICE 

1962 

45,511 

ATLANTA, 

GA. 

9 

SERVICE 

1976 

4,175 

ATLANTA, 

GA. 

10 

SERVICE 

1960 

20,640 

ATLANTA, 

GA. 

5 

R&D 

1962 

51,290 

ATLANTA, 

GA. 

6 

R&D 

1966 

107,372 

ATLANTA, 

GA. 

7 

R&D 

1962 

56,720 

ATLANTA, 

GA. 

8 

R&D 

1969 

3,753 

ATLANTA, 

GA. 

15 

R&D 

1986 

95,383 

ATLANTA, 

GA. 

IS 

R&D 

1966 

95,528 

ATLANTA, 

GA. 

5 

OFFICE 

1981 

16,407 

ATLANTA, 

GA. 

9 

OFFICE 

1981 

4,500 

ATLANTA, 

GA. 

24 

OFFICE 

1981 

8,428 

ATLANTA, 

GA. 

25 

OFFICE 

1981 

9,644 

ATLANTA, 

GA. 

27 

OFFICE 

1981 

9,455 

ATLANTA, 

GA. 

28 

OFFICE 

1981 

4,920 

ATLANTA, 

GA. 

29 

OFFICE 

1981 

4,920 

ATLANTA, 

GA. 

30 

OFFICE 

1981 

4,920 

ATLANTA, 

GA. 

31 

OFFICE 

1981 

4,920 

ATLANTA, 

GA. 

1 

STORAGE 

1981 

650 

ATLANTA, 

GA. 

10 

STORAGE 

1981 

897 

ATLANTA, 

GA. 

11 

STORAGE 

1981 

2,412 

ATLANTA, 

GA. 

12 

STORAGE 

1981 

938 

ATLANTA, 

GA. 

16 

STORAGE 

1981 

938 

ATLANTA, 

GA. 

34 

STORAGE 

1970 

320 

ATLANTA, 

GA. 

36 

STORAGE 

1975 

864 

ATLANTA, 

GA. 

9A 

STORAGE 

1970 

320 

ATLANTA, 

GA. 

13 

SERVICE 

1981 

2,412 

ATLANTA, 

GA. 

14 

SERVICE 

1981 

6,000 

ATLANTA, 

GA. 

19 

SERVICE 

1981 

1,820 

ATLANTA, 

GA. 

35 

SERVICE 

1975 

800 

ATLANTA, 

GA. 

33 

SERVICE 

1974 

192 

ATLANTA, 

GA. 

37 

SERVICE 

1974 

192 

ATLANTA, 

GA. 

4 

R&D 

1974 

2,000 

ATLANTA, 

GA. 

6 

R&D 

1981 

4,698 

ATLANTA, 

GA. 

7 

R&D 

1981 

5,151 

ATLANTA, 

GA. 

8 

R&D 

1981 

5,680 

ATLANTA, 

GA. 

15 

R&D 

1983 

17,325 

ATLANTA, 

GA. 

17 

R&D 

1981 

40,000 

ATLANTA, 

GA. 

20 

R&D 

1981 

1,630 

ATLANTA, 

GA. 

21 

R&D 

1981 

2,188 

ATLANTA, 

GA. 

22 

R&D 

1974 

4,440 

ATLANTA, 

GA. 

23 

R&D 

1974 

8,280 

ATLANTA, 

GA. 

32 

R&D 

1981 

12,000 
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FACILITY 
L'VILLE ,  GA. 
L'VILLE , 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
L'VILLE, 
CIN-T-ANX- 


GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
GA. 
•OH 

CIN-T-ANX-OH 
CIN-T-ANX-OH 
CIN-T-ANX-OH 
CIN-T-ANX-OH 
CIN-T-ANX-OH 
CIN-T-ANX-OH 
CIN-T-CTR-OH 
CIN-A-LAB-OH 
SAN  JUAN,  P.R. 
SAN  JUAN,  P.R. 
MORGTOWN,  WVA 
MORGTOWN,  WVA 


FAC 
NO 

E 

C 

D 

M 

N 

A 

B 

F 

G 

H 

I 

J 

K 

1 

7 

3 

4 

5 

9 

10 
1 
1 
1 
3 
1 
A 


USE 
DESCRIP 
OFFICE 
STORAGE 
STORAGE 
STORAGE 
STORAGE 

R&D 

R&D 

R&D 

R&D 

R&D 

R&D 

R&D 

R&D 
STORAGE 
SERVICE 

R&D 

R&D 

R&D 

R&D 

R&D 
OFFICE 

R&D 

R&D 

R&D 

R&D 

R&D 


ACQ 

GROSS 

DATE 

SO  FT 

1965 

1,426 

1965 

24,125 

1965 

1,426 

1957 

2,400 

1957 

1,600 

1965 

42,696 

1965 

24,952 

1965 

1,202 

1965 

1,202 

1965 

3,421 

1965 

1,538 

1965 

1,202 

1976 

2,000 

1951 

5,700 

1955 

1,500 

1956 

4,480 

1956 

3,550 

1956 

9,980 

1959 

6,000 

i  c  c  n 
1559 

4 , 190 

1979 

158,764 

1982 

135,688 

1972 

8,266 

1975 

2,592 

1970 

93,000 

1978 

19,200 
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Dr.  Roper:     CDC  currently  occupies  leased  space  as  follows: 


AREA 

FACILITY 

SO  FT 

BUCKHEAD 

E.   PACES  FY,  ATL,  GA. 

30 , 598 

EXEC  PARK 

24  EXEC  PK,  ATL,  GA. 

12 , 827 

EXEC  PARK 

22  EXEC  PK.  ATL,  GA. 

10,602 

EXEC  PARK 

16  EXEC  PK,  ATL,  GA. 

22 , 288 

EXEC  PARK 

18  EXEC  PK,  ATL,  GA. 

7,018 

EXEC  PARK 

26  EXEC  PK,  ATL,  GA. 

17 , 896 

EXEC  PARK 

4  EXEC  PK,  ATL,  GA. 

43 , 539 

EXEC  PARK 

31  EXEC  PK,  ATL,  GA. 

15 , 550 

EXEC  PARK 

33  EXEC  PK,  ATL,  GA. 

17 , 697 

EXEC  PARK 

35  EXEC  PK,  ATL,  GA. 

8 , 846 

EXEC  PARK 

37  EXEC  PK,  ATL,  GA. 

15,093 

FREEWAY 

1600  TULLIE,  ATL,  GA. 

25 , 783 

FREEWAY 

1639  TULLIE,  ATL,  GA. 

11,955 

FREEWAY 

1644  TULLIE,  ATL,  GA. 

16,652 

FREEWAY 

1645  TULLIE,  ATL,  GA. 

13,648 

FREEWAY 

1680  TULLIE,  ATL,  GA. 

25 , 955 

KOGER  CTR 

DAVIDSON  BLG,  ATL , GA . 

29,631 

KOGER  CTR 

RHODES  BLG,  ATL,  GA. 

91,040 

WHSE  MASO 

NEW  PCHTREE ,  ATL,  GA. 

26,045 

WHSE  PGO 

S  ROYAL,  ATL,  GA. 

64,540 

CINCIN.OH 

PKING  LOT 

48,000 

FTCOLLINS  CO 

CSU/CID  LAB 

22,960 

HYATTS  MD 

NCHS/PRES 

101,743 

MIAMI  FL 

CEHIC  VES 

2,077 

MRGTN  WV 

RC  BG/WHSE 

15,591 

RTP  NC 

NCHS  A/B/C 

43,426 

New  Buildings 

Mr.  Natcher:  How  much  funding  did  you  receive  in  the  1992 
Treasury- Postal  appropriations  bill  for  planning  two  new  CDC 
buildings? 

Dr.  Roper:     The  1992  Treasury-Postal  appropriations  bill  included 
$5,000,000  for  the  planning  and  design  of  a  laboratory  facility  to 
replace  outdated  laboratories,  buildings  #5,   7,  and  9.     The  1991 
Treasury-Postal  appropriations  bill  authorized  the  planning  and 
design  of  a  300,000  sq.   ft.  office  building. 


Mr.  Natcher:     When  are  these  plans  expected  to  be  complete? 

Dr.  Roper:     For  the  laboratory,   it  will  take  a  year  to  select  the  A 
&  E  firm  and  two  years  to  complete  the  design.     The  office  building 
will  require  a  year  to  select  the  A  &  E  firm  and  one  year  to  design. 
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Mr.  Natcher:     How  many  CDC  buildings  are  currently  under 
construction,  and  what  is  their  completion  date? 

Dr.  Roper:     CDC  does  not  have  any  buildings  under  construction, 
however,  the  construction  contracts  for  the  following  buildings  are 
to  be  awarded  in  the  near  future  and  their  completion  dates  are: 

80,000  Sq.  Ft.  office  building  at  Chamblee,  GA. 
Completion:     Summer  92 

40,000  Sq.  Ft.   laboratory  building  at  Chamblee,  GA. 
Completion:     Summer  93 

157,185  Sq.   Ft.   laboratory  at  Morgantown,  WV 
Completion:     Fall  94 


Mr.  Natcher:     Will  the  CDC  building  in  West  Virginia  require  any 
further  funding,  either  for  its  construction  or  outfitting?     If  so, 
in  what  fiscal  year  would  funding  be  needed? 

Dr.  Roper:     The  construction  of  the  laboratory  is  fully  funded. 
In  addition  to  the  $5,000,000  provided  in  1992,  another  $25,000,000 
is  required  to  outfit  the  laboratory.     In  fiscal  year  1993  we  need 
$10,000,000;   in  1994,  $10,000,000;  and  in  1995,  $5,000,000.  However, 
no  funds  are  included  in  our  budget  request  for  this  purpose. 

Full  Time  Equivalent  History 

Mr.  Natcher:     Provide  a  ten-year  FTE  history  table,  separately 
identifying  ceiling  exempt  employees. 

Answer:  CDC  FTE  Ten-Year  History 

Ceiling 


Fiscal  Year 

FTE 

Actual  Usage 

Exempt 
Employe 

1984 

4,198 

7 

1985 

4,161 

18 

1986 

4,135 

66 

1987 

4,072 

388 

1988 

4,490 

430 

1989 

4,710 

698 

1990 

4,980 

698 

1991 

5,247 

774 

1992 

5,563* 

865 

1993 

5,725* 

844 

*  Estimated 
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Employment 


Mr.  Natcher:     Identify  1992  beginning-of -year  and  end-of-year 
staff  on  board,  and  1993  end-of-year  staff  on  board. 

Dr.  Roper:     CDC  employment  beginning  in  FY  1992  was  5,666 
permanent  and  other  than  permanent  employees.     The  estimated  end-of- 
year  is  5,500  for  FY  1992,  and  5,700  for  FY  1993. 

Immunization  -  Full  Time  Equivalent 


Mr.  Natcher:  What  functions  will  the  additional  70  FTEs  requested 
for  the  immunization  program  perform? 

Dr.  Roper:     The  proposed  functions  of  the  additional  70  FTEs  are: 

1  FTE:     Establish  a  clearinghouse  for  educational/motivational 
materials  developed  by  the  Immunization  Education  and  Action 
Committee  of  the  Healthy  Mothers,  Healthy  Babies  Coalition. 

6  FTEs:     Provide  technical  (epidemiologic,  managerial,  etc.) 
assistance  to  WIC  and  AFDC  programs  and  clinics  in  planning, 
developing,  and  implementing  systems  to  support  the  determination 
of  immunization  status. 

26  FTEs:     Develop  and  pilot-test  methods  of  measuring  immunization 
coverage,   including  registration  of  all  children  from  birth 
certificate  information  with  reporting  of  vaccinations  by  all 
providers  (public  and  private)  to  a  central  data  bank. 

15  FTEs:     1)  Support  laboratory  and  epidemiologic  studies  to 
investigate  the  genetic  structure  of  measles  viruses  and  compare 
measles  viruses  (particularly  those  involved  in  recent  outbreaks) 
with  those  stored  from  outbreaks  in  previous  years,  and  with  the 
virus  contained  in  the  vaccine  to  improve  or  develop  better 
vaccines.     2)  Support  the  development  of  a  more  rapid  diagnostic 
test  for  measles,  which  could  eliminate  the  need  for  outbreak 
control  measures  in  some  situations  and  would  facilitate 
evaluations  of  the  efficacy  of  new  vaccines. 

16  FTEs:     Conduct  studies  of  the  safety  and  efficacy  of  currently 
used,  as  well  as  new,  measles  vaccines  at  an  age  earlier  than 
currently  recommended. 

2  FTEs:     Monitor  grantees  receiving  funds  to  support  their 
Immunization  Action  Plans. 


4  FTEs:     Support  hepatitis  B  activities. 
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HIV  -  Full  Time  Equivalent 


Mr.  Natcher:     What  functions  will  the  additional  44  FTE  requested 
for  your  AIDS  programs  perform? 

Dr.  Roper:     Thirteen  of  the  44  FTEs  will  be  employed  to  enhance 
efforts  to  prevent  HIV  infection  among  women  by  conducting: 
prevention,  behavioral  and  operations  research  to  develop  and 
evaluate  interventions  to  prevent  HIV  infection  in  women  and  infants; 
and  epidemiologic  studies  of  HIV  infection  in  women.     The  remainder 
of  the  FTEs  will  be  employed  to  further  prevent  HIV-related  TB, 
especially  multidrug  resistant  TB  by:  providing  TB  screening  and 
preventive  therapy  for  HIV-infected  persons  and  others  at  risk; 
investigating  and  bringing  multidrug  resistant  TB  under  control; 
conducting  new  drug  and  diagnostic  research;  assessing  the  risk  in 
health-care  workers  through  surveillance  for  TB  in  occupations  at 
high  risk;   and  developing  and  rapidly  transferring  new  technology  and 
training  into  practice  nationwide. 

Staffing  Levels  -  NIOSH 


Mr.  Natcher:  Why  are  NIOSH  staffing  levels  expected  to  increase  so 
substantially  in  1992? 

Dr.  Roper:     NIOSH  staffing  is  increasing  by  55  positions  from  a 
total  of  881  in  FY  1991  to  936  in  FY  1992  due  to  directed 
Congressional  budget  increases.     The  increases  address  program  needs 
relating  to  occupational  asthma  and  injury,  prevention  efforts  in  the 
construction  and  agriculture  industries,  and  the  health  hazard 
evaluation  program. 

Automated  Data  Processing  Costs 


Mr.  Natcher:  What  are  CDC's  total  automated  data  processing  costs 
for  1992  and  1993? 

Dr.  Roper:  The  projected  ADP  cost  for  1992  is  $60,000,000  and  for 
1993  the  cost  is  $62,918,000. 


Travel  Budget 

Mr.  Natcher:  Hew  much  of  your  total  1992  travel  budget  was 
obligated  in  the  first  and  second  quarters  of  the  fiscal  year? 

Dr.  Roper:     In  the  first  quarter,   32.4%  ($3,237,000)  of  CDC's 
travel  budget  was  obligated  and  a  cumulative  total  of  54.5% 
($5,440,000)  was  obligated  in  the  second  quarter. 
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CRADA  Activities 


Mr.  Natcher:     What  activities  result  in  the  CRADA  reimbursements 
you  receive? 

Dr.  Roper:     CDC  began  to  develop  CRADAs  in  1988  after  the  passage 
of  the  Federal  Technology  Transfer  Act  of  1986.     Our  policy  has  been 
to  ensure  that  activities  encompassed  by  CRADAs  are  consistent  with 
the  mission  of  CDC  and  compliment  existing  programs.     For  example, 
CRADAs  are  currently  in  place  to  evaluate  novel  antibacterial 
compounds  for  tuberculosis  and  other  drug  resistant  microorganisms; 
to  evaluate  vaccines  against  meningitis,  hepatitis  A,  malaria,  and 
rabies;  to  determine  the  cause  of  previously  undiagnosed  cases  of 
hepatitis  and  several  other  infectious  diseases;  and  to  develop 
improved  diagnostic  tests  for  herpesvirus,  retroviruses,  and  other 
microorganisms  responsible  for  human  illness.     CRADAs  require  active 
intellectual  input  and  collaborative  research  by  both  CDC  and  the 
industry  partner.     Collaborators  also  supply  valuable  materials  and 
technologies  that  otherwise  would  be  unavailable  to  our  programs. 
Funds  that  are  generated  from  the  CRADAs  are  used  to  support  these 
respective  collaborative  efforts. 


Delayed  Obligations 


Mr.  Natcher:     Identify  the  distribution  of  total  delayed 
obligations  by  line  item  for  1992  and  1993. 

Dr.  Roper:  Distribution  of  total  delayed  obligations  by  line  item 
for  1992  and  1993  are  listed  in  the  table  below: 

CENTERS  FOR  DISEASE  CONTROL 
Delayed  Obligations 
FY  1992,  FY  1993 

Budget  activity  or 

major  program  area.  1992  1993 

Sexually  Transmitted  Diseases: 

Grants  $4,000,000  $4,000,000 

Immunization: 

Grants  49,000,000  54,000,000 

Lead  Poisoning  Prevention  10,000,000  10,000,000 

Breast/Cervical  Cancer  Prevention  27,000,000  27,000,000 

Injury  Control  1,000,000  1,000,000 

Buildings  and  Facilities: 

R  &  I  3,000,000  3,000,000 

Morgantown  lab  equipment  5,000,000 

HIV/AIDS  35.000.000  35.000.000 

Total  $134,000,000  $134,000,000 
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Reallocation  of  Funds 


Mr.  Natcher:     Would  you  support  reallocating  funds  from  other  CDC 
activities  to  increase  resources  for  the  TB  program  if  an  offset  were 
required? 

Dr.  Roper:     In  FY  1992,  we  have  proposed  to  reallocate  funds  from 
other  AIDS  activities  to  support  increased  needs  for  response  to 
outbreaks  of  multi-drug  resistant  TB  in  certain  areas  of  the  country. 
However,  to  achieve  this  reallocation,  we  have  proposed  to  shift 
forward  the  anniversary  date  of  certain  AIDS  project  awards,  which 
with  full  funding  requested  in  1993,  will  allow  the  month-to-month 
level  of  operation  to  remain  constant.     For  FY  1993,  we  do  not  favor 
further  reallocations  beyond  those  included  in  the  President's  budget 
request  to  support  high  priority  increases  in  TB,   lead  poisoning 
prevention,   immunization,  breast  &  cervical  cancer  and  smoking 
prevention  and  HIV/AIDS  education. 

Tuberculosis  -  Target  Cities 


Mr.  Natcher:     Will  the  increased  funds  in  your  1993  request  be 
targeted  to  cities  with  the  worst  TB  problems  or  spread  across  the 
country? 

Dr.  Roper:     We  anticipate  most  of  the  proposed  increased  funds  for 
the  TB  Cooperative  agreements  will  be  directed  to  those  areas  of  the 
country  with  high  cases  TB  rates  and  large  numbers  of  cases.  If 
outbreaks  of  TB  occur  in  additional  areas,   it  will  probably  be 
necessary  to  target  funding  to  those  areas  that  require  special 
assistance  for  controlling  these  outbreaks.     Of  course,  the  award 
decisions  will  reflect  specific  recommendations  made  by  review  panels 
which  include  a  review  of  the  quality  of  the  applicant's  proposed 
plans  for  using  funds. 
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Injury  Prevention 


Mr.  Pursell:     I  have  been  told  that  injuries  are  the  leading 
cause  of  potential  life  lost,  yet  you  are  not  requesting  an 
increase.     Do  we  not  have  the  ability  to  prevent  injuries? 

Dr.  Roper:     We  do  have  the  ability  to  prevent  injuries.  For 
example:  child  safety  seats,  safety  belts,  helmets,  smoke 
detectors,   sprinklers,   isolation  pool  fencing  and  improved 
playground  surfaces  and  equipment  design  all  are  interventions 
known  to  work  in  preventing  injuries.     Specifically,  over  the  past 
eight  years,   1500  children  under  the  age  of  5  have  been  saved  by 
the  correct  use  of  child  restraints.     We  are  working  hard  through 
grants  and  technical  assistance  to  the  states  and  our  other 
partners  in  preventing  injuries  to  implement  the  interventions  I 
mentioned  and  others . 


Breast  and  Cervical  Cancer  Funding 


Mr.  Pursell:     Breast  and  cervical  cancer  has  a  40%  increase 
over  1992.     How  many  states  will  that  fund? 

Dr.  Roper:     The  President's  FY  1993  Budget  provides  $70.0 
million  for  this  program,  an  increase  of  $20.0  million  from  FY 
1992.     The  $70.0  million  will  allow  the  Centers  for  Disease  Control 
to  support  15  states  for  the  implementation  of  comprehensive 
programs.     This  is  an  increase  of  three  states  from  FY  1992.  In 
addition,  CDC  will  increase  awards  to  the  12  states  funded  in 
previous  years,   to  allow  them  to  expand  their  programs  to  provide 
services  to  more  indigent  women.     As  the  provider  and  public 
education  components  of  these  comprehensive  programs  begin  to 
generate  an  increased  demand  for  services,   it  is  crucial  that 
resources  be  available  to  meet  this  need  for  screening  services. 

An  additional  5  states  will  be  funded  for  core  capacity 
building  (for  a  total  of  15) .     These  awards  will  assist  states  in 
preparing  for  the  implementation  of  screening  programs. 

CDC  Infrastructure 


Mr.  Pursell:     Last  year  you  were  discussing  problems  that  CDC 
has  with  its  infrastructure.     Do  you  still  have  those  problems? 

Dr.  Roper:     With  these  additional  funds  appropriated  by 
Congress  in  FY  1992  for  this  purpose,   some  of  these  problems  have 
been  ameliorated. 
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Morbidity  and  Mortality  Prevention 


Mr.  Pursell:     Are  there  other  prevention  programs  where 
technology  is  available  to  be  used  to  prevent  morbidity  and 
mortality? 

Dr.  Roper:     Even  though  other  prevention  technologies  exist, 
CDC  is  supporting  those  prevention  programs  which  it  believes  are 
the  highest  priority  within  the  funds  available.     Examples  of  such 
other  prevention  technologies  include  the  following: 

Colorectal  cancer  -  The  American  Cancer  Society  estimates 
that  in  1992  there  will  be  111,000  new  cases  of  colon  cancer  and 
45,000  of  new  cases  of  rectum  cancer.     An  estimated  58,300  deaths 
(51,000  from  colon  cancer,  7,300  from  rectum  cancer)  will  occur  in 
1992.     When  colorectal  cancer  is  detected  in  an  early,  localized 
stage,   the  5 -year  survival  rates  are  91%  for  colon  cancer  and  83% 
for  rectal  cancer.     In  theory,  screening  procedures  that  detect  and 
lead  to  the  removal  of  adenomatous  polyps  or  early  cancers  should 
result  in  a  decrease  in  mortality.     However,   the  lack  of  evidence 
supporting  the  efficacy  of  wide -spread  screening  for  colorectal 
cancer  has  led  to  a  divergence  in  provider  practices.  Promising 
prevention  opportunities  exist  to  demonstrate  the  efficacy  of 
screening,  the  value  of  public  education,  and  the  importance  of 
provider  education  and  training. 

Skin  cancer  -  An  estimated  630,000  Americans  develop  skin 
cancer  each  year,  making  it  the  most  prevalent  form  of  cancer  in 
the  United  States.     One  in  seven  Americans  will  develop  some  form 
of  skin  cancer  in  their  lifetime.     Malignant  melanoma  is  the  most 
serious  form  of  skin  cancer  and  is  responsible  for  75%  of  all  skin 
cancer  deaths.     In  1992,   it  is  estimated  that  32,000  Americans  will 
be  diagnosed  with  this  aggressive  skin  cancer  and  that  6,700  deaths 
will  occur.     Opportunities  exist  for  primary  and  secondary 
prevention  efforts,   including  health  promotion  activities  directed 
to  reducing  exposure  to  the  sun  and  earlier  diagnosis  of  melanomas. 

Comprehensive  school  health  education  -  Approximately  68%  of 
all  deaths  among  persons  aged  1-24  are  due  to  only  four  causes: 
motor  vehicle  crashes  (33%),   other  unintentional  injuries  (15%), 
homicide  (10%) ,  and  suicide  (10%) .     Alcohol  and  drug  use  contribute 
enormously  to  these  causes  of  death.     Similarly,   sexual  behaviors 
contribute  to  significant  disease,   social  problems,   and  death. 
Among  all  age  groups  combined,   almost  60%  of  all  deaths  in  1988 
were  due  to  only  two  causes:     heart  disease  (36%)  and  cancer  (22%). 
Tobacco  use,   diet,   and  lack  of  physical  activity  contributed 
enormously  to  these  causes  of  death.     In  1987,  CDC  launched  a 
national  program  to  help  schools  and  other  agencies  that  serve 
youth  provide  effective  health  education  to  prevent  the  spread  of 
HIV.     Mechanisms  are  now  in  place  that  could  be  used  to  effectively 
address  tobacco  use,  physical  inactivity,  poor  nutrition,   and  other 
health  issues  such  that  our  youth  reach  adulthood  happier  and 
healthier  individuals . 
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Urinary  Incontinence  (UI)  -  UI  affects  an  estimated  10 
million  people  in  the  U.S.  at  a  cost  of  over  $10  billion  per  year. 
Adverse  outcomes  can  be  prevented  and  some  cured  in  up  to  80%  of 
cases  through  existing  technologies  - -behavioral  techniques,  muscle 
exercises,  drugs,  or  surgery.     Unfortunately,  most  affected  persons 
don't  seek  help,  and  when  they  do,   their  doctors  are  ill-prepared 
to  assess  and  treat  it  properly.     Disseminating  and  implementing 
the  newly  released  Public  Health  Service  guidelines  which  call  for 
patient  and  provider  education  would  prevent  many  adverse  outcomes 
from  UI  in  millions  of  older  Americans. 

Osteoarthritis  (OA)  -  OA  affects  16  million  people  (6%  of 
U.S.  total  population)  at  a  cost  of  over  $8.6  billion  (in  1984);  it 
is  the  second  leading  cause  of  work  disability  after  heart  disease 
in  persons  age  50  years  and  older.     The  Arthritis  Self -Help  Course, 
a  health  education  effort,  has  been  shown  to  significantly  reduce 
pain,  doctor  visits,  and  depression,  and  can  save  $4  for  every  $1 
in  cost.     Applying  this  program  more  widely,  and  adapting  it  to 
special  populations,  would  have  a  major  impact  on  the  personal  and 
economic  burden  of  arthritis  in  the  United  States. 

Osteoporosis  (OP)   -  OP  affects  24  million  Americans, 
primarily  women,  and  causes  1.3  million  bone  fractures  each  year, 
at  a  direct  cost  estimated  at  $7-10  billion.     OP  can  be  prevented 
by  use  of  appropriate  hormone  replacement  therapy,  but  women  are 
frequently  unaware  of  its  risks  and  benefits.     Providing  counseling 
on  hormone  replacement  therapy  to  perimenopausal  women  (a  Healthy 
People  2000  objective)  could  identify  many  more  women  who  would 
benefit  from  this  effective  treatment  and  identify  those  for  whom 
other  measures  might  be  better.     In  addition,  exercise  for  women 
age  65  or  older  may  help  to  prevent  falls  through  improved  balance, 
agility,  and  muscle  strength. 

Physical  Activity  -  The  beneficial  health  effects  of  physical 
activity  include  a  reduction  in  the  risk  of  coronary  heart  disease; 
maintenance  of  appropriate  body  weight;  reduction  in  the  risk  for 
hypertension;   increased  bone  mineral  content;  and  reduction  of  the 
prevalence  and  incidence  of  mental  health  problems  such  as  anxiety 
and  depressive  symptoms.     However,  we  know  from  national-based 
surveys  that  there  is  a  high  prevalence  of  physical  activity  in  the 
American  population,  and  the  level  of  physical  activity  is  markedly 
lower  in  the  elderly  and  disadvantaged.     Further  efforts  to  promote 
physical  activity  among  women,   the  elderly,   the  disadvantaged,  and 
ethnic/racial  minority  groups  can  greatly  impact  the  chronic 
disease  burden  in  these  vulnerable  populations. 

Cardiovascular  Disease  -  Since  the  late  1960s,  there  has  been 
a  precipitous  decline  in  deaths  due  to  cardiovascular  disease  and 
stroke.     All  race  groups  have  benefitted  from  this  decline. 
However,  the  rate  of  decline  is  slower  for  women  and  ethnic  and 
racial  minorities.     For  example,  mortality  rates  for  African 
Americans  remain  substantially  higher  than  for  the  general 
population.     Strategies  that  combine  access  to  adequate  medical 
care  and  appropriate  behavioral  interventions  such  as  smoking 
cessation,   increased  physical  activity,  blood  pressure  control, 
control  of  elevated  blood  cholesterol,  weight  control,  and  healthy 
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dietary  patterns  need  to  target  women  and  minorities  in  order  to 
improve  morbidity  and  mortality  in  these  high-risk  groups. 

Diabetes  -  Diabetes  is  the  single  greatest  cause  of  new  cases  of 
blindness,   renal  failure  and  non- traumatic  amputations  in  the 
United  States.     Furthermore,   diabetes  is  a  major  contributor  to 
premature  heart  disease  and  coronary  death,  and  adverse  outcomes  of 
pregnancy.     For  each  of  these  conditions,  treatment  options  exist 
now  to  reduce  the  burden  which  they  impose.     Eye  screening  and 
photocoagulation  for  blindness;  blood  pressure  and  blood  glucose 
control  for  renal  failure;  and  patient  education  and  therapeutic 
shoes  are  all  effective  interventions .     Regulation  of  blood 
pressure,  cigarette  smoking,  and  lipids  will  decrease  the  incidence 
of  coronary  disease  in  persons  with  diabetes.     There  is  clear  and 
convincing  evidence  that  pre -conception  care  and  rigorous  glycemic 
control  will  reduce  congenital  anomalies  and  other  adverse  outcomes 
of  pregnancy  in  women  with  diabetes . 


HIV/AIDS  -  Community -Based  Interventions 


Mr.  Pursell:     CDC's  community  based  AIDS  prevention  program 
has  been  operating  for  several  years  now.     This  program  was 
designed  to  obtain  solid  empirical  data  about  effective  AIDS 
prevention  interventions.     This  program  has  produced  a  number  of 
scholarly  reports  but  they  have  largely  been  descriptive  in  nature 
(i.e.,   describing  the  behaviors  of  the  target  population  and 
describing  the  nature  of  the  interventions) .     There  has  been  very 
little  in  the  way  of  efficacy  data  from  this  program,   despite  its 
five  plus  years  of  operation.     Very  few  papers  from  any  of  these 
sites  describe  the  impact  of  these  programs.     Very  few  are  theory- 
driven,   controlled  studies  with  random  assignment.     Yet  this  is 
exactly  what  the  scientific  community  has  been  calling  for.  Please 
explain  where  these  programs  are  and  why  they  are  not  addressing 
the  need  for  scientifically  controlled  studies  of  prevention 
interventions . 

Dr.  Roper:     The  evaluation  of  the  community-based 
interventions  includes  process  and  outcome  oriented  evaluation. 
These  evaluation  efforts  are  examining  HIV  risk  behaviors  and  their 
determinants,   developing  interventions  for  risk  behaviors,  and 
evaluating  the  number  and  type  of  clients  served,  the  quality  of 
services,  and  the  impact  of  the  interventions.     As  data  become 
available,   they  are  used  to  improve  the  efficiency  and  quality  of 
HIV  prevention  services  provided  by  community-based  organizations. 
For  example,   the  community  demonstration  projects  have  revealed 
that  among  a  cohort  of  175  female  injecting  drug  users  in  New  York 
City,  women  who  took  steps  to  reduce  their  risk  of  HIV  infection 
from  drug  use  were  also  more  likely  to  practice  safer  sexual 
behaviors  than  their  peers  who  did  not  attempt  to  reduce  their 
drug-use  risks.     Peer  support  for  safer  drug  and  sexual  behaviors 
was  associated  with  reduced  risk  behaviors,   indicating  again  the 
impact  of  changing  social  norms  within  a  group.     These  findings 
confirm  that  continued  emphasis  should  be  placed  on  outreach 
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programs  to  identify  persons  with  high-risk  drug  behaviors  and  get 
them  into  drug  treatment  and  risk  reduction  programs. 

Based  on  findings  from  the  AIDS  Community  Demonstration 
Projects,  priority  will  be  given  to  community  intervention  programs 
in  the  FY  1992  Prevention  Cooperative  Agreements  with  Minority  and 
other  community-based  organizations  and  the  FY  1993  Prevention 
Cooperative  Agreements  with  state  and  local  health  agencies.  These 
projects  are  directed  to  the  community,  rather  than  the  individual, 
to  influence  community  norms  in  support  of  those  behaviors  known  to 
reduce  the  risk  of  HIV  infection  and  transmission. 

Results  from  the  previous  projects  and  from  the  projects  that 
are  presently  being  conducted  have  been  compiled  in  a  document 
entitled  "What  Have  We  Learned  From  the  Community  Demonstration 
Projects".     This  document  summarizes  the  important  positive  and 
negative  findings  of  these  projects  and  offers  practitioners  guidance 
on  the  immediate  programmatic  implications  of  each  finding.  Copies 
of  this  document  were  sent  to  every  state  and  local  health  department 
AIDS  coordinator  in  August  1991.     Additional  copies  will  be  available 
for  CDC  distribution  to  the  rest  of  public  health  community  soon.  In 
addition,   findings  from  these  projects  have  been  published  in  CDC's 
MMWR  and  other  communiques  where  dissemination  to  the  public  health 
community  is  broader  than  it  is  in  the  usual  academic  literature. 

The  current  AIDS  Community  Demonstration  projects  address 
hard-to-reach  populations  (men  who  have  sex  with  men  but  do  not  self- 
identify  as  gay  or  bisexual;  injecting-drug  users  not  in  treatment; 
female  sex  partners  of  the  two  aforementioned  groups;  prostitutes; 
and  high-risk  adolescents  who  are  "runaway"  or  "throwaway" )  and 
attempt  to  develop  community-level  interventions.     The  new  projects 
have  been  carefully  designed  to  address  the  concerns  raised  by  the 
National  Research  Council.     They  are  entirely  theory-driven,  with  an 
explicitly  specified  theoretical  premise  that  guides  all  activities. 
The  research  design  is  quasi-experimental,  using  treatment  and 
intervention  communities  in  each  of  the  sites  (as  well  as  trends  over 
time)  to  measure  the  effects  of  the  interventions.     After  a  period  of 
development  and  baseline  data  collection,  the  current  projects  began 
intervention  activities  in  July  1991.     Initial  findings  are  being 
prepared  for  presentation. 


HIV/AIDS  -  Outcome  Evaluation  Studies 


Mr.  Pursell:     The  National  Research  Council  has  called  on  CDC 
to  conduct  more  outcome  evaluation  of  its  primary  prevention  efforts. 
What  is  CDC  doing  in  response  to  this  important  recommendation? 

Dr.  Roper:     CDC  has  a  substantial  number  of  outcome  evaluation 
studies  now  being  conducted.     A  partial  listing  of  these  outcome 
evaluation  studies  follows: 
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o        Randomized  Study  of  Current  vs.   Enhanced  HIV  Counseling 
and  Testing  (CT)   in  STD  Clinics 

A  three-year  study  was  initiated  in  FY  1991  to  assess  the 
impact  of  current  vs.   enhanced  HIV  CT  in  STD  clinics. 

o        Cohort  Study  of  HIV  CT  in  Methadone  Clinics  in  New 
England 

A  study  which  began  in  June  1990  to  assess  the  impact  of 
HIV  CT  on  sexual  and  drug  using  behaviors.  Final 
analysis  of  all  data  is  expected  in  mid-1993. 

o        Cohort  Study  of  HIV  CT  in  Detoxification  Clinics  in 
Puerto  Rico 

The  project  period  is  July  1990  through  June  1993.  The 
purpose  is  to  assess  sexual  behaviors,   drug  use,  and 
needle  hygiene  and  make  comparisons  between  IDUs 
receiving  HIV  CT  in  methadone  detoxification  and  those 
not  receiving  CT . 

o        Quasi -experimental  Study  of  Community  Level  Interventions 
The  project  period  is  from  FY  1990  through  FY  1994.  The 
study  is  to  assess  the  impact  of  the  community 
demonstration  projects  on  behavior  change. 

o        Descriptive  and  Quas i - experimental  Study  of  Street 

Outreach  for  Injecting  Drug  Users  and  Youth  in  High  Risk 
Situations 

This  a  three-five  year  project  which  began  in  FY  1991. 
The  study  is  designed  to  provide  process  and  outcome 
evaluation  data  for  street  outreach  programs. 

o        Randomized  Study  of  Partner  Notification  Methods 

The  project  period  is  from  July  1990  to  December  1992. 
The  study  is  designed  to  ascertain  which  of  several 
methods  of  partner  notification    results  in  the  largest 
number  of  partners  being  counseled  and  tested. 


Mr.   Pursell:     As  I  understand  it,   none  of  CDC's  prevention 
programs   (other  than  the  community  demonstration  programs  above) 
are  being  funded  for  the  express  purpose  of  obtaining  outcome  data. 
Evaluation  components  are  required  of  the  grantees  but  there  is  no 
requirement  to  develop  the  program  around  the  evaluation,  rather 
evaluation  is  seen  as  a  separate  component  somewhat  to  the  side  of 
the  intervention  itself.     It  has  even  been  suggested  that  the 
evaluation  piece  is  seen  as  a  low  priority  by  some  of  the  grantees . 
Is  this  a  fair  characterization? 

Dr.   Roper:     It  is  important  to  note  that  all  of  CDC's 
cooperative  agreement  recipients  are  required  to  conduct  process 
evaluations  of  their  services .     This  involves  detailing  answers  to 
the  following  types  of  questions:  Who  is  receiving  services?  what 
types  of  services  are  being  provided?     uhere  and  when  are  the 
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services  provided?  Are  the  objectives  of  the  service  program  being 
met,  and  if  not,  why? 

When  outcome  evaluations  are  conducted,  CDC  makes  every  effort 
to  incorporate  service  providers  in  the  studies.     This  means  that 
service  providers  compete  for  additional  resources  so  that  they  can 
do  a  quality  job  of  participating  in  the  outcome  studies.     If  the 
service  providers  do  not  have  the  expertise  to  conduct  the  outcome 
studies  themselves,  they  are  sometimes  able  to  execute  the  studies 
with  technical  assistance  from  CDC  and  local  evaluation  planning 
groups.     If  this  sort  of  assistance  is  not  sufficient,  CDC  may 
award  funding  for  outcomes  research  to  non-service  providers  (e.g., 
universities)  who  will  then  work  with  service  providers. 

The  CDC  is  funding  a  number  of  outcome  evaluation  studies, 
including  the  following: 

o        Randomized  Study  of  Current  vs.  Enhanced  HIV  Counseling 
and    Testing  (CT)  in  STD  Clinics 

A  three -year  study  was  initiated  in  FY  1991  to  assess  the 
impact  of  current  versus  enhanced  HIV  CT  in  STD  clinics. 

o    Cohort  Study  of  HIV  CT  in  Methadone  Clinics  in  New  England 
A  study  which  began  in  June  1990  to  assess  the  impact  of 
HIV  CT  on  sexual  and  drug  using  behaviors.  Final 
analysis  of  all  data  is  expected  in  mid- 1993. 

o        Cohort  Study  of  HIV  CT  in  Detoxification  Clinics  in 
Puerto  Rico 

The  project  period  is  July  1990  through  June  1993.  The 
purpose  is  to  assess  sexual  behaviors,   drug  use,  and 
needle  hygiene  and  make  comparisons  between  IDUs 
receiving  HIV  CT  in  methadone  detoxification  and  those 
not  receiving  CT. 

o        Quasi -experimental  Study  of  Community  Level  Interventions 
The  project  period  is  from  FY  1990  through  FY  1994.  The 
study  is  to  assess  the  impact  of  the  community 
demonstration  projects  on  behavior  change. 

o        Descriptive  and  Quasi -experimental  Study  of  Street 

Outreach  for  Injecting  Drug  Users  and  Youth  in  High  Risk 
Situations . 

This  a  three-five  year  project  which  began  in  FY  1991.  The 
study  is  designed  to  provide  process  and  outcome  evaluation  data 
for  street  outreach  programs. 

o        Randomized  Study  of  Partner  Notification  Methods 

The  project  period  is  from  July  1990  to  December  1992. 
The  study  is  designed  to  ascertain  which  of  several 
methods  of  partner  notification  results  in  the  largest 
number  of  partners  being  counseled  and  tested. 

The  CDC  is  also  making  efforts  to  better  understand  the  roles 
of  various  parties  involved  in  HIV  prevention  evaluation  studies. 
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In  this  regard,  CDC  is  conducting  external  consultants  meetings  on 
evaluation.     These  meetings  bring  together  consultants  from  state 
health  departments,  academic  institutions  and  national  organization 
to  discuss  evaluation  issues. 

The  CDC  is  also  conducting  research  projects  which  indicate 
that  the  theory  that  grantees  perceive  evaluation  as  a  separate, 
low-priority  component  of  CDC's  primary  prevention  programs  is 
erroneous.     The  broad  interest  in  evaluation  research  is  underlined 
by  the  fact  that  CDC  received  over  200  applications  for  the 
recently  funded  "Prevention  of  HIV  in  Women  and  Infants 
Demonstration  Projects."     Clearly,   there  is  an  interest  on  the  part 
of  service  providers  to  engage  in  sound  evaluation  research. 


Mr.  Pursell:     What  is  CDC  doing  to  address  this  situation? 

Dr.  Roper:     The  CDC  is  making  efforts  to  better  understand  the 
roles  of  various  parties  involved  in  HIV  prevention  evaluation 
studies.     In  this  regard,  CDC  is  conducting  external  consultants 
meetings  on  evaluation.     These  meetings  bring  together  consultants 
from  state  health  departments,   academic  institutions  and  national 
organization  to  discuss  evaluation  issues. 

When  outcome  evaluations  are  conducted,   CDC  makes  every  effort 
to  incorporate  service  providers  in  the  studies.     If  the  service 
providers  do  not  have  the  expertise  to  conduct  the  outcome  studies 
themselves,   they  are  sometimes  able  to  execute  the  studies  with 
technical  assistance  from  CDC  and  local  evaluation  planning  groups. 
If  this  sort  of  assistance  is  not  sufficient,   CDC  may  award  funding 
for  outcomes  research  to  non-service  providers  (e.g.,  universities) 
who  will  then  work  with  service  providers. 

HIV/AIDS  -  Collaboration 


Mr.  Pursell:     What  is  CDC  doing  to  help  link  organizations  and 
persons  providing  primary  prevention  services  at  the  local  level 
with  local  researchers  who  can  do  solid  outcome  research? 

Dr.  Roper:     In  its  evaluation  study  of  street  outreach,   CDC  is 
utilizing  a  new  mechanism  for  fostering  such  collaboration.  This 
mechanism  is  called  the  Local  Evaluation  Planning  Group  (LEPG) . 
The  LEPG  consists  of  an  interdisciplinary  group  of  researchers  with 
skills  relevant  to  the  evaluation  of  street  outreach  programs.  The 
LEPG  also  includes  representatives  from  local  community-based 
organizations  (CBOs) .     The  thrust  of  the  LEPG  is  to  help  service 
providers  who  successfully  compete  for  additional  resources  to  do 
outcome  evaluation  -  -  but  who  do  not  have  the  technical  expertise 
to  conduct  the  studies  --  build  partnerships  with  area  experts  in 
such  evaluation  methodologies.     The  CBO  representation  on  the  LEPG 
will  allow  for  broad  input  of  the  community  context  surrounding  the 
evaluation . 
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Mr.  Pursell:     I  understand  there  is  some  tension  between 
researchers  and  service  providers  at  the  local  level,  with  a 
certain  mistrust  of  motives  and  methods  of  the  actors  on  either 
side.     The  result,  it  appears  to  me  is  prevention  services  being 
set  up  and  independently,  research  projects  being  conducted. 
Oftentimes  the  research  projects  are  setting  up  their  own  service 
components  just  to  conduct  evaluation.     Most  disturbingly,  this 
appears  to  result  in  a  duplication  of  effort.     What  is  CDC  doing  to 
address  this  problem? 

Dr.  Roper:     The  CDC  is  promoting  partnerships  between  service 
providers  and  evaluation  methodologists .     By  focusing  on  these 
partnerships,  and  making  them  complimentary,  duplication  of 
services  should  be  minimal.     They  function  with  the  common  goal  of 
developing  more  effective  prevention  programs  and  more  accessible 
service  provision  for  persons  at  high  risk. 

America  Responds  to  AIDS  Campaign 


Mr.  Pursell:     What  quantifiable  results  are  there  from  the 
America  Responds  to  AIDS  Campaign? 

Dr.  Roper:     Consistent  with  its  purpose,   the  America  Responds 
to  AIDS  (ARTA)  campaign  has  been  monitored  and  evaluated  from  its 
inception  in  1987  to  determine  whether  or  not  it  is  achieving  its 
communication  goals.     The  following  are  a  few  of  its  quantifiable 
results . 

First,   the  media  has  given  the  campaign  unprecedented  and 
continuing  support  by  donating  free  airtime  and  space  to  the 
campaign.     Through  January  1992,  our  public  service  announcements 
have  been  given  over  75,000  airings  worth  more  than  $89  million. 
Adult  Americans  between  the  ages  of  18  and  54  have  been  exposed  to 
our  PSAs  an  average  of  56  times  at  a  cost  of  one  penny  per 
exposure . 

Second,  our  National  Health  Interview  Survey  tells  us  that  TV 
ads  are  reported  by  75%  of  adult  Americans  as  their  primary  source 
of  recent  AIDS  information.     For  black  adults,  the  percentage  is 
even  higher. 

Consequently,  as  CDC -supported  surveys  and  those  of  other 
polling  agencies  report,  Americans  now  know  how  HIV  is  transmitted, 
and  how  to  prevent  its  transmission.     For  example,  96%  of  U.S. 
adults  know  that  HIV  is  transmitted  through  sexual  intercourse,  and 
only  2%  do  not  know  about  condoms  as  a  disease  prevention  method. 

Finally,  according  to  a  national  survey  completed  this  past 
November,   fully  one -fourth  or  26%  of  American  adults  report  having 
made  specific  changes  in  their  behaviors  to  reduce  the  risk  of  HIV 
infection.     As  was  previously  reported  by  the  Project  HOPE  Center 
for  Health  Affairs,   there  are  "consistent  patterns  of  association 
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between  exposure  to  prevention  messages,"  as  delivered  through  the 
national  information  campaign,   and  the  reported  changes. 


Mr.   Pursell:     Has  ARTA  shown  any  program  effectiveness? 

Dr.  Roper:     The  America  Responds  to  AIDS  (ARTA)  program  has 
been  very    effective  in  accomplishing  its  purposes.     It  has  also 
been  very  cost-effective  in  that  regard.     By  leveraging  Federal 
dollars  to  obtain  major  contributions  from  the  media,  CDC  has  been 
able  to  inform  the  185  million  U.S.  adults  quickly  and 
inexpensively.     As  previously  mentioned,  ARTA  has  been  effective  in 
gaining  donated  airplay  ($89  million  in  donated  airplay),  in 
capturing  the  attention  of  U.S.  adults  (75%  report  receiving  recent 
information  from  TV  ads) ,  in  helping  to  improve  the  understanding 
level  of  Americans  about  HIV  and  AIDS  (progressive  improvement  in 
all  knowledge  categories  since  1987) ,  and  in  influencing  the 
behaviors  of  U.S.  adults  to  reduce  their  risk  of  infection  (26%  of 
adults  report  behavior  changes  in  response  to  the  AIDS  epidemic) . 


Mr.  Pursell:     Are  there  any  controlled,  random  assignment 
(scientific)  studies  of  the  ARTA  program? 

Dr.  Roper:     Yes.     As  materials  are  being  developed  for  the 
America    Responds  to  AIDS  campaign,  they  are  tested  on  adults  who 
are 

randomly  assigned  to  groups  for  exposure  to  one  or  several  items. 
These  persons  are  queried  about  their  response  to  the  materials  and 
are  also  asked  to  answer  knowledge,   attitude,   and  behavioral  intent 
questions.     These  responses  are  compared  with  those  of  control 
group  responses.     Quantitative  differences  are  analyzed  to 
determine  the  effects  of  each  information  item.     Those  which 
produce  largely  negative  responses  or  produce  no  effects  at  all  are 
not  released  to  the  public  for  the  ARTA  program. 

Once  approved  materials  are  produced,  they  are  also  subjected 
to  controlled,  random  assignment,  scientific  evaluations  in  either 
theater-style  exposures  or  split  audience  broadcasts.  Through 
these  efficacy  studies,  CDC  is  also  able  to  compare  ARTA  materials 
with  those  produced  by  other  organizations. 

The  National  Health  Interview  Survey,  which  is  one  of  several 
national  surveys  used  to  measure  ARTA's  effectiveness  over  time,  is 
a  randomized  population  survey. 


Mr.  Pursell:     What  are  the  goals  of  this  effort? 

Dr.  Roper:     The  goals  of  our  national  information  and 
education  program,  of  which  the  America  Responds  to  AIDS  (ARTA) 
campaign  is  a 

significant  part,  were  established  by  Congress  in  1987.     They  were 
to  provide  the  American  public  with  information  about  HIV  infection 
and  AIDS,   to  increase  understanding  about  how  the  disease  is 
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transmitted,   is  not  transmitted,  and  how  transmission  can  be 
prevented,  and  to  encourage  a  compassionate  response  to  the 
epidemic.     More  recently,  CDC  has  proposed  specific  objectives  and 
strategies  as  part  of  its  HIV/AIDS  strategic  plan.     For  this 
program  area,  the  objectives  are  to  achieve  95%  recognition  by  the 
public  of  the  primary  modes  of  HIV  transmission  and  HIV  prevention, 
and  that  90%  no  longer  hold  beliefs  about  routes  of  transmission 
now  known  not  to  be  associated  with  AIDS. 


Mr.  Pursell:     What  good  does  a  national  media  campaign  do  in 
the  context  of  primary  prevention? 

Dr.  Roper:     The  America  Responds  to  AIDS  (ARTA)  campaign  has 
been  used  to  raise  public  awareness,   increase  understanding  about 
HIV  infection  transmission  and  prevention,  and  to  promote 
prevention  behaviors.     The  campaign  is  also  used  to  refer  people  to 
other  educational,  medical,   or  social  services  through  the  CDC 
National  AIDS  Hotline,  the  CDC  National  AIDS  Clearinghouse,  and  a 
wide-range  of  national  and  community-based  organizations,  where 
more  intensive  and  individualized  prevention  strategies  can  be 
discussed. 

All  of  the  ARTA  materials  are  also  locally  tagged  so  that  the 
country's  entire  public  health  system  is  provided  with  public 
service  advertising  and  educational  materials  for  use  in  local 
educational  programs.     For  example,   the  ARTA  campaign  has  been 
responsible  for  the  distribution  of  over  190  million  pieces  of 
informational  literature,  much  of  which  is  distributed  by  the  CDC 
National  AIDS  Clearinghouse  through  state  and  local  health 
departments  and  community-based  organizations. 

The  repetitive  play  of  public  service  advertising  also  serves 
as  a  constant  reminder  to  viewers  or  listeners  that  AIDS  is  a 
present  danger  and  that  we  all  must  be  vigilant;  and,  that 
prevention  is  everyone's  responsibility  whether  applied  to  oneself 
or  used  to  encourage  preventive  behaviors  by  others . 


Mr.  Pursell:     Isn't  the  message  from  the  social  scientists 
that  we  need  targeted  campaigns  focusing  on  high  risk  populations 
in  language  they  understand  and  appreciate? 

Dr.  Roper:     Yes.  Behavioral  scientists,  health  communications 
experts,  and  community  outreach  workers  recognize  the  need  for 
educational  materials  and  programs  that  are  appropriate  to  an 
audience's  language  needs. 

Consequently,   the  overwhelming  bulk  of  CDC's  HIV  prevention 
program  dollars  are  directed  toward  reaching  high  risk  populations. 
These  include  clinic -based  and  community-based  programs  that  we 
support  through  public  health  departments  and  community-based 
organizations.     These  programs  utilize  highly  focused 
interventions,   including  "small  media"  and  interpersonal 
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communications  which  are  developed  to  meet  the  unique  linguistic 
needs  of  our  diverse  population. 

Most  behavioral  scientists  also  support  the  need  for  multiple 
interventions  that  provide  at-risk  individuals  with  consistent, 
repetitive  reminders  of  their  behavioral  options.     This  is  a  role 
that  is  most  efficiently  carried  out  by  the  mass  media,   in  contract 
to  those  which  utilize  narrow  or  targeted  media. 


Mr.  Pursell:     Given  the  other  AIDS  prevention  priorities  that 
remain  unfunded  or  are  more  modestly  funded,  wouldn't  the  resources 
being  spent  on  ARTA  be  more  effectively  spent  elsewhere? 

Dr.  Roper:     Of  the  many  different  prevention  programs  and 
activities  currently  employed  by  CDC  to  prevent  HIV  transmission, 
none  deliver  informational  and  motivational  messages  to  the 
American  population  as  frequently  or  efficiently  as  do  the  America 
Responds  to  AIDS  (ARTA)  programs.     That  does  not  mean  we  aren't 
continually  examining  and  re-examining  our  funding  priorities.  If 
we  are  able  to  identify  an  educational  program  or  information 
delivery  system  that  is  able  to  impact  on  more  American  lives  for 
less  cost  than  is  currently  done  through  the  ARTA  program,  we  will 
make  the  necessary  changes  in  our  funding  priorities. 

Our  prevention  strategy  recognizes  the  need  for  an  educated 
population.     Behavioral  decisions  related  to  HIV  transmission  are 
not  made  in  a  vacuum.     Rather,   they  are  made  within  the  context  of 
a  community's  social  and  cultural  values.     The  ARTA  campaign  helps 
to  reinforce  values  associated  with  disease  prevention.  It 
provides  the  total  population  with  the  information  and  motivation 
it  needs  to  encourage  specific  preventive  behaviors  among  family, 
friends,   and  their  "significant  others." 

New  and  Reemerging  Infectious  Diseases 


Mr.  Pursell:     Infectious  disease  problems  such  as  AIDS,  Lyme 
disease,  hepatitis  B,  chronic  fatigue  syndrome,  and  polio  have  been 
the  focus  of  Congress  and  the  Administration  in  the  past  few  years. 
However,   there  are  a  number  of  new  and  reemerging  diseases  that  are 
increasingly  threatening  the  health  of  U.S.   citizens.     Could  you 
provide  the  Subcommittee  some  insight  into  these  new  and  reemerging 
diseases  and  what  the  overall  health  implications  are  for  U.S. 
citizens? 

Dr.  Roper:     New  and  reemerging  infectious  diseases  are 
continually  appearing  as  a  result  of  the  evolution  of  existing 
pathogens  or  through  the  reemergence  of  pathogens  due  to  failure  of 
prevention  and  control  strategies.     Recent  examples  include  cholera 
in  Latin  America  and  multi-drug  resistant  tuberculosis. 

The  spectrum  of  disease  changes  as  society,  technology,  and 
the  environment  change  and  the  pathogens  evolve.  Events 


1503 


associated  with  new  and  reemerging  infectious  diseases  include 
societal  collapse  (economic  collapse,  natural  disaster,  armed 
conflict) ;  immigration,  population  translocation,   importation  of 
vectors;  medical  interven- tion  and  changes  in  technology 
(nosocomial  infections);  antimicrobial  resistance;  immunodeficiency 
(HIV  infection,  aging,  and  immunosuppressive  therapy  for  cancer, 
immunologic  diseases,  and  transplantation);  human  behavior  (sex, 
drug  use,  poor  eating  habits);  and  environmental  changes  and 
increased  use  of  microenvironments  such  as  sealed  buildings. 

U.  S.  residents  are  at  risk  for  these  diseases.  The 
population  has  grown  older,  with  the  associated  decrease  in 
immunity.     In  addition,  more  disadvantaged  segments  of  the 
population  that  are  often  unable  to  afford  preventive  health 
services  such  as  immunizations  have  emerged.  Increased 
international  travel  of  U.S.  military  personnel,  business  people, 
and  tourists  has  exposed  them  to  patho-gens  not  endemic  to  the 
United  States,   such  as  dengue,  malaria  and  viral  hemorrhagic 
fevers.     Americans  increasingly  take  advantage  of  new  medical 
technology,  be  it  organ  transplants  or  other  procedures  which 
expose  a  person  already  in  an  immunosuppressed  condition  to 
infection  from  other  patients  or  to  pathogens  in  the  hospital 
environment,  many  of  which  are  drug-resistant.     Many  established 
agents,   such  as  malaria  parasites  and  staphylococci,  are  developing 
resistance  to  standard  therapies.     Drug  and  alcohol  abuse  and 
sexual  activities  expose  people  to  pathogens  such  as  HIV  and  human 
papillomavirus . 

Many  diseases  emerge  or  reemerge  due  to  inadequate 
surveillance,   diagnostic  tests,   treatment,  and  prevention  and 
control  strategies.     Changes  in  society,  the  environment, 
technology,  and  the  microbial  world  will  present  future  challenges 
in  the  form  of  previously  unsuspected  diseases  and  the  reemergence 
of  previously  controlled  diseases. 


Mr.  Pursell:  How  are  these  diseases  being  transmitted  to  U.S. 
citizens? 

Dr.  Roper:     Diarrheal  disease  is  one  of  the  single  greatest 
contributors  to  morbidity  and  mortality  in  developing  countries. 
Travelers  to  developing  countries  are  at  risk  of  disease  acquired 
through  ingestion  of  contaminated  food,  water,   and  ice. 

Cholera,  an  enteric  bacterial  disease  transmitted  through 
fecally  contaminated  food  and  water,   is  now  reemerging  as  a  major 
threat  in  Peru,  Ecuador,  Colombia,  the  middle  East  and  southern 
Africa.     In  1991,  almost  400,000  cases  of  cholera  were  reported  in 
Latin  America,  more  than  were  reported  worldwide  during  the 
previous  5  years.     Both  endogenous  and  imported  cases  of  cholera 
occur  each  year  in  the  United  States.     Because  no  effective  vaccine 
currently  exists,   control  measures  are  directed  toward  the 
prevention  of  foodborne  and  waterborne  spread  of  the  bacteria.  In 
recent  years,  the  treatment  of  cholera  has  been  complicated  by  the 
emergence  of  antimicrobial  resistance. 
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Malaria  has  become  an  increasingly  important  public  health 
problem  throughout  most  tropical  areas  of  the  world  since  the 
cessation  of  the  global  eradication  effort  in  the  early  1970s.  It 
is  estimated  that  in  Africa  alone,  about  100  million  cases  and  one 
million  deaths  occur  annually.     Several  million  U.S.   citizens  and 
resident  aliens  are  exposed  to  malaria  each  year  during 
international  travel.     Contributing  to  the  global  problem  is  the 
progressive  geographic  spread  of  parasite  resistance  to  the 
available  antimalarial  drugs  and  mosquito-vector  resistance  to 
insecticides  used  in  control  programs.     In  addition  to  the  risk  of 
American  citizens  acquiring  malaria  while  abroad,  the 
reestablishment  of  malaria  in  vulnerable  areas  of  the  southeastern 
and  western  United  States  is  now  a  possibility. 

Dengue,  a  disease  transmitted  by  mosquitoes,   is  now  emerging 
in  its  most  virulent  form,  epidemic  dengue  hemorrhagic  fever  (DHF) , 
in  the  Caribbean  Basin  just  as  it  did  in  southeast  Asia  in  the 
1960s.     In  1981,   the  first  documented  outbreak  of  DHF  in  the 
Western  hemisphere  occurred  in  Cuba,  with  an  estimated  24,000  cases 
of  severe  hemorrhagic  disease.     Because  of  the  absences  of  both 
effective  vaccines  and  effective  mosquito  vector  control  efforts, 
we  can  anticipate  larger  epidemics  throughout  the  Americas.  Dengue 
is  now  hyperendemic  in  Puerto  Rico  and  the  U.S.  Virgin  Islands,  and 
Puerto  Rico  is  at  high  risk  for  a  major  epidemic  of  DHF.  Confirmed 
cases  of  dengue,   some  with  severe  DHF,   are  imported  into  the  United 
States  each  year.     The  southeastern  part  of  the  United  States, 
where  large  Asian  and  Hispanic  populations  reside  and  where  the 
mosquito  vectors  are  most  common,   is  at  highest  risk. 


Mr.  Pursell:  Can  you  give  us  some  examples  of  these  diseases 
and  the  health  risks  they  pose? 

Dr.  Roper:     Approximately  8  million  U.S.  citizens,  including 
business  travelers,  military  personnel,  diplomats,  and  tourists, 
are  exposed  to  tropical  infectious  diseases  each  year.  Viral 
hemorrhagic  fevers,  dengue  and  dengue  hemorrhagic  fever,  cholera, 
shigellosis,  malaria,  hepatitis  A,  hepatitis  B,  hepatitis  E, 
typhoid  fever,   and  rabies  are  just  some  of  the  many  infectious 
disease  that  U.S.  travelers  are  exposed  to  abroad.     In  many  cases, 
citizens  traveling  to  tropical  areas  become  ill  only  after 
returning  to  the  United  States.     In  addition,  an  increasing 
proportion  of  the  U.S.  population  is  vulnerable  to  the  recent 
introduction  of  several  of  these  diseases  by  travelers  and 
immigrants  to  the  United  States  and  Puerto  Rico. 


Mr.  Pursell:     In  the  past  decade  the  world  has  seen  the  sudden 
and  unpredictable  appearance  of  new  infectious  diseases  such  as 
AIDS,   Legionnaires  disease,   and  toxic  shock  syndrome  both  here  and 
abroad.     We  have  seen  seasoned  pathogens  such  as  cholera  and 
measles  reemerge  and  complications  such  as  an  antibiotic  resistance 
in  TB  and  malaria  surface  as  new  threats  to  public  health.     What  is 
CDC  doing  to  deal  with  the  current  problems  and  how  can  we 
anticipate  and  prevent  the  next  epidemics? 
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Dr.  Roper:     CDC  is  responding  to  the  recent  epidemic  of 
cholera  in  this  hemisphere  by  providing  training,  advice,  and 
epidemiologic  and  laboratory  assistance  to  public  health  officials 
of  the  affected  countries.     CDC  is  responding  to  the  AIDS  epidemic 
and  provides  the  tools  for  agent  identification;  measurement  of 
disease  prevalence  and  incidence;  and  implementation  of  education 
and  prevention  strategies. 


Mr.  Pursell:     In  your  professional  judgement,  what  is  required 
to  intervene  and  prevent  these  new  and  reemerging  diseases  from 
becoming  full-scale  health  threats,  and  what  can  CDC  do  to  improve 
on  these  strategies? 

Dr.  Roper:     Many  of  these  diseases  emerge  or  reemerge  due  to  a 
lack  of  surveillance,  diagnostic  tests,   treatment,  and  adequate 
prevention  and  control  measures.     A  broad-based  approach  would  be 
needed  to  more  fully  prevent  and  control  the  emergence  or  re- 
emergence  of  infectious  diseases,  both  within  the  United  States  and 
abroad.     Existing  public  health  strategies  can  be  improved  and 
expanded  and  new  strategies  can  be  developed  with  current 
technology. 

This  approach  could  include  expanding  existing  and  developing 
new  surveillance  systems  and  integrating  these  systems  to  form  a 
worldwide  surveillance  capability.     Developing  and  testing  new 
vaccines  and  expanding  laboratory  research,  along  with  expanding 
and  developing  effective  animal  and  insect  vector  control  programs 
are  important  components  of  this  strategy.     Other  opportunities 
include  utilizing  state  of  the  art  epidemiology,   diagnostics,  and 
other  tools  to  identify  risk  factors  for  infectious  diseases  and 
transferring  technology  to  optimum  points  of  utilization.  Training 
and  developing  a  cadre  of  scientists  to  conduct  applied  research 
and  educating  practitioners  to  suspect  and  recognize  new  and 
emerging  infectious  diseases  are  also  essential. 


Mr.  Pursell:  In  your  professional  judgement  what  is  the  cost 
of  implementing  such  a  program? 

Dr.  Roper:     CDC  currently  spends  $5  million  on  activities 
related  to  the  prevention  and  control  of  such  new  and  re -emerging 
diseases,   and  this  represents  CDC's  judgement  in  the  appropriate 
level  within  the  available  funding  for  support  of  the  highest 
priority  efforts  in  this  area.     If  additional  resources  become 
available,  we  estimate  that  our  program  in  new  and  re -emerging 
diseases  could  be  expanded  by  $35  million  to  implement  the  program 
discussed  above. 
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Tropical  Infectious  Diseases 


Mr.  Pursell:     Each  year  more  than  eight  million  U.S. 
travellers  are  at  risk  of  acquiring  tropical  infectious  diseases, 
such  as  malaria,  hemorrhagic  fever,  and  cholera.     In  the  past 
decade  there  has  been  a  fourfold  increase  in  malaria  in  travelers 
to  East  Africa.     Cholera  has  recently  reached  the  Western 
Hemisphere,  and  dengue  hemorrhagic  fever,  already  a  risk  to  U.S. 
citizens,   is  spreading  to  the  Caribbean  Basic.     The  HIV/AIDS 
epidemic  demonstrates  the  potential  impact  of  new  and  emerging 
diseases  on  our  population.     What  is  CDC  doing  to  prevent  tropical 
infectious  disease  and  to  reduce  the  threat  of  newly  emerging 
diseases? 

Dr.  Roper:     CDC  is  deeply  concerned  with  the  striking  increase 
in  tropical  infectious  diseases  and  recognizes  that  this  problem 
will  continue  to  grow.  CDC  is  utilizing  its  traditional  public 
health  strength  in  laboratory  and  epidemiologic  science  to  develop 
cost  effective  approaches  most  likely  to  have  greatest  impact. 
These  include  carrying  out  surveillance  to  identify  disease 
transmission,  risk  factors,  cases,  and  epidemics;  developing  and 
improving  diagnostic  tests;  carrying  out  epidemiologic  studies; 
evaluating  interventions,  prevention  and  control  strategies; 
developing  and  evaluating  new  vaccines  and  promoting  health  through 
training  and  education.     Some  specific  examples  include  the 
following:     studies  to  determine  control  factors  that  contribute  to 
and  prevent  transmission  of  cholera  and  shiga  dysentery;  evaluation 
of  new  prophylaxis  regimens  for  prevention  of  drug- resistant 
malaria  and  expansion  of  our  network  for  providing  public 
information  on  malaria  prevention;  and  efforts  on  development  of  a 
dengue  vaccine  through  collaborative  relationships  with  the  U.  S. 
Army  Medical  Research  and  Development  Command  and  University  of 
Puerto  Rico.     We  are  continuing  to  build  our  surveillance  systems 
and  technical  and  epidemiologic  expertise  in  order  to  be  ready  to 
identify  and  respond  to  new  disease  problems  as  they  emerge.  The 
complexity  of  the  infectious  organisms  involved  in  tropical 
diseases  means  that  we  must  be  able  to  respond  rapidly  and 
effectively  to  protect  our  populations. 

Diabetes 


Mr.  Pursell:     What  is  diabetes  translation? 

Dr.  Roper:     The  term  refers  to  the  "translation"  of  important 
findings  from  diabetes  research  into  widespread  clinical  and  public 
health  practice,  particularly  at  the  community  level.     That  process 
may  involve  demonstration  projects  to  test  the  feasibility  of  new 
approaches  for  reducing  the  burden  of  diabetes.     It  can  also 
involve  the  publication  and  targeted  dissemination  of  new  knowledge 
related  to  accepted  standards  of  care. 
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Mr.  Pursell:     Would  you  please  outline  for  the  Committee  the 
function  of  the  CDC  Division  of  Diabetes  Prevention  and  Control? 

Dr.  Roper:     One  component  of  our  National  Center  for  Chronic 
Disease  Prevention  and  Health  Promotion  is  its  Division  of  Diabetes 
Translation,  which  is  responsible  for  conducting  a  public  health- 
oriented  program  directed  toward  the  prevention  and  control  of 
diabetes  and  its  complications.     In  1988,  Congress  responded  to 
recommendations  of  the  National  Diabetes  Advisory  Board  that  CDC  be 
assigned  leadership  responsibility  for  translating  diabetes 
research  results  into  practice.     We  have  accepted  that 
responsibility,  and  are  focusing  our  efforts  on  four  important 
tasks : 

•  Developing  our  national  and  state  capacities  for  diabetes 
surveillance,  so  that  we  can  understand  better  the 
nature,  extent,  and  causes  of  the  diabetes  burden  in  the 
United  States 

•  Carrying  out  state-based  diabetes  control  programs  (DCPs) 
that  emphasize  interventions  at  the  community  level  to 
prevent  diabetes  and  its  complications 

•  Developing  new  approaches  for  reducing  the  burden  of 
diabetes  through  such  diverse  activities  as  the 
development  and  dissemination  of  consensus  standards  of 
practice,   training  local  leaders  in  mobilizing  community 
resources  for  diabetes  prevention  and  control,  and 
developing  effective  policy  related  to  reimbursement  and 
other  health  cost  issues 

•  Coordinating  the  diabetes  translation  efforts  of  federal 
health  agencies  and  others,   through  such  mechanisms  as 
the  interagency  Finance  Coordinating  Committee. 


Mr.  Pursell:     What  is  the  current  prevalence  of  diabetes  in 
the  United  States  and  what  are  the  most  frequent  complications  of 
diabetes? 

Dr.  Roper:     About  7  million  Americans  are  known  to  have 
diabetes,  and  a  similar  number  are  believed  to  have  undiagnosed 
diabetes.     Each  year,  about  677,000  people  in  the  United  States  are 
newly  diagnosed,  and  diabetes  currently  ranks  seventh  among  leading 
causes  of  death. 

People  with  diabetes  not  only  face  shortened  lifespans;  they 
also  suffer  significant  complications  of  diabetes.     For  example, 
each  year  more  than  55,000,   or  half  of  all  nontraumatic  lower 
extremity  amputations,  occur  in  people  with  diabetes- -at  a  direct 
cost  of  about  $500  million.     Diabetes  annually  accounts  for  nearly 
30  percent  of  the  new  cases  of  kidney  disease  that  ultimately 
result  in  dialysis  or  transplantation.     Diabetes  is  the  leading 
cause  of  new  blindness  in  adults- -about  15,000  new  cases  every 
year. 
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Every  year,  diabetes  results  in  approximately  2.7  million 
hospitalizations,  and  about  3.3  million  people  with  diabetes 
experience  long-term  reductions  in  activity,   often  resulting  from 
blindness  and  amputations.     A  conservative  estimate  in  1987  of  the 
annual  cost  of  diabetes  in  direct  medical  care  and  lost 
productivity  in  America  was  $20.4  billion.     Even  so,   the  full 
economic  impact  of  diabetes  is  disguised,  because  additional 
medical  expenses  are  often  attributed  to  specific  complications  of 
this  disease,  rather  than  to  diabetes  itself. 
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Pertussis  Vaccine 


Mr.  Obey:     I  understand  that  in  December  1991,  the  Lederle 
Laboratories  developed  new  acellular  pertussis  vaccine  (whooping 
cough) .     What  improvements  have  been  made  in  the  new  vaccine  and 
why  is  it  a  better  vaccine  than  the  whole  cell  DTP  vaccine? 

Dr.  Roper:     Whole-cell  pertussis  vaccines  are  suspensions  of 
inactivated,  disrupted  whole  cells  of  the  Bordetella  pertussis 
bacterium.     Acellular  pertussis  vaccines  are  combinations  of 
purified  proteins  of  the  bacterium.     They  do  not  contain  some 
bacterial  products  which  are  not  important  to  protection  against 
pertussis,  but  may  cause  reactions  such  as  endotoxin,  and  which  are 
in  whole-cell  vaccines. 

The  rates  of  local  reactions,   fever,  and  other  common  systemic 
symptoms  following  receipt  of  DTaP  vaccines  are  lower  than  those 
following  whole-cell  DTP  vaccine,  while  their  effectiveness  in 
preventing  pertussis  is  considered  to  be  comparable  to  whole -cell 
DTP.     Although  experience  with  the  use  of  these  vaccines  in  the 
U.S.  to  date  has  been  too  limited  to  draw  conclusions  about 
uncommon  serious  adverse  events  following  vaccination  with  these 
DTaP  vaccines,  their  widespread  use  in  Japan  has  not  identified  any 
such  serious  adverse  events.     In  U.S.  studies,  more  severe 
neurologic  events,   such  as  prolonged  convulsions  or  encephalopathy, 
have  not  been  reported  in  temporal  association  after  administration 
of  approximately  6,500  doses  of  ACEL-IMUNE. 


Mr.  Obey:     I  understand  that  the  Immunization  Practices 
Advisory  Committee  recommended  that  the  new  vaccine  be  administered 
to  children  for  the  fourth  and  fifth  doses  (at  15  months  and  4-6 
years) .     Since  this  vaccine  was  licensed  and  recommended  after  the 
FY  93  budget  was  developed,  what  additional  funds  are  needed  to 
incorporate  the  new  vaccine  in  the  regimen  of  inoculations? 

Dr.  Roper:     In  December  1991,  Lederle  Laboratories  was  issued 
a  license  to  distribute  the  new  acellular  pertussis  DTP  vaccine 
(DTaP) .     The  Immunization  Practices  Advisory  Committee  (ACIP) 
recommends  this  new  vaccine  for  doses  4  and  5  (15  months  and  4-6 
years)  of  the  series  and  is  the  vaccine  of  choice.     It  is 
anticipated  that  the  recommendations  for  use  of  DTaP  for  doses  4 
and  5  by  the  Red  Book  committee  of  the  American  Academy  of 
Pediatrics  will  be  issued  shortly.     CDC  has  amended  its  current 
contract  for  DTP  vaccine  to  permit  the  purchase  of  DTaP.     The  CDC 
cost  of  this  vaccine  is  $13.91  per  dose  or  $7.66  higher  than  the 
$6.25  for  whole  cell  DTP.     It  is  estimated  that  the  purchase  of 
this  vaccine  will  increase  the  cost  of  the  vaccine  CDC  provides  to 
grantees  (about  35  percent  of  total  public  sector  need)  by  almost 
$11  million  in  1993,  which  excludes  Michigan  and  Massachusetts' 
additional  funding  needs  for  DTaP. 
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Vaccine  Administration 


Mr.  Obey:     Last  year,  recognizing  the  major  infrastructure 
problems  at  the  state  and  local  health  departments  of  administering 
vaccines  to  children  under  two,   such  as  inadequate  staffing, 
inconvenient  clinic  hours,   etc.,  we  provided  $46  million.     How  much 
is  in  the  President's  request  for  improving  the  local  and  state 
health  department  infrastructure? 

Dr.  Roper:  The  President's  FY  1993  budget  request  includes 
$46  million  for  improving  the  local  and  state  health  department 
infrastructure,   the  same  as  was  appropriated  in  FY  1992. 

Immunization  -  Additional  Funding 


Mr.  Obey:     I  understand  that  additional  funding  is  needed  to 
fully  implement  this  initiative  of  immunizing  all  children  under  2 
years  of  age  in  the  United  States.   Could  you  please  provide  your 
best  judgement  on  how  much  is  needed  above  $46  million  and  what 
these  funds  would  be  used  for  to  immunize  children  under  two? 

Dr.  Roper:     Based  on  the  plans  submitted  from  the  "six 
cities",   $150  million  more  will  be  needed  in  total  from  all  public 
and  private  sources  to  fully  address  the  service  delivery, 
assessment  and  information/education  needs  of  the  immunization 
grantees  to  reach  the  goal  within  one  year  of  90  percent  vaccine 
coverage  for  children  under  two  years  of  age.     A  more  accurate 
estimate  will  be  possible  after  July,   since  we  have  asked  grantees 
to  estimate  their  total  resource  needs  to  reach  the  goal  in  their 
FY  1992  application.     This  estimate  though,   does  not  factor  in  any 
impacts  from  the  Administration's    health  care  reform  proposals. 

Measles  White  Paper 


Mr.  Obey:     The  "Measles  White  Paper"  indicated  that  there  is  a 
lack  of  public  awareness  and  public  demand  for  immunization.  I 
also  understand  that  one  of  the  barriers  to  immunization  is  health 
care  providers  often  miss  opportunities  to  vaccinate  children 
because  they  believe  that  certain  conditions  preclude  the  use  of 
vaccines  when  it  is  not  the  case,   such  as  having  a  cold  without  a 
fever.     How  much  will  a  consumer  and  provider  information  education 
program  cost? 

Dr.   Roper:     A  comprehensive  information/education  plan  must 
include  a  balanced  and  complementary  mix  of  media,  materials, 
community  support  and  the  ability  to  transfer  information  to  the 
appropriate  target  population.     Such  an  approach  would  include  a 
national  immunization  hotline  and  a  clearinghouse  for  materials  for 


1511 


national  immunization  hotline  and  a  clearinghouse  for  materials  for 
both  the  consumer  and  private  providers.     It  must  also  include 
training  for  all  health  care  providers  to  ensure  the  appropriate 
use  of  contraindications  and  implementation  of  the  "Standards  for 
Immunization  Practices"  and  for  developing  community  support  for 
immunizations.     It  is  estimated  that  $5.3  million  will  be  needed  to 
conduct  such  a  program. 

Farm  Safety  and  Health 


Mr.  Obey:     The  President's  budget  proposes  to  eliminate  the 
Farm  Safety  and  Health  program  within  NIOSH.     The  program  currently 
is  $21,485,000.     On  page  100  of  the  CDC  justification  it  states: 

"While  the  activities  supported  by  these  funds  are  related  to 
several  of  the  Year  2000  objectives,   the  Administration  believes  that 
continuing  CDC  support  for  farm  safety  and  health  is  a  lower  priority 
than  for  other  prevention  services,  such  as  immunization,  lead 
screening,  and  breast  and  cervical  cancer  prevention." 

Which  occupations  have  the  highest  rates  of  injuries  and 
fatalities  since  the  1970 's? 

Dr.  Roper:     Bureau  of  Labor  Statistics  data  from  1976-1990, 
show  that  agriculture,  followed  by  mining,  then  construction, 
consistently  report  the  highest  rates  for  worker  injuries  (number  of 
injuries  per  100  workers).     BLS  data  for  industries  having  the 
highest  rates  of  fatalities  from  1983  (BLS  did  not  calculate  these 
rates  prior  to  1983)  to  the  present  were  also  agriculture,  mining, 
and  construction. 

The  NIOSH  National  Traumatic  Occupational  Fatality  database 
indicates  that  from  1980  to  1988,  industries  having  the  highest 
fatality  rates  were  mining,  construction,  transportation  (includes 
communications  and  public  utilities)  and  agriculture  (includes 
forestry  and  fishing) . 


Educational  Resource  Centers  -  Funding  History 


Mr.  Obey:  Please  provide  for  the  record  a  10  year  funding 
history  of  the  Educational  Resource  Centers.     Include  the  number  of 
approved  but  unfunded  grant  applications. 

Dr.  Roper:     The  information  follows:     This  table  does  not 
include  other  NIOSH- supported  training  activities,  such  as  training 
grants : 
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NIOSH  ERC  FUNDING  SUMMARY 
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Extramural  Research 


Mr.  Obey:     Over  the  past  five  years,  the  extramural  research 
budget  has  increased  by  roughly  $524,000.     Can  you  explain  why  it  has 
had  such  a  small  increase? 

Dr.  Roper:     NIOSH 's  total  extramural  research  budget  has,  in 
fact,   increased  by  122%  over  the  past  5  years,  from  $13.2  million  in 
1988  to  $27.3  million  in  1992.     The  Administration  and  the  Congress 
have  been  very  supportive  of  increasing  specific  CDC  disease  and 
injury  prevention  activities  in  response  to  growing  public  health 
challenges  and  opportunities.     The  $524,000,  or    8.4%  growth  over 
this  period  in  the  research  project  grant  component  of  extramural 
research  reflects  NIOSH 's  and  the  Congress'  decision  to  emphasize 
other  research  funding  mechanisms. 


Mr.  Obey:     Please  provide  for  the  record  a  funding  history  of  the 
extramural  research  budget  at  NIOSH  over  the  past  decade  and  a  list 
of  the  approved  but  unfunded  grants  during  this  same  period. 

Dr.  Roper:  The  funding  history  of  the  NIOSH  extramural  research 
program  is  depicted  in  the  following  table.  Also  included  is  a  list 
of  the  grant  titles  that  were  approved  but  unfunded,  by  fiscal  year. 
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Fiscal 
Year 


Budget 
(millions) 


1984 
1985 
1986 
1987 
1988 
1989 
1990 
1991 
1992 


$9.9 
$12.9 
$11.4 
$12.5 
$13.2 
$13.2 
$21.8 
$26.6 
$29.3 


FY84  -  Approved,  Unfunded,  NIOSH  Grant  Applications 


TITLE 


1  Risk  Assessment  for  Exposure  to  Occupational  Carcinogens 

2  Epidemiologic  Study  of  Barite  Miners  and  Millers 

3  Twenty  Year  Mortality  Follow-Up  of  Staveley 

4  An  Engineering  Model  to  Evaluate  Organic  Vapor  Hazards 

5  CNS  Tumors  Among  Aircraft  Manufacturing  Employees 

6  Poison  Center  Resource  for  Occupational  Health  Services 

7  Methylene  Chloride  Cardiovascular  Effects 

8  Identity  and  Mechanism  of  the  Byssinotic  Agent (s) 

9  Cutaneous  Paresthesia  from  Synthetic  Pyrethroids 

10  Fracture  Resistance  Ophthalmic  Lens/Frame  Systems 

11  Effects  of  Occupational  Lead  Exposure  on  Male  Reproduction 

12  Optimal  Design  of  Safety  and  Altering  Systems 

13  Membrane  Chemiluminescence  for  Formaldehyde  Monitoring 

14  A  Fundamental  Study  for  a  Simple  Vapor  Sampler/Analyzer 

15  Measure  of  Work  Performance  Decrement  Due  to  Respirators 

16  Despite  Disability:     Life  Issues  in  Career  Development 

17  Mechanisms  of  Occupational  Neuropathies 

18  Repetitive  Trauma  Disorders  in  Garment  Workers 

19  Passive  Dosimeter  for  Sequential  Steel  Monitoring 

20  Health  and  Occupational  Exposure  to  Anti- Cancer  Drugs 

21  Improvements  of  Respirator  Chemical  Cartridge  Design 

22  Fundamental  Characteristics  of  Composite  Adsorbents 

23  Lung  Cancer  Screening  of  Workers  at  High  Risk 

24  Pathomechanisms  of  Chemically  Induced  Depigmentation 

25  Historical  Prospective  Mortality  Study  of  Taconite  Work 

26  S- Conjugates  of  Halogenated  Olefins:  TOX 

27  Consistency  of  Occupational  Disease  Risk  Estimates 

28  Reproductive  Toxicity  of  Dibromoe thane  and  Ethoxyethene 

29  Behavioral  Effects  of  CO  Exposure,  Heat  Stress  and  Exposure 

30  Blood  Pressure  and  Mental  Health  Among  Prison  Employees 

31  Pathogenesis  of  Vanadium- Induced  Paralysis 

32  Occupational  Exposure  to  Hepatitis  B  Virus 

33  Chloracne :  Mechanisms  of  Pathogenesis 

34  Removal  of  Contaminating  Liquids  from  Surfaces 

35  A  Biodynamic  Study  of  Load  Carrying  on  Unstable  Floors 

36  VDT'S  Electrostatic  Fields  and  Facial  Rashes 

37  Lymphocyte  Subpopulations  in  Bronchial  Asthma 

38  Decision  Analysis  in  Occupational  Health 
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39  Required  COF  as  a  Function  of  Shoe  Design  and  Task  Factors 

40  The  Effect  of  Welding  on  Respiratory  Health 

41  Correlation  of  the  Genotoxicity  and  Metabolism  of  Benzene 

42  Hypertension  on  the  Nephrotoxicity  of  Organic  Solvents 

43  Maternal  and  Paternal  Occupations  and  Pregnancy  Outcome 

44  Workers  Exposed  to  Polycyclic  Aromatic  Hydrocarbons 

45  Occupational  Exposures  and  Urinary  Mutagenic  Activity 

46  Catastrophes  Accidents  and  Control  in  Steel  Industries 

47  An  Investigation  of  Plastic  Handle  Surface  Treatment 

48  Chemical  Interactions  in  a  Respiratory  Cancer  Model 

49  Bronchial  Reactivity  Following  Inhaled  Irritant  Exposure 

50  Heart  Rate  Monitors:     Personal  Protective  Equipment? 

51  Immunologic  Determinants  of  Progression  in  Silicosis 

52  Asbestos  in  Public  Schools:     A  Study  of  Related  Health  Effects 

53  Job  Characteristics  and  Women's  Health 

54  Solvent  Exposures  and  Accidents  Among  Painters 

55  Respirable  Dust  Sampling  Adapter  for  Respirator  Research 

56  Heavy  Metals  and  Eukaryotic  Protein  Synthesis 

57  Urine  Biological  Monitoring  of  Anticancer  Drug  Exposure 

58  Design  Guides  for  Manual  Materials  Carriage  Tasks 

FY85  -  Approved,  Unfunded,  NIOSH  Grant  Applications 

TITLE 

1  Bacterial  Emission  Rate  of  Activated  Sludge  Aeration 

2  Cytochrome  P-450  Induction  by  3,3'  -Dichlorobenzidine 

3  Education  Evaluation  Model  Project 

4  Passive  Dosimeter  for  Sequential  STEL  Monitoring 

5  Epidemiology  of  Noise  Exposure  and  High  Blood  Pressure 

6  CNS  Tumors  Along  Aircraft  Manufacturing  Employees 

7  Spermatogenic  Transfer  of  the  Effects  of  Mutagens 

8  Health  and  Occupational  Exposure  to  Anti- Cancer  Drugs 

9  Occupational  Stress  and  Its  Reduction  in  the  Workplace 

10  Mass  Balance  of  Hazardous  Vapors  in  Laboratory  Buildings 

11  Stress,  Worry,   and  Judgment  of  Occupational  Health  Risk 

12  The  Role  of  Platelets  in  Vibration  White  Finger  Syndrome 

13  Measure  Electrostatis  Charge  on  Aerosol 

14  Physiology  of  Stress  &  Hypertension  in  Bus  Drivers 

15  Visual  Acuity  Impairment  by  Noise  and  Vibration 

16  Air  Curtain  Canopy  Hoods 

17  Use  of  Scientific  Data  in  Occupational  Disease  Case 

18  Compensation  Experience  Among  Asbestos  Factory  Workers 

19  Embryo  Culture/Teratogen  Biotransformation  System 

20  Intermittent  Passive  Motion  in  Flexor  Tendon  Injuries 

21  Urine  Biological  Monitoring  of  Anticancer  Drug  Exposure 

22  Cyanide  Binding  to  Cytochrome  Oxidase 

23  Risk  of  Pathologists  Exposed  to  Formaldehyde 

24  Mechanism  of  Monochloroacetic  Acid  Induced  Toxicity 

25  Innovative  Low  Cost  Seamless  Disposable  Protective  Clothing 

26  Hazardous  Chemicals  and  Liver  Maturation 

27  An  Evaluation  of  Motion  Components  in  Manual  Lifting 

28  In  Vivo/Vitro  Study  of  Feto-Maternal  Biotransformation 

29  Lymphocyte  Subpopulations  in  Bronchial  Asthma 

30  Occupational  Protection  in  Technological  Disasters 

31  Solvent  Exposures  and  Accidents  Among  Painters 

32  New  Bioindicators  of  Exposure  to  Chemical  Mixtures 
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33  Hypertension  in  Busdrivers:  Social  &  Behavioral  Factors 

34  Psychological  Effects  of  Chronic  Exposure  to  Anesthetics 

35  Cancer  Mortality  in  U.S.  Truck  Drivers 

36  Lead  Effects  on  Dopamine  and  Angiotensin  Systems 

37  Bronchial  Challenge  Tests  with  Dusts:  Standardization 

38  Predicting  and  Preventing  Accidents  and  WC  Costs 

39  Pre -Placement  Strength  Testing:     Predictive  Value 

40  Intensive  vs  Spaced  Schedules  of  Training  and  Feedback 

41  Immunomodulatory  Effects  of  Ionizing  Radiation 

42  Development  of  Respirators  for  Occupational  Safety  and  Health 

43  Imaging  of  Occupational  Carpal  Tunnel  Syndrome 

44  Real  Time  Determination  of  Metal  Compounds  in  Aerosols 

45  Industry  and  Regional  Musculoskeletal  Diseases 

46  Occupational  Injury  among  Health  Workers 

47  Realtime  Workplace  Air  Contaminants  Speciation  Quantitation 


FY86  -  Approved,  Unfunded,  NIOSH  Grant  Applications 


TITLE 

1  Evaluation  of  Training  for  Safe  Manual  Handling 

2  Lead  and  Cadmium  Toxicity  Related  to  Industrial  Exposure 

3  Mechanism  of  Occupational  Leukoderma 

4  Stress,   Shiftwork  and  Injuries  Among  Nurses 

5  Psychological  Aspects  of  Wearing  Industrial  Respirators 

6  Development  of  the  Safety  Locus  of  Control  Scale 

7  Lifting  Styles  Influenced  by  Nurse,  Patient,  Environment 

8  Cadmium  and  Metallothionein  during  Lactation 

9  Effects  of  Maternal  Occupation  on  Pregnancy  Outcome 

10  Reach  of  Inlets 

11  A  Followup  Mortality  Analysis  of  a  Waste-Exposed  Cohort 

12  Aerosol  Deposition  and  Clearance  in  Pneumoconioses 

13  Permeability  and  Wear  Resistance  of  Protective  Garments 

14  Preferred  Line  of  Light  and  Head  Posture 

15  Pulmonary  Vascular  Filtration  of  Venous  Gas  Emboli 

16  Drug  Abuse  Problems  in  the  Work  Environment  and  Possible 
Treatments 

17  Mechanism  of  Nitrite  Antagonism  of  Cyanide 

18  Factors  of  Susceptibility  to  Temporary  Hearing  Loss 

19  Modelling  Occupational  Accidents  and  Injuries 

20  Carcinogen  Markers  in  Firefighters 

21  Does  Repetitive  Motion  Cause  Carpal  Tunnel  Syndrome 

22  Organometal  Neurotoxicity  -  A  Model  for  CNS  Toxic  Injury 

23  Effects  of  Respirator  Wear  on  Obstructive  Lung  Disease 

24  Compartmental  dose-response  Relationship  in  Asbestosis 

25  FTIR  Field  Test  for  Hazardous  Waste  Site  Industrial  Hygiene 

26  Halogenated  Hydrocarbon  Toxicity  in  Proximal  Tubules 

27  Environmental  Risk  factors  for  End- Stage  Renal  Disease 

28  Effects  of  Light  on  Induced  Degenerative  Retinopathy 

29  Expert  Systems  in  Occupational  Health 

30  A  Model  and  Tests  for  Prediction  of  Respirator  Service  Life 

31  Host  Susceptibility  Factors  in  Asbestosis 

32  Semiconductor  Gas/Vapor  Sensitive  Speciation/Quantitation 

33  Design  and  Evaluation  of  Manual  Load  Carriage  Tasks 

34  Cigarette  Smoke  and  DNA  Expression  in  Mammalian  Cells 

35  Hepatic  Steatosis  and  Solvents:     A  Case  Control  Study 
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36  Optimal  Microphone  Placement  in  Noise  Dosimetry 

37  Video  Display  Fatigue  and  Spatial  Frequency  Adaptation 

38  Controlling  Exposures  to  MBOCA  via  Innovative  Packaging 

39  Occupational  Neurof ilamentous  Neuropathies 

40  Low-Cost  Personal  Exposure  Monitors  for  Toxic  Agents 

41  Seated  Posture,  Work  and  Muscular  Strain 

42  Indicators  of  Exposure  to  PAH  and  Diesel  Exhaust 

43  The  Effects  of  Amosite  Asbestos  on  Conducting  Airways 

44  Audio  Mechanical  Transducer  Communication  System 

45  Immunotoxicity  of  Organometals 

46  Passive  Film  Monitors  for  Indoor  Air  Quality  Assessment 

47  Building  Block  Approach  for  Modeling  Local  Exhaust  Inlets 

48  Rapid  Determination  of  Microbial  Loads  in  Process  Fluids 

49  Respirator  Wear  at  Altitude 

50  Decisions  to  Avoid  Reproductive  Hazards  in  the  Workplace 

51  Methacholine  Challenge  as  a  Predictor  of  TDI  Asthma 

52  Ocular  Protection  in  Medical/Industrial  Microwave  Use 

53  Workshop:     Management  of  Workers  at  High  Risk 

54  Worker  Participation  in  Controlling  Occupational  CTD 

55  Mechanisms  of  Toxic  Occupational  Neuropathy 

56  Effect  of  Unusual  Work  Schedule  on  Chemical  Toxicity 

57  Fiber  Deposition  in  Human  Upper  Airway  Models 

58  Effect  of  hypertension  on  hepatorenal  toxic,  of  certain  organ 
solvents 

59  Metal  Fume  Fever:     Cadmium  Species  Identification 

60  The  Phototoxicity  of  Polycyclic  Aromatic  Hydrocarbons 

61  Zinc  and  Sulfate  Antagonism  of  Chronic  Cadmium  Toxicity 

62  Studies  on  the  Mechanism  of  CD  2+- Induced  DNA  Damage 

63  An  Animal  Model  for  the  Study  of  Byssinosis 

64  Risk  Factors  for  Occupational  Lip  Cancer  in  Watermen 

65  Determination  of  Vapor  Pressures  of  Dioxins  and  Dibenzofurans 

66  Neurobehavioral  Toxicity  of  Perchloroethylene 

67  Sound  Power  Measurements  of  Industrial  Noise 

68  Carcinogenesis  and  Hematotoxicity  of  Inhaled  Benzene 

69  Blood  Lead  Levels  and  Blood  Pressure  in  Bus  Drivers 

70  Airway  Constriction  by  Plant  Compounds 

71  Investigation  of  Friction  Losses  in  Flexible  Ducts 

72  Railroad  Diesel  Exhaust  Exposure  and  Worker  Mortality 

73  Biomechanical  Effectiveness  of  Back  Support  in  a  Lifting  Act 

74  Chloroethylene- Induced  Pulmonary  Injury 


FY87  -  Approved,  Unfunded,  NIOSH  Grant  Applications 
TITLE 

1  Fatal  and  Nonfatal  Injuries  Among  Kentucky  Farmers 

2  Studies  on  the  Occupational  Hazards  of  Nitrotoluenes 

3  Toxicity  Testing  Using  the  Nematode  Caenorhabditis  Elegans 

4  Measuring  Safety  in  Patient  Lifting 

5  Lung  Dust  Accumulation  Rate  in  Underground  Coal  Workers 

6  Bronchial  Hyperresponsiveness  &  Longitudinal  Decline  in  Lung 
Function 

7  Investigation  of  Friction  Losses  in  Flexible  Ducts 

8  Respirator  Protection  Factors  by  Passive  Sampling 

9  Neurotoxicity  of  Triphenyl  Phosphite  in  the  Hen 

10  Objective  Functional  Approach  to  Disability  Evaluation 
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11  Fail  Safe  Passive  Sampling 

12  Zinc  Antagonism  of  Chronic  Cadmium  Intoxication  and 
Accumulation 

13  Hydrocarbon  Exposure  and  Chronic  Renal  Disease 

14  Transdermal  Barriers  in  Chemical  Penetration 

15  Environmental  Lead,  Hypertension  and  Nephropathy  in  Man 

16  In  Vitro  Analysis  of  PCB  Congeners  and  Dopamine  Metabolism 

17  Work  and  Mortality  Risk  in  the  Framingham  Study 

18  Toxicity  of  Combined  Diesel  Exhaust  and  Ozone 

19  Occupational  Cancer  Surveillance:     New  Approaches 

20  Measurement  of  Ventilation  and  Aerosol  Deposition  in  Humans 

21  A  Personnel  Dosimeter  for  Exposure  to  Ultraviolet  Light 

22  Pulmonary  Surfactant  in  Industrial  Solvent  Injured  Airways 

23  Monitoring  for  Volatile  Organics  in  Human  Breath  by  FTIR 

24  The  Effect  of  Load  History  on  the  Stability  of  Cervical  Spine 

25  A  Carcinogen/Mutagen  Detector  for  HPLC 

26  Human  Effects  of  Stainless  Steel  Welding  Gases 

27  Explosion  Hazards  Related  to  Combustible  Dusts 

28  Cell-Mediated  Immunity  as  Berylliosis  Risk  Factor 

29  Is  Lupus  Erythematosus  Due  to  Environmental  Chemicals 

30  Reproductive  Hazards  of  Dinitrotoluene  and  Toluenediamin 

31  Stress  Factors  and  Occupational  Chemical  Hazards 

32  Cytogenetic  Sty  of  Individuals  at  High  Risk  of  Develop  Lung 
Cancer 

33  Respiratory  Effects  of  Phosgene  Exposure  in  Guinea  Pigs 

34  Genetic  and  Reproductive  Toxicity  of  Glycol  Ethers 

35  A  Model  and  Test  for  Respirator  Service-Life  Prediction 

36  Identification/Quantitation  of  Polymer  Processing  Gas/Vapor 
Hazard  Evaluation 

37  Worker  Capacities  for  Manual  Materials  Carriage  Tasks 


FY88  -  Approved,  Unfunded,  NIOSH  Grant  Applications 
TITLE 

1  Mechanisms  of  Occupational  Distal  Axonopathy 

2  Collection  Efficiencies  of  Total  Dust  Sampling  Cassettes 

3  Energy  Cost  of  Stair  Climbing 

4  Hydrocarbon  Exposure  and  Chronic  Renal  Disease 

5  Occupational  and  Industrial  Cancer  Mortality  in  Ohio 

6  Grease  Burn  Injury  in  Food  Service  Workers 

7  Antagonism  of  Organophosphorus  Intoxication 

8  Human  Effects  of  Stainless  Steel  Welding  Gases 

9  Protein  Adducts  of  Two  Chloropropanes 

10  Use  of  Ultra  Sound  to  Predict  Low  Back  Problems 

11  Neuroanatomical  Areas  of  Effect  for  Carbon  Disulfide 

12  Effect  of  Exposure  Intensity  &  Duration  in  Asbestos-Related 
Mortality 

13  An  Integrated  Safety  System  for  Robots 

14  Physical  Fitness  Mitigation  of  Occupational  Accidents 

15  Moderators  of  Stress -Illness  Relation  of  Women  LPN/SW's 

16  Phosgene  Production  in  Arc -Welding 

17  Visual  Accommodation  in  Microscope  Work 

18  Field  Performance  of  Respirators 

19  Damage  Risk  Criteria  for  Hearing  Underwater 

20  Electronic  Performance  Monitoring  &  Employee  Health 
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21  Automated  Functional  Tests  for  Carpal  Tunnel  Syndrome 

22  Turbulent  Diffusion  and  Hood  Performance 

23  Bioaerosol  Sampling  in  Animal  Confinement  Buildings 

24  Personal  Computer  Based  Agricultural  Accident  Data  Collection 
System 

25  Urinary  Metallothionein  Detector  of  Cadmium  Body  Burdens 
FY89  -  Approved,  Unfunded,  NIOSH  Grant  Applications 

TITLE 

1  Pulmonary  Toxicity  of  the  Semiconductor,  Gallium  Arsenide 

2  Prevalence  of  Insomnia,  Smoking,  and  Arthritis  Among  Workers 

3  Defining  Mgmt  Factors  in  Prevention  of  Occupational  Injuries 

4  Musculoskeletal  Disorders  Among  Grocery  Checkers 

5  Estimating  Occupational  Exposure  through  Breath  Monitoring 

6  New  Model  for  Industrial  Back  Pain/Injury  Prevention 

7  Aerosol  Properties  of  Organic  Dust  Components 

8  Biologic  Monitoring/Risk  Assessment  in  an  Exposed  Cohort 

9  Occupational  Absences,  Job  Earnings,  and  Hypertension 

10  Occupational  Stress  Among  Gulf  Coast  Shrimp  Fishermen 

11  Carpal  Tunnel /Overuse  Syndromes  and  College  Signers 

12  Airborne  Asbestos  Analysis  Using  FTIR  Spectroscopy 

13  Near  Real-Time  Determination  of  Metals  in  Aerosols 

14  An  Evaluation  of  Commercially  Available  Knife  Handles 

15  Expert  Systems  for  I.H.  Air  Monitoring  Using  Infrared 

16  Lifting,  Posture,   and  Low  Back  Management 

17  Altered  Menstruation- Sentinels  of  Reproductive  Hazards 

18  A  Dichotomous  Sampler  for  Diisocryanate  Aerosol  &  Vapor 

19  Safety  Education  and  Injury  Control  on  Dairy  Farms 

20  Eval  of  Respirators  for  Asbestos  and  Man-made  Fiber  Aerosols 

21  Spontaneous  Abortion  Among  Dental  Assistants 

22  Fatigue  and  Aging  of  Resinoid-Bonded  Grinding  wheels 

23  New  2 -Spectrum  Imaging  of  Occupational  Skin  Lesions 

24  A  Computer -Based  Work  Practice  Model  for  Workers 

25  Develop  New  Techniques  to  Sample  Gas -Phase  &  Particulate 
Phase -PAH 

26  Regulations  of  Fibrogenesis  in  Human  Asbestosis 

27  Theoretical  Model:     Pollutant  Breakthrough  on  Sorbents 

28  Ventilation  for  Work  in  Confined  Spaces 

29  Environmental  &  Respiratory  Hazard  in  Confinement  Barns 

30  Turbulent  Diffusion  and  Hood  Performance 

31  Prevalence  Study  of  Salt  Pan  Keratitis  in  Southern  India 

32  Pulmonary  Deposition  and  Clearance  of  MMMF 

33  Occupational  Hazards,  Job  Characteristics,   and  Alcohol  Use 

34  Stress  Effects  of  Human- Computer  Interactions 

35  Occupation  Time  Orientation  Taxonomy 

36  Lactate  Threshold  &  Maximum  Acceptable  Lifting  Capacity 

37  Working  Level  Dosimeter  For  Radon  Progeny  in  Indoor  Air 
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FY90  -  Approved,  Unfunded,  NIOSH  Grant  Applications 
TITLE 

1  Worker  Risk  and  Coarse  Aerosol  Dosimetry 

2  Genotoxic  Exposure  Assessment  In  Working  Populations 

3  Health  Surveillance  For  Neurodegenerative  Disease 

4  Fibrogenic  Potential  of  Olivine  as  a  Sand  Substitute 

5  Interactions  Between  Industrial  Noise  and  Inhalants 

6  Prevention  Intervention  of  Injuries  in  Orchestral  Musicians 

7  A  Petroleum  Solvent  Mortality  Study  of  Dry  Cleaner 

8  Dermal  Penetration  Assessment  By  Strateum  Corneum  Levels 

9  Characterization  of  Postural  &  Repetitive  Stress 

10  Thermal  Discomfort  of  Respiratory  Protective  Devices 

11  Effect  of  Exercising  On  Back  Strength  of  Firefighters 

12  Occupational  Toxic  Hepatitis:     A  Case  Control  Study 

13  Genotoxic  Exposure  Assessment  in  Working  Populations 

14  Clinical  Measurement  of  Skeletal  Muscle  Fatigue 

15  Power/Impedance  Model  for  Existing  Ventilation  Systems 

16  Hair  Analysis  for  Monitoring  Exposure  to  Pesticides 

17  Molecular  Biology  of  Asbestosis 

18  Lasting  Effects  of  Chronic  Solvent  Exposure  on  Attention 

19  New  In-Facepiece  Sampling  Procedures  for  Fit  Testing 

20  Study  of  Subfertility  in  the  Semiconductor  Industry 

21  Occupational  Neuropathies  Due  to  Industrial  Chemicals 

22  The  Effects  of  Impulse  Noise  on  the  Auditory  System 

23  Quantitation  of  Lung  Injury  by  Computer -Aided  Microscopy 

24  Environmental  Toxicity  of  Isocyanates 

25  Theoretical  Model:     Pollutant  Breakthrough  on  Sorbents 

26  Artificial  Intelligence  Occupational  History  System 

27  Lung  Disease  in  Chinese  Textile  Workers 

28  Industrial  Hearing  Loss:     Non- Industrial  Factors 

29  Neurovascular  Effects  of  Hand  Arm  Vibration 

30  Occupational  Health  and  Safety  Services  for  Farm  Families 

31  Predictive  Factors  for  Low  Back  Pain  and  Disability 

32  Simulation-Based  Intelligent  Safety  Training  System 

33  Construction  Accident  Analysis 

34  Container/Hand  Interfaces  in  Holding  &  Carrying  Tasks 

35  Bright  Light  Treatment  of  Shift  Work  Phase  Disturbance 

36  Antineoplastic  Drugs:  Reproductive  and  Cancer  Risks 

37  Implications  of  X-ray  Variability  in  Asbestos  Surveys 

38  Validity  of  Computerized  Tests  in  Occupational  Settings 

39  Reproductive  Risk  to  Female  Shiftworkers 

40  Chronic  Organophosphate  Exposure:  Neurobehavioral  Effects 

41  Containment/Disposable  Glove  Bag  for  Protein  Iodination 

42  A  New  Method  to  Predict  Hazardous  Chemical  Concentration 

43  Full  Circle  Ergonomic  Auxiliary  Tool  Handle 

44  A  Safety  Shut  Off  Valve  for  Heating  Systems 

45  Hand  Held  Tools  for  Occupational  Safety  and  Health 

46  Mechanisms  of  Asbestos -Induced  Alveolar  Cell  Injury 

47  Respirator  Tolerance 

48  Peripheral  Markers  of  Styrene  Toxicity 

49  Chloracne:     Topical  vs  Systemic  Exposures  to  a  Chloracneigen 

50  Occupational  Dermal  Exposure;  Prediction/Risk  Assessment 

51  Cardiovascular  Health  and  the  Occupational  Environment 

52  Respirator  Cartridge  Breakthrough  of  Binary  Mixtures 

53  Microsensor  For  CPA  Permeation  Detection 

54  Unexpected  Trunk  Loading  After  Seated  Lateral  Vibration 
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55  Cumulative  Trauma  Disorders  in  the  Elderly 

56  Improving  Functional  Status  in  Occupational  Dermatitis 

57  Task  Performance  During  Exposure  to  Intermittent  Odors 

58  Sentence  Stress  Pattern  &  Work  Identification 

59  Machine  Learning  for  Analysis  of  Workplace  Injury  Data 

60  Agricultural  Respiratory  Hazards  in  Livestock  Markets 

61  Investigation  of  Carpal  Tunnel  Syndrome  Etiology 

62  Irritant -Induced  Occupational  Airways  Disease 

63  Demonstration  Grants:     Occupational  Safety  &  Health 

FY91  -  Approved,  Unfunded,  NIOSH  Grant  Applications 
TITLE 

1  Power/Impedance  Model  for  Existing  Ventilation  Systems 

2  A  Parametric  Study  of  Coordination  of  Squat  Lifting 

3  Theoretical  Model:  Pollutant  Breakthrough  on  Sorbents 

4  Respiratory  &  Thermal  Physiology  of  Face  Masks 

5  Neurologic  &  Neurovascular  Effects  of  Hand-Arm  Vibration 

6  Bright  Light  Treatment  of  Shift  Work  Phase  Disturbance 

7  Stability  Monitoring  of  Agricultural  Tractors 

8  Intra- Carpal  Canal  Pressure,  Hand  Force,  Posture  &  Wk 
Activities 

9  Reducing  Back  Stresses  to  Hospital  Nursing  Personnel 

10  Occupational  Exposure  to  Blood  via  Aerosols 

11  Biological  Markers  of  Occupational  Exposure  to  Inorganic  Fibers 

12  Preventing  Workers'  Exposure  to  Blood-Borne  Diseases 

13  Heliox  Unloading  on  Resistive  Breathing  During  Exercise 

14  Vibration  &  Impulse  Sound  In  Utero 

15  Work/Recovery  Schedules  Designed  to  Reduce  Injury  Incidence 

16  Aluminum  Permeation  through  the  Blood  Brain  Barrier 

17  Mechanism  of  Carcinogenicity  of  Cr(VI)  Containing  Minerals 

18  Exposure  to  Lead  and  Silica  in  Fire  Assay  Laboratories 

19  New  In-Facepiece  Sampling  Procedures  for  Fit  Testing 

20  Active  Microbreaks  Effects  on  Injury  Control 

21  Occupational  Risks  of  Pesticide  Exposure  For  Females 

22  Respirator  Tolerance 

23  Stress  Effects  of  Human- Computer  Interactions 

24  Industrial  Hearing  Loss:     Non- Industrial  Factors 

25  Chronic  Organophosphate  Exposure:  Neurobehavioral  Effect 

26  A  Safety  Shut  Off  Valve  For  Heating  Systems 

27  Vibration  Damped  Chipping  Hammer  to  Help  Reduce 

28  Epidemiologic  Methods  for  Environmental  Lung  Disease 

29  Effect  of  Temperature  on  Permeation  of  CPA 

30  Respirator  Protection  Factors  by  Breath  Analysis 

31  Knowledge  Acquisition  from  Construction  Accident  Data 

32  Smoking,  Occupation,   and  Work  Disability  in  Asthma 

33  Cumulative  Trauma:     Measurement  Validity  &  Mechanisms 

34  Biomarkers  for  Environmental  and  Occupational  Exposure 

35  Surveillance  System  for  Adverse  Reproductive  Outcomes 

36  Stress  &  Strain  Among  Health  Care  Professionals 

37  Mutagenicity  of  Wood  Dusts 

38  A  Proposed  Integrated  Safety  &  Manufacturing  System 

39  Electronic  Performance  Monitoring,  Job  Design,  &  Stress 

40  Develop  Electronic  Test  Set  To  Meet  29  CFR. 1910. 217 

41  Reduction  in  Occupational  Injury  Deaths  in  Rural  Colorado 
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42  Silicosis  &  Pulmonary  Cancer -Competitive  Renewal 

43  A  Study  of  Construction  Accident  Prediction  Models 

44  Chloracne : Topical  vs  Systemic  Exposure  to  Chloracnegen 

45  Intra-Carpal  Canal  Press,  Hand  Force,  Posture  &  Work  Activities 

46  Development  of  a  Real  Time,  Continuous  Isocyanates 

47  Effect  of  Wearing  Respirators  on  Workers'  Productivity 

48  New  Generation  of  Voltammetry  for  Heavy  Metal  Speciation 

49  Evaluation  of  Respiratory  Filters  for  Asbestos  Fibers 

50  Occupational  Exposure  &  Infidelity  of  DNA  Repair 
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Building  Construction 


Mr.  Roybal:     Congress  has  authorized  the  design  of  a  laboratory 
and  an  office  building  for  CDC  in  Atlanta,  Georgia.     Does  the 
President's  FY  1993  request  include  funding  for  the  construction  of 
these  buildings? 

Dr.  Roper:     The  FY  1993  President's  budget  does  not  include 
funding  for  the  construction  of  these  buildings.     Emphasis  for 
funding  increases  in  the  FY  1993  budget  was  placed  on  expanding 
prevention  services,  such  as  immunization,  breast  and  cervical 
cancer  prevention,  TB  control,  childhood  lead  poisoning  prevention, 
HIV/AIDS  education  and  smoking  prevention. 


Mr.  Roybal:     CDC  has  grown  in  the  last  several  years;  apparently 
the  new  employees  have  been  housed  in  rented  space.     How  many 
locations  does  CDC  have  in  Atlanta? 

Dr.  Roper:     CDC  currently  has  six  locations  in  Atlanta,  in 
addition  to  three  owned  campuses. 


Mr.  Roybal:  Wouldn't  it  be  more  efficient  to  conduct  activities 
if  the  offices  were  centralized? 

Dr.  Roper:     It  might  be  more  efficient  to  conduct  activities  if 
the  offices  were  centralized.     Although  it  is  not  our  intention  to 
consolidate  all  of  our  Atlanta  offices  into  one  location,  we  have 
had  the  goal,   for  financial  and  efficiency  reasons,  of  at  least 
consolidating  our  current  leased  spaces  in  the  Atlanta  area. 
However,  the  pace  of  our  growth  has  outpaced  our  ability  to  build 
space. 


Mr.  Roybal:     Will  the  previously  authorized  laboratory  and 
office  building  solve  the  current  space  problems? 

Dr.  Roper:     Our  rate  of  growth  has  been  so  rapid  in  recent  years 
that  it  has  exceeded  our  most  recent  long-range  facilities  plan. 
The  laboratory  and  office  building  for  which  design  authority  was 
received  in  FY  1991  and  FY  1992  respectively  will  not  solve  the 
current  space  problems.     The  laboratory  will  only  replace  the  labs 
that  are  now  located  in  buildings  5,   7,  and  9.     The  office 
building,   if  completed  today,  would  accommodate  about  one-half 
(1,200)  of  the  approximately  2,400  employees  now  located  in  rental 
space. 
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Mr.  Roybal :     Does  the  CDC  have  sufficient  land  to  consolidate 
its  activities  at  the  Clifton  Road  site  in  Atlanta? 

Dr.  Roper:     CDC  has  approximately  17  acres  at  the  Clifton  Road 
campus;  with  the  office  and  laboratory  building  for  which  design  was 
authorized  in  FY  1991  and  FY  1992    respectively,  the  campus  will  be 
at  saturation. 


Mr.  Roybal:     Please  provide  for  the  record  a  list  of  the 
various  locations  rented  by  CDC  in  Atlanta  and  the  rental  costs. 

Dr.  Roper:  The  following  is  a  list  of  the  various  locations 
rented  by  CDC  in  the  Atlanta  area  and  the  annual  rental  costs: 


Annual 

AREA 

SO  FT 

AMOUNT 

Buckhead 

30,598 

$509,640 

Exec  Park 

171,356 

1,928,900 

Freeway 

93,993 

1,227,536 

Koger  Ctr. 

120,671 

2,154,620 

Warehouse , 

Management  Analysis 

26,045 

130,192 

Warehouse , 

Management  Analysis 

64.540 

359.052 

TOTAL 

507,203 

$6,309,940 

Injuries  -  NIOSH 


Mr.  Roybal:     There  are  at  least  22,000  reported  disabling  on- 
the  job  injuries  in  California  agriculture  every  year.  Nationwide 
estimates  on  agriculturally-related  injuries  on  the  farm  are 
undercounted  because  Bureau  of  Labor  Statistics  (BLS)  figures  do  not 
include  farmers  with  fewer  than  11  employees.     Despite  this  obvious 
undercount,  BLS  estimates  there  will  be  up  to  99,000  injuries 
annually.     What  is  NIOSH  doing  to  reduce  the  number  of  injuries? 

Dr.  Roper:      NIOSH  is  funding  four  cooperative  agreements  in 
agriculture  in  the  State  of  California  that  address  the 
identification  and  prevention  of  occupational  injuries  among 
farmworkers  and  their  families.     A  brief  summary  of  each  of  these 
projects  is  described  below: 

1.        Farm  Family  Health  and  Hazard  Survey  -  NIOSH  provided  the 
California  Public  Health  Foundation  with  $198,232  in  FY  1990  and 
$286,625  in  FY  1991  to  develop  surveys  to  document  the  health  status 
and  work- related  risk  factors  of  agricultural  workers  and  their 
families.     Health  conditions  or  diseases  being  surveyed  include: 
injuries,  musculoskeletal  conditions,  acute  and  chronic  respiratory 
conditions,  hearing  loss,  dermatologic  conditions,  mental  health, 
neurotoxic  effects,  cancer,  pesticide  application  practices  and 
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exposures.     Farm  workers  will  be  interviewed  by  bilingual,  bi- 
cultural  staff  who  will  provide  health  information  to  participants 
farm  workers  and  provide  referrals  to  other  bilingual  health  and 
safety  resources .     The  findings  from  this  survey  will  enable  NIOSH 
to  identify  the  most  important  causes  of  injury  to  agricultural 
workers  and  target  prevention  efforts  accordingly. 

2.  Occupational  Health  and  Safety  Surveillance  Through  Health 
Departments  and  Nurses  in  Agricultural  Communities  -  In  FY  1990  the 
California  Public  Health  Foundation  received  $212,445  and  in  FY 
1991  received  $223,901  to  conduct  surveillance  of  agriculture- 
related  injuries  through  nurses  in  agricultural  communities.  The 
project  identifies  cases  of  sentinel  events  of  non- fatal  injuries 
to  farm  workers ,  conducts  selected  follow-up  investigations  and,  in 
conjunction  with  employers,  farm  workers  and  other  resources,  uses 
information  obtained  to  design  strategies  to  prevent  subsequent 
injuries.     For  example,  through  the  California  Highway  Patrol,  the 
nurses  identified  fifteen  fatalities  in  three  single-vehicle 
highway  crashes,  all  involving  Hispanic  farmworkers  in  transit  in 
older  vehicles  and  unprotected  by  seatbelt  use.     Project  personnel 
are  working  with  the  Highway  Patrol  to  develop  appropriate 
interventions,  especially  encouraging  seatbelt  use  among  migrant 
workers . 

3.  Centers  for  Agricultural  Research,  Education  and  Disease  and 
Injury  Prevention  -     NIOSH  provided  $800,000  in  FY  1990  and 
$880,000  in  FY  1991  to  the  University  of  California  at  Davis  for 
conducting  research,  education,  and  disease  and  injury  prevention 
for  agricultural  workers  and  their  families,  graduate  and 
professional  students,  health  care  professionals,   and  extension  and 
outreach  personnel.     Some  preliminary  accomplishments  of  this 
program  include: 

o  Devising  a  safer  type  of  ladder  for  use  in  citrus  groves  to 

prevent  injuries  from  falling.     Weights  were  added  to  the 
bases  of  ladders  to  lower  the  center  of  gravity  and 
counterbalance  weight  of  workers;  electrical  insulators  were 
inserted  into  the  ladders  to  protect  workers  from 
electrocution  should  the  ladders  contact  overhead  wires. 

o  Development  of  prevention  research  on  issues  affecting 

migrant  and  contract  laborers,  addressing  such  problems  as 
musculoskeletal  injuries  in  fruit  and  vegetable  work  and 
studies  of  pesticides  including  exposures  in  the  family  areas 
of  the  farm  (e.g.,  housing). 

o  Establishment  of  "AgSafe,"  a  coalition  of  groups  and 

organizations  dedicated  to  the  reduction  of  injuries, 
illness,   and  fatalities  among  farm  families  and  workers. 

o  Establishment  of  a  California  chapter  of  Farm  Safety  4 

"JUST  KIDS",   a  grass-roots  organization  dedicated  to  reducing 
the  number  of  injuries  and  fatalities  among  farmers,  farm 
workers,   and  their  families. 
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4.        Agricultural  Health  Promotion  Systems    NIOSH  funded  the 
University  of  California  at  Davis  $114,500  in  FY  1990  and  $152,907 
in  FY  1991  to  develop  a  program  utilizing  existing  networks  between 
land  grant  university  Cooperative  Extension  Services  (CES)  and 
agricultural  workers .     The  goals  of  the  program  are  to  develop  and 
disseminate  to  agricultural  workers  information  on  preventing 
injuries  and  illnesses;  promote  safety  and  health  issues  among 
management  of  agricultural  operations ;  and  introduce  illness  and 
injury  prevention  components  into  continuing  education  and 
agricultural  college  curricula. 

Three  community-based  agricultural  health  and  safety 
intervention  and  educational  programs  have  been  established,  one 
each  in  San  Joaquin,  Monterey,  and  Fresno  counties.  Activities 
include  training  to  be  conducted  at  worksites  to  demonstrate  safe 
working  procedures  for  working  with  machinery,  disposing  of 
pesticide  containers,  selection,  use,  and  care  of  protective 
clothing,  and  worker  rights  and  responsibilities;  development  of 
public  service  announcements  on  various  agricultural  safety  and 
health  issues  to  be  aired  over  local  Spanish- language  television; 
preparing  articles  on  agricultural  safety  for  dissemination  in 
English  and  Spanish  newspapers  and  journals;  and  developing  a 
theater  piece  about  agricultural  injuries  to  be  performed  at  public 
events . 


Bilingual  Staff 


Mr.  Roybal:     About  1.2  million  persons  are  hired  to  do  farm 
work  in  California  each  year.     More  than  95  percent  of  these 
persons  were  born  in  Mexico  or  Central  America.     How  many  NIOSH 
staff  in  California  are  able  to  speak  Spanish  and  communicate  with 
this  labor  force? 

Dr.  Roper:     NIOSH  does  not  have  employees  in  California. 
However,  of  the  five  cooperative  agreements  funded  by  NIOSH,   two  of 
the  staff  are  bicultural  and  bilingual,  and  three  are  able  to 
communicate  in  Spanish.     In  addition,  all  five  of  these  cooperative 
agreements  are  developing  programs  that  are  accessible  to  Hispanic 
workers.     Some  examples  are  discussed  below: 

The  NIOSH  Sentinel  Event  Notification  System  for  Occupational 
Risks  (SENSOR)  project  in  California  commissioned  an  Hispanic  song 
writer  to  write  a  corrido  about  pesticide  illness  for  use  on 
Spanish  speaking  media,  primarily  radio.     SENSOR  also  did  a  series 
of  talk  shows  that  were  broadcasted  on  Radio  Bilingue  on 
pesticides,  and  developed  and  distributed  another  tape  with 
information  about  pesticide  illness  for  Spanish  radio  stations. 
The  Agricultural  Health  Promotion  Systems  are  developing  a  series 
of  radio  talk  shows  and  public  service  announcements  to  promote 
agricultural  safety  and  health  for  both  Spanish  and  English  radio, 
and  articles  on  the  same  topic  will  be  disseminated  in  English  and 
Spanish  newspapers  and  journals. 
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In  addition,  NIOSH  hired  a  Spanish- speaking  staff  person  to 
assist  in  conducting  a  study  of  long-term  effects  of  organic 
pesticide  poisoning  in  California.     Interviews  and  medical 
examinations  are  conducted  in  either  Spanish  or  English. 
Approximately  one  third  of  the  study  participants  are  Spanish- 
speaking. 


Occupational  Pesticide  Injuries 


Mr.  Roybal:     On  average,  there  are  about  1,500  reported 
occupational  pesticide  injuries  in  California  each  year.     What  is 
NIOSH  doing  to  make  the  fields  safe  for  workers  who  are  exposed  to 
these  deadly  chemicals? 

Dr.  Roper:     NIOSH  has  been  involved  in  reducing  worker 
exposure  to  pesticides  since  1978,  when  the  Institute  identified 
cases  where  exposure  to  dibromochloropropane  (DBCP)  among  pineapple 
fumigators  resulted  in  low  sperm  counts  and  infertility  in  males. 
As  a  result  of  the  NIOSH  investigation,  DBCP  was  banned.     Since  FY 
1987,  NIOSH  has  provided  $1.2  million  for  a  Sentinel  Event 
Notification  System  (SENSOR)  program  in  California  to  collect 
information  and  develop  interventions  for  pesticide  illness. 
California  SENSOR  has  investigated  approximately  200  cases  of 
pesticide  illness  reported  by  local  health  providers,  and  followed 
up  selected  cases  with  interviews  to  cases,  co-workers,  and 
employers,   and  visits  to  worksites  to  identify  risk  factors  and 
make  site-specific  recommendations  for  reducing  hazards.  Hazards 
identified  during  these  visits  include  inadequate  pesticide  safety 
training,   lack  of  prompt  transport  of  symptomatic  workers  to 
medical  treatment,   lax  supervision,   engineering  flaws  in  aerial 
application  equipment,   inadequate  personal  protective  clothing  and 
equipment,   and  inadequate  or  ill-fitting  respirators.     SENSOR  staff 
developed  recommendations  to  correct  these  problems,  and  will 
conduct  followup  visits  at  selected  sites  to  determine  whether 
their  recommendations  were  implemented. 

As  an  additional  component  of  the  investigations  at 
worksites,   SENSOR  staff  invited  university-based  integrated  pest 
management  experts  to  consult  with  growers  and  their  pest  control 
advisors  about  their  needs,  use,   and  understanding  of  pest  control 
products  and  to  foster  an  awareness  that  worker  health  should  be 
considered  when  purchasing  and  applying  pesticides.     In  several 
cases,   the  consultants  found  that  workers  had  become  ill  from 
unnecessary  or  inappropriate  applications  of  pesticides. 

To  increase  awareness  of  the  availability  of  alternative  pest 
control  for  growing  grapes,   tree  fruits,   and  nuts,  California 
SENSOR  is  holding  a  conference  titled  "Protecting  Crops,  Protecting 
Workers:   Pest  Control  Without  Parathion."     The  Environmental 
Protection  Agency  (EPA)  has  banned  use  of  parathion  because  of  its 
adverse  health  effects  on  workers,  however  equally  toxic  pesticides 
are  still  available  on  the  market.     Workers  can  be  protected  by 
using  other  methods  of  pest  control,   such  as  spraying  fields  with 
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soap  and  water  instead  of  insecticides.  SENSOR  is  also  preparing  a 
videotape  for  growers  about  integrated  pest  management. 

In  addition  to  the  SENSOR  project,  NIOSH  is  conducting 
research  on  the  long-term  effects  of  organic  pesticide  poisoning  in 
California.     This  is  a  collaborative  project  with  the  California 
Department  of  Health  Services  and  the  California  Environmental 
Protection  Agency  (EPA)  to  determine  whether  men  who  had 
experienced 

acute  poisoning  by  organophosphate  pesticides  have  any  measurable 
long-term  nervous  system  damage.     NIOSH  is  testing  approximately 
125  men  poisoned  from  1982-1990,  as  well  as  a  comparison  group  of 
men  who  were  not  poisoned,  with  a  comprehensive  battery  of  tests  of 
the  central  and  peripheral  nervous  system.     Results  should  be 
available  in  1993.     In  a  related  project,  NIOSH  is  providing 
technical  assistance  to  the  California  EPA  to  study  methods  for 
measuring  organophosphate  pesticide  exposure  in  f ieldworkers .  The 
methods  include  a  lab  and  field  measurement  of  red  blood  cell 
cholinesterase ,   lab  measurement  of  urinary  phosphates,  measurement 
of  residue  of  pesticides  on  leaves,  and  measurement  of  pesticide  on 
clothing  and  skin.     Results  of  these  measurements  will  be  available 
in  1992. 

Last,  through  funding  provided  to  the  American  Association  of 
Firefighters,  California  forestry  personnel  will  be  trained  in  safe 
procedures  for  responding  to  pesticide  spills.     NIOSH  became  aware 
of  the  need  for  this  type  of  training  after  conducting  a  Health 
Hazard  Evaluation  of  a  group  of  approximately  400  California 
forestry  personnel  involved  in  cleaning  up  a  tankload  of  pesticides 
that  had  spilled  into  a  lake.     During  the  evaluation,  NIOSH  found 
that  the  workers  had  never  received  any  training  in  how  to  respond 
to  hazardous  materials  spills  or  fires. 


Worker  Compensation  Costs 


Mr.  Roybal :     California  agricultural  employers  often  pay 
annual  workers  compensation  insurance  premiums  of  25  percent  of 
their  wage  bill.     What  is  NIOSH  doing  to  reduce  the  number  of 
injuries  and  thereby  help  employers  lower  their  workers 
compensation  insurance  costs? 

Dr.  Roper:      The  most  effective  means  of  reducing  worker 
compensation  costs  is  to  prevent  worker  injuries  from  occurring. 
As  discussed  above,  NIOSH  is  funding  four  cooperative  agreements  in 
agriculture  in  the  State  of  California  that  address  the 
identification  and  prevention  of  occupational  injuries  among 
farmworkers  and  their  families.     In  addition,  pesticide  poisoning 
is  one  of  the  conditions  reported  in  the  Sentinel  Event 
Notification  System  for  Occupational  Risks  (SENSOR)  in  California. 
This  is  a  surveillance  system  for  acute  adverse  effects  of 
pesticide  exposure  based  on  health  care  provider  reporting  to  the 
California  Department  of  Health  Services,  with  follow-up  worker 
interviews,  worksite  visits,  and  educational  outreach.  Total 
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funding  provided  by  NIOSH  for  the  SENSOR  program  is  $1.2  million. 
Since  1988,  staff  have  investigated  more  than  200  cases  of  reported 
pesticide  poisonings,   and  provided  recommendations  for  preventing 
additional  cases. 


Hispanic  Outreach  Plan 


Mr.  Roybal:     On  April  11,  1991,  I  wrote  a  letter  to  the  CDC 
on  the  importance  of  moving  forward  on  a  multi- faceted  Hispanic 
outreach  plan  to  address  the  urgent  public  health  problems.  Please 
share  with  the  Committee  the  actions  CDC  has  taken  to  organize  and 
implement  a  broad-based  outreach  effort  (as  outlined  in  the  letter) 
in  FY  92  and  FY  93? 

Dr.  Roper:     CDC  has  number  of  broad-based  outreach  efforts 
addressing  urgent  public  health  problems  in  the  Hispanic  community, 
some  examples  include: 

o  The  Division  of  Immunization  is  currently  working  with 

National  Hispanic  groups  (e.g.,  COSSMHO,  La  Raza)   in  the 
Immunization  Education  and  Action  Committee  of  the  Healthy 
Mothers,  Healthy  Babies  Coalition  to  develop  culturally 
appropriate  immunization  information  and  education  materials. 
The  Division  plans  on  contracting  with  Hispanic  Designers, 
Inc.   to  develop  immunization-related  public  service 
announcements  directed  at  the  Hispanic  community.     Also,  a 
number  of  our  demonstration  projects  to  determine  the  most 
feasible  and  effective  means  of  raising  immunization  levels 
are  located  in  areas  with  large  Hispanic  populations. 

o  In  a  research  project  supported  by  CDC  and  University  of 

California,   Irvine  is  to  identify  risk  factors  for  pedestrian 
injury  among  Hispanic  children.     The  study  will  compare  the 
incidence  and  causes  of  severe  injury  between  Hispanic  and 
non-Hispanic  children  less  than  15  years  of  age  who  are 
residents  of  Santa  Ana,  California. 

o  CDC  plans  to  fund  tuberculosis  screening  and  preventive 

therapy  demonstration  projects  in  2  -  3  areas  designed  to 
address  the  serious  problem  of  TB  in  the  inner  city  in  racial 
and  ethnic  minority  populations,   including  hispanic 
communities . 

o  In  FY  93,   the  CDC  plans  to  issue  a  cooperative  agreement  to 

an  organization  or  academic  institution  to  identify  and 
recruit  professionals  interested  in  establishing  a  national 
Hispanic  breast  and  cervical  cancer  control  coalition. 


Mr.  Roybal:     What  budget  resources  are  being  allocated  for 
this  purpose  in  FY  1993? 
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Dr.  Roper:     CDC  is  currently  in  the  process  of  developing 
broad-based  outreach  in  the  Hispanic  community  designed  to  raise 
immunization  levels.     Estimates  for  FY  1993  funding  will  be  more 
precise  after  the  competitive  process  for  FY  1992  is  completed. 
The  $46  million  for  infrastructure  appropriated  by  the  Committee 
will  be  directed  at  improving  the  immunization  levels  of  hard-to- 
reach  2  year  old  children  including  Hispanics . 

The  tuberculosis  demonstration  project  to  address  TB  in  inner  city 
minority  populations  will  be  funded  at  approximately  $1  million  in 
FY  1992.  The  President's  FY  1993  budget  request  includes  the  same 
amount . 

Exact  funding  levels  for  other  projects  will  be  determined  after 
the  FY  1993  appropriation. 


Latina  Leaders 


Mr.  Roybal:     The  Centers  for  Disease  Control,  working  through 
a  nonprofit  Hispanic  communications  organization,  established  a 
Latina  education  leadership  network  in  1989  to  bring  together 
Hispanic  women  throughout  the  country  to  work  on  urgent  public 
health  matters  such  as  the  HIV/AIDS  problem.     Please  provide  an 
outline  of  the  accomplishments  of  this  program. 

Dr.  Roper:      Hispanic  Designers,  Inc.   (HDI) ,  is  funded  under 
The  Centers  for  Disease  Control's  (CDC)  National  and  Regional 
Minority  Organizations  HIV  Prevention  Grant  Program.     A  major  focus 
of  its  efforts,  particularly  in  the  last  several  years,  has  been  on 
reaching  Hispanic  women. 

HDI  has  produced  a  number  of  public  service  announcements 
which  have  received  wide  play  on  Spanish- language  television  and  in 
Spanish- language  movie  theaters. 

HDI  also  established  an  Education  Leadership  Council  bringing 
together  Hispanic  women  leaders  from  throughout  the  country  to 
develop  the  Latina  AIDS  Action  Plan  and  Resource  Guide  to  help 
educate  and  protect  Hispanic  women  from  HIV  infection.  With 
additional  support  from  CDC,   the  Action  Plan  is  being  disseminated 
to  agencies  and  community-based  organizations  and  implemented 
throughout  the  United  States.     This  is  one  of  the  outcomes  from  the 
initial  1989  television  conference  training  for  Hispanic  community 
leaders,   sponsored  by  CDC  in  association  with  the  National 
Leadership  Coalition  on  AIDS  Chicano  Studies  Department. 


Mr.  Roybal:     What  are  the  FY93  initiatives  designed  to  ensure 
effective  involvement  of  Latina  women  in  HIV/AIDS  prevention, 
education  and  intervention? 
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Dr.  Roper:      The  CDC  will  be  working  closely  with  HDI  and 
other  Hispanic  organizations  and  leaders  involved  in  making  the 
Latina  AIDS  Action  Plan  a  reality.     This  will  be  accomplished 
through  a  series  of  six  regional  training  workshops  throughout  the 
country,  beginning  January  1993.     In  addition,  CDC  provides  support 
for  a  number  of  other  national  and  local  organizations  who  seek  to 
prevent  HIV  infection  among  Hispanics ,   including  women. 


Mr.  Roybal:     What  resources  are  being  allocated  for  this 
effort  in  FY93? 

Dr.  Roper:       For  FY  1992,  the  Hispanic  Design,  Inc.,  received 
$255,400  in  funding  from  CDC  and  will  receive  approximately 
$250,000  in  FY  93. 


Mr.  Roybal:     How  will  this  network  of  Latina  leaders  be 
involved  in  carrying  forward  much  needed  partnerships  with  state, 
local  and  Federal  public  health  officials  in  reducing  the  spread  of 
HIV/AIDS? 

Dr.  Roper:      Hispanic  Designers,   Inc.  and  CDC  are  working 
together  to  ensure  that  these  Latina  partnerships  will  succeed. 
The  Education  Leadership  Council  is  a  critical  component  of  this 
plan;   it  includes  Latina  leaders  from  both  the  public  and  private 
sector.     Surgeon  General  Novello  is  also  actively  involved  in  these 
efforts . 


Mr.  Roybal:     How  much  is  being  allocated  for  this  purpose  in 

FY93? 

Dr.  Roper:       The  CDC  funding  for  these  efforts  to  be 
undertaken  in  FY  1993  is  expected  to  be  $250,000.  Additional 
resources  will  be  determined  in  part,  by  Hispanic  Designers,  Inc.'s 
success  in  raising  private  sector  support. 

Spanish  Language  Communication 


Mr.  Roybal:     What  communications  outreach  plans  and 
strategies  utilizing  Spanish- language  media  have  been  developed  to 
reach  Spanish- speaking  consumers  and  families  with  effective  public 
service  messages  regarding  not  only  HIV/AIDS  prevention  but  also 
other  critical  public  health  issues  affecting  Hispanic  communities? 

Dr.  Roper:      The  principal  Spanish- language  communication 
programs  supported  by  CDC  are  those  of  Hispanic  Designers  Inc.  and 
KCET  Television  of  Southern  California  in  Los  Angeles.  As 
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previously  mentioned,  HDI  has  already  produced  a  number  of  Spanish- 
language  public  service  announcements  and  more  are  being  developed. 

Over  the  past  four  years,  KCET  has  produced  four  30-minute 
video  programs  on  HIV  and  AIDS  for  the  Hispanic  community.  These 
are  being  shown  on  Spanish -language  television  stations.  These 
stations  reach  an  audience  of  40  million  per  broadcast  throughout 
the  United  States  and  are  also  shown  in  22  Central  and  South 
American  countries.     The  programs  are  also  broadcast  in  English 
over  many  PBS  stations. 

The  most  recent  program,   "Lights  of  Hope,"     focused  on  the 
response  of  the  Hispanic  religious  community  to  the  HIV/AIDS 
epidemic.     KCET  is  currently  working  on  a  new  program  on  HIV  and 
its  relationship  to  other  sexually  transmitted  diseases. 


Mr.  Roybal :     What  resources  are  being  budgeted  in  FY93  for 
these  activities? 

Dr.  Roper:      We  expect  that  at  least  $500,000,  to  include 
funds  from  the  private  sector,  will  be  expended  in  FY  1993  on  these 
efforts . 


Mr.  Roybal:     What  role  can  the  Latina  education  leadership 
network  play  in  planning  and  implementing  public  health  education 
strategies  to  reach  Hispanic  communities? 

Dr.  Roper:      The  Education  Leadership  Council  of  Hispanic 
women  leaders,  organized  by  HDI  Projects,   functions  as  a  group  to: 

*  Act  as  a  network  of  support  among  Hispanic  communities 
to  more  effectively  exchange  information,  resources  and 
solutions  to  the  HIV/AIDS  problem, 

*  Offer  recommendations  and  propose  solutions  to  federal, 
state  and  local  agencies  involved  in  the  fight  against  AIDS, 

*  Design,  coordinate  and  implement  a  plan  to  more 
effectively  impact  the  outreach  efforts  in  Hispanic 
communities  that  promote  services,  prevention,  education  and 
financial  support  for  persons  with  AIDS. 

The  Education  Leadership  Council  can  develop  guidelines  for 
prevention  education  in  the  form  of  intervention  strategies  which 
emphasize  family  and  peer-related  strategies  and  respect  for  the 
Hispanic  culture,   language  and  traditions. 


HIV/AIDS  -  National  Minority  Organizations 

Mr.  Roybal:     What  is  the  current  level  of  funding  to  support 
the  National  Minority  Organizations  HIV/AIDS  activities? 
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Dr.  Roper:       In  FY  1992,  $9,606,000  was  appropriated  to 
support  national  and  regional  minority  projects  which  include  funds 
for  minority  conferences  and  the  National  Minority  Organizations 
HIV  Prevention  Project  Grants  and  technical  assistance  provided  by 
CDC. 


Mr.  Roybal:     What  is  budgeted  for  FY93?     Please  list  the 
current  outreach  activities  (including  communications  activities) 
organized  by  the  National  Minority  Organizations. 

Dr.  Roper:     In  FY  1992,  $9,606,000  was  appropriated  to 
support  activities  conducted  by  national/regional  minority 
organizations.     The  President's  FY  1993  budget  requests  $9,677,000 
to  support  these  activities. 

The  President's  FY  1993  budget  request  includes  funds  to 
support  national  and  regional  minority  projects  which  include  funds 
for  minority  projects,  minority  conferences,  the  National  Minority 
Organizations  HIV  Prevention  Project  Grants  and  technical 
assistance  provided  by  CDC. 

All  National  and  Regional  organizations  do  not  directly 
provide  outreach  services  but  those  that  do  provide  culturally- 
sensitive  HIV/AIDS/STD  prevention,   information/education,   and  risk 
reduction  outreach  programs.     These  programs  focus  on  populations 
that  include  injecting  drug  users,  their  sexual  partners,  sex 
workers,  women  of  childbearing  age,  migrant  farm  workers,  Alaskan 
Natives,  American  Indians,  Asian/Pacific  Islanders,  and  Hispanics. 
The  activities  are  conducted  in  urban  and  rural  areas  including 
community  health  centers  and  other  health  care  facilities,  migrant 
camps,   crack  houses,   racial/ethnic  communities,  migrant  camps, 
tribal  villages  and  communities,  churches,  health  fairs,  drug 
treatment  centers,  women  and  homeless  shelters,  schools,  beauty 
parlors,   child  care  facilities,  youth  organizations/groups,   and  in 
the  communities  at  large. 


Mr.  Roybal:     What  is  the  CDC  doing  to  ensure  that  the 
existing  national  and  regional  HIV/AIDS  initiatives  established  by 
the  currently  funded  National  Minority  Organizations  are  sustained 
and  strengthened  over  the  next  five  years  so  that  their  work  to 
organize  effective  HIV/AIDS  prevention  and  public  health  education 
outreach  is  expanded? 

Dr.  Roper:       Since  1988,   CDC  has  been  providing  funds  and 
technical  assistance  to  32  national  and  regional  minority 
organizations  (NMOs) .     These  organizations  are  involved  in  many 
HIV-prevention  activities  and  provide  a  wide  range  of  services 
including  technical  assistance,  training,  and  information 
dissemination  to  affiliates  and  community-based  organizations.  In 
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some  instances,  national  minority  organizations  directly  provide 
services  to  persons  at  high  risk  for  HIV  infection. 

Within  available  resources ,  CDC  is  making  every  effort  to 
sustain  the  HIV  prevention  programs  conducted  by  the  currently 
funded  national  and  regional  minority  organizations .     The  CDC  will 
also  provide  technical  assistance  to  those  organizations  to 
strengthen  their  efforts  in  the  future. 

In  FY  1993,  the  NMOs  will  end  their  first  five-year  project 
cycle.  A  new  program  announcement  is  now  being  developed  by  CDC, 
which  will  reflect  the  important  experience  gained  during  the  first 
five-year  project  period  and  will  provide  more  specific  guidance  to 
national  and  regional  organizations  that  elect  to  compete  for 
funds.     The  result  should  be  stronger,  more  effective  leadership 
and  stronger,  better  focused  national  and  regional  programs  for  HIV 
prevention  among  racial  and  ethnic  minorities. 

HIV/AIDS  -  Counseling  and  Testing 


Mr.  Roybal :     CDC  places  a  great  deal  of  priority  on  its 
counseling  and  testing  program  as  a  vehicle  for  primary  prevention 
efforts.     Yet  the  research  data  is  ambiguous  about  whether  behavior 
change  results  from  a  one  shot  pre-  and  post- test  counseling 
session  tied  to  a  test.     It  appears  that  other  kinds  of 
interventions,  especially  those  that  focus  on  skill -building  or 
that  involve  multiple  encounters  with  the  client,  may  be  more 
successful  in  changing  people's  behaviors.     Based  on  this,  has  more 
funding  been  designated  for  behaviorally  oriented  prevention 
efforts? 

Dr.  Roper:     A  review  paper  published  in  the  Journal  of  the 
American  Medical  Association  (the  authors  are  CDC  staff)  found  that 
one's  knowledge  of  being  HIV  seropositive  does  tend  to  reduce  risky 
behavior  (although  the  magnitude  of  this  finding  varies  by  specific 
populations) .     Although  studies  in  this  area  do  not  show  uniformly 
positive  results,   the  overall  picture  indicates  that  even  "one- 
shot"  pre-  and  posttest  counseling  does  have  a  beneficial  impact  in 
terms  of  the  reduction  of  risky  behavior.     The  CDC's  HIV  Prevention 
Program  Guidance  requires  that  state  health  departments  receiving 
cooperative  agreements  have  a  system  in  place  to  link  counseling 
and  testing  sites  to  other  health,  medical,  and  psychosocial 
services,   including  extended  risk  reduction  counseling  through 
referral.     This  referral  mechanism  ensures  that  HIV  seropositive 
and  seronegative  persons  receive  the  ongoing  support  they  need  to 
reduce  high-risk  behaviors.     The  CDC  has  also  authorized  states  to 
expend  funds  for  extended,  repeated  counseling  sessions,   if  deemed 
appropriate . 

The  CDC  is  engaged  in  research  designed  to  address  questions 
about  how  to  optimize  its  current  counseling  and  testing  (CT) 
services  and  is  currently  investigating  the  role  of  ongoing  support 
and  risk  reduction  reinforcement  in  its  prevention  services.  In 
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particular,  CDC  is  conducting  an  outcome  evaluation  of  current 
versus  enhanced  HIV  CT.     Piloted  enhancements  include  longitudinal 
group  sessions  and  extended  one -on- one  counseling. 

It  is  vital  to  note  that  even  if  it  is  found  that 
longitudinal  group  and  extended  one -on- one  counseling  sessions  are 
promising  enhancements  to  CT  services,  the  actual  testing  services 
must  not  be  decreased.     One  of  the  first  steps  persons  must  take  in 
reducing  their  risky  behavior  is  to  determine  their  HIV  serostatus. 
HIV  serostatus  can  be  determined  only  by  a  laboratory  test. 
Therefore,  HIV  testing  must  be  a  key  component  in  any  risk 
reduction  strategy. 


HIV/AIDS  -  Surveillance  Data 


Mr.  Roybal:     Beyond  the  sentinel  hospital  studies  and  the 
other  geographically  limited  and  site  specific  data  collection 
efforts,  what  national  data  base  is  CDC  using  to  project  the  number 
of  new  HIV  infections? 

Dr.  Roper:     CDC  (and  statisticians  outside  CDC)  use  the  AIDS 
surveillance  data  to  estimate  the  annual  numbers  of  new  infections 
in  past  years  and  to  project  the  number  of  AIDS  cases  in  the 
future.     Because  of  the  long  period  between  infection  and  the 
development  of  AIDS,  this  method  cannot  be  used  to  estimate  the 
numbers  of  new  HIV  infections  during  the  last  3  years. 


Mr.  Roybal:     How  was  the  estimate  of  40,000  new  HIV 
infections  derived? 

Dr.  Roper:     This  estimate  is  based  on  the  number  of 
infections  observed  in  active  duty  U.S.  military  personnel  during 
1985-1989.     The  U.S.  estimate  is  an  extrapolation  made  by  adjusting 
the  military  data  for  the  sex,  age,  and  racial  composition  of  the 
U.S.  population. 


Mr.  Roybal:     Is  this  a  dated  estimate? 

Dr.  Roper:     No  new  estimate  has  been  made  since  late  1989. 
Other  data  suggest  that  this  estimate  (it  was  actually  a  minimum 
estimate)  is  still  valid,  however.     For  example,  CDC  believes  that 
the  annual  mortality  in  HIV-infected  persons  has  been  approximately 
50 , 000  during  the  last  several  years .     HIV  seroprevalence  has 
remained  approximately  constant  in  many  CDC  studies  during  that 
period.     These  data  suggest  approximately  40,000  persons  are 
becoming  infected  each  year. 
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Mr.  Roybal:     What  are  the  demographic  components  of  this 
figure  (i.e.,  how  many  of  the  forty  thousand  represent  gay  men  or 
more  particularly  gay  men  of  color)? 

Dr.  Roper:     The  demographic  components  are  not  fully  known 
(in  quantitative  terms) .     The  military  data  did  not  include 
information  on  mode  of  transmission.     Data  from  a  number  of  studies 
in  specific  locations  do  indicate  relatively  high  rates  of 
infection  in  some  groups ,   including  young  gay  men  and  black  women 
of  childbearing  age. 


Mr.  Roybal:     Is  the  number  of  1  million  HIV  positives  still 
accurate  or  should  it  be  increased  to  reflect  the  number  of  new 
infections  that  have  occurred  since  the  original  estimate  was 
announced? 

Dr.  Roper:     The  current  estimate  is  actually  approximately  1 
million,  with  a  plausible  range  of  800,000  -  1,200,000.  The 
estimate  is  unchanged;   the  number  of  additional  persons  infected 
since  the  estimate  was  made  is  approximately  the  same  as  the  number 
of  HIV-infected  persons  who  have  died. 

Local  Evaluation  Planning 


Mr.  Roybal:     What  is  CDC  doing  to  help  link  organizations  and 
persons  providing  primary  prevention  services  at  the  local  level 
with  local  researchers  who  can  do  solid  outcome  research? 
I  understand  there  is  some  tension  between  researchers  and  service 
providers  at  the  local  level,  with  a  certain  mistrust  of  motives 
and  methods  on  both  sides.     The  result,   it  appears  to  me  is 
prevention  services  being  set  up  and  independently,  research 
projects  being  conducted.     Often  times,   the  research  projects  are 
setting  up  their  own  service  components  just  to  conduct  evaluation. 
Most  disturbingly,  this  appears  to  result  in  a  duplication  of 
effort.     What  is  CDC  doing  to  address  this  problem? 

Dr.  Roper:     In  its  evaluation  study  of  street  outreach,  CDC 
is  utilizing  a  new  mechanism  for  fostering  such  collaboration. 
This  mechanism  is  called  the  Local  Evaluation  Planning  Group 
(LEPG) .     The  LEPG  consists  of  an  interdisciplinary  group  of 
researchers  with  skills  relevant  to  the  evaluation  of  street 
outreach  programs.     The  LEPG  also  includes  representatives  from 
local  community -based  organizations  (CBOs) .     The  thrust  of  the  LEPG 
is  to  help  service  providers  who  successfully  compete  for 
additional  resources  to  do  outcome  evaluation  --  but  who  do  not 
have  the  technical  expertise  to  conduct  the  studies  --  build 
partnerships  with  area  experts  in  such  evaluation  methodologies. 
The  CBO  representation  on  the  LEPG  will  allow  for  broad  input  of 
the  community  context  surrounding  the  evaluation. 
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Preventive  Research 


Mr.  Roybal:  At  a  larger  level,  what  is  CDC  doing  to  bridge 
the  gap  with  ADAMHA,  where  so  much  primary  prevention  research  is 
underway? 

Dr.  Roper:      The  CDC  and  ADAMHA  have  established  a  joint 
CDC/ADAMHA  work  group  to  improve  collaboration  between  the  agencies 
in  areas  related  to  HIV  prevention  and  the  prevention  and  treatment 
of  drug  and  alcohol  use. 

In  addition,  there  are  ongoing  program  level  contacts  between 
CDC  units  and  the  National  Institute  on  Drug  Abuse  (NIDA) ,  the 
Office  for  Treatment  Improvement  (OTI) ,   the  Office  of  Substance 
Abuse  Prevention  (OSAP)  and  other  units  at  ADAMHA. 


Mr.  Roybal:     Are  there  meaningful  collaborations  occurring 
between  the  two  agencies? 

Dr.  Roper:       The  CDC/ADAMHA  work  group  is  expected  to  develop 
meaningful  HIV  prevention  programs  targeting  injection  drug  users 
and  their  sex  partners. 


Mr.  Roybal:     If  yes,  what  are  they? 

Some  of  the  joint  CDC/ADAMHA  activities  include: 

•  November  1991  joint  CDC  and  NIDA  review  of  the  role  of 
crack  cocaine  use  in  the  transmission  of  HIV  infection 
and  syphilis. 

•  CDC  participation  in  the  creation  of  the  OTI  Treatment 
Improvement  Protocol  for  the  screening  of  infectious 
diseases  in  drug  and  alcohol  treatment  programs. 

•  CDC  collaboration  with  OTI  in  development  of  procedures 
for  the  improvement  of  allocation  of  resources  for  drug 
and  alcohol  treatment. 

•  NIDA  and  ADAMHA  participation  in  the  creation  of  the 
Youth  Risk  Behavior  Survey  questionnaire  for  CDC 
sponsored  surveys  of  ninth  through  twelfth  grade 
students . 

•  The  January  1992  ADAMHA/CDC  co- sponsored  workshop  on 
"Improving  Collaboration  Among  STD/HIV/TB  and  Drug 
Treatment  Programs:     Confidentiality  and  Public 
Health" . 
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Mr.  Roybai:     Should  there  be  closer  collaboration? 

Dr.  Roper:      The  CDC  is  interested  in  closer  collaboration 
with  ADAMHA.     Once  the  issues  of  ADAMHA's  reorganization  have  been 
decided,   the  leadership  and  program- level  staff  of  both  agencies 
can  resume  their  interagency  collaboration. 


Mr.  Roybai:     Could  a  joint  prevention  grant  program  be 
effectively  established  with  awards  from  CDC  for  prevention 
services  and  awards  from  ADAMHA  for  research  on  the  CDC  funded 
service  programs? 

Dr.  Roper:       In  the  area  of  both  primary  and  secondary 
prevention  of  HIV  transmission  related  to  drug  use,   the  Centers  for 
Disease  Control  (CDC)  carries  out  both  prevention  activities  and 
research/evaluation  of  the  those  prevention  activities . 

The  prevention  programs  include: 

•  school -based  primary  and  secondary  prevention  programs 
addressing  behaviors  that  are  risks  for  transmission  of 
HIV  (i.e.,   alcohol  and  drug  use  as  well  as  sexual 
activity) . 

•  HIV  counseling  and  testing  of  drug  users  (with  a 
priority  for  injecting  drug  users  (IDUs)  in  a  variety 
of  settings  including  drug  treatment  programs,  STD 
clinics,   free-standing  counseling  and  testing  sites, 
etc . 

•  community  and  street  outreach  to  drug  users  and  their 
sex  partners  to  encourage  reduction  of  drug  use,  entry 
into  drug  treatment,   stopping/reducing  drug  injection, 
etc . 

•  community -based  organization  education/intervention 
programs  to  change  the  community  norms  related  to  drug 
use  to  reduce. 

In  addition,  CDC  supports  a  variety  research  and 
demonstration  programs  that  address  the  questions  of  the 
effectiveness  of  prevention  of  HIV  transmission  related  to  drug 
use.     These  programs  include: 

•  evaluation  of  the  effectiveness  of  HIV  testing  and 
counseling  in  drug  treatment  programs  (primarily 
methadone  treatment  programs) 

•  evaluation  of  the  effectiveness  of  street  and  community 
outreach  programs  to  drug  users  and  youth  in  high  risk 
situations , 
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•  development  of  new  interventions  (using  small  media  and 
other  techniques)  to  reach  IDUs  who  are  not  in  drug 
treatment  programs  with  messages  to  reduce  their  risk 
behaviors  (both  drug  use  and  sexual  activity)  for  HIV 
infection, 

•  evaluation  of  the  effectiveness  of  school  based  primary 
and  secondary  prevention  of  drug  use  and  sexual 
activity. 

The  CDC  would  be  interested  in  exploring  further 
collaboration  with  ADAMHA  in  the  areas  interventions  and  research 
related  to  primary  and  secondary  prevention  of  drug  and  alcohol 
use . 


HIV/AIDS  Budget 


Mr.  Roybal:     In  its  FY93  budget,  the  CDC's  AIDS  program  was 
cut  by  $15  million.     There  have  been  reports  that  the  primary 
prevention  community-based  service  programs  have  been 
disproportionately  cut  back.     How  were  the  decisions  made  about  how 
to  apply  that  cut? 

Dr.  Roper:     The  CDC's  FY  1992  HIV/AIDS  budget  was  reduced  $17 
million.     However,  no  reduction  was  made  in  the  total  amount 
awarded  from  the  FY  1992  appropriation  to  state  and  local  health 
department  HIV  prevention  cooperative  agreements  or  to  community- 
based  organizations  that  receive  funds  directly  from  CDC. 
Significant  reductions  were  made  in  CDC's  headquarters  direct 
operations  budget,   support  for  HIV  prevention  research,   and  awards 
to  national/regional  organizations.     In  allocating  the  $17  million 
reduction  in  CDC's  FY  1992  HIV/AIDS  budget,  careful  attention  was 
given  to  Congressional  directives  as  well  as  the  need  to  maintain 
critical  HIV  prevention  programs  and  services  at  the  community 
level . 


Mr.  Roybal:     How  has  this  cut  back  affected  programs 
targeting  prevention  efforts  to  people  of  color? 

Dr.  Roper:     The  budget  reduction  has  decreased  CDC's  ability 
to  provide  technical  assistance  to  national  and  regional  minority 
organizations  as  well  as  minority  organizations  targeting 
prevention  efforts  to  people  of  color.     In  addition,  the  reduction 
in  the  budget  for  The  United  States  Conference  of  Mayors  will 
reduce  the  availability  of  "seed"  funding  for  minority  and  other 
community-based  organizations  seeking  to  become  involved  in  HIV- 
prevention  efforts. 
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Mr.  Roybal:     Particularly,  how  have  these  cuts  affected 
national  organizations  addressing  primary  prevention  in  minority 
communities? 

Dr.  Roper:      The  national  and  regional  minority  organizations 
underwent  funding  reduction  in  FY  1992.     This  reduction  did  strain 
capacities  to  continue  the  level  of  program  effort.   Some  technical 
assistance  and  training  efforts  had  to  be  curtailed  or  stopped. 
The  CDC  financial  support  for  the  directly  funded  minority  and 
other  community-based  organizations  was  not  reduced,  nor  was  the 
support  for  community -based  organizations  receiving  CDC  funds 
indirectly  through  state  and  local  health  departments.     Support  for 
"seed"  funds  for  minority  and  other  community-based  organizations 
through  the  United  States  Conference  of  Mayors  was  also  reduced. 
These  budget  reductions,  while  significant,   should  not  have  a  major 
impact  on  primary  prevention  efforts  targeting  minority 
communities . 


HIV/AIDS  -  Out- of- School  Youth 


Mr.  Roybal:     CDC  was  criticized  by  the  GAO  for  not  addressing 
out-of -school-youth  in  its  primary  prevention  activities.  Given 
the  central  importance  of  reaching  this  population  in  the  context 
of  AIDS  prevention,  what  is  CDC  doing  to  rectify  this  problem? 

Dr.  Roper:     In  1991,  CDC  launched  a  new  initiative  to 
intensify  efforts  to  prevent  HIV  infection  among  youth  in  high-risk 
situations  and  youth  who  are  outside  the  mainstream  of  HIV 
prevention  education,   including  those  youth  who  do  not  attend 
school.     This  initiative  will  help  local  health  departments  build, 
strengthen,  and  expand  their  capacity  and  that  of  community 
agencies  for  providing  effective  health  education  to  prevent  HIV 
infection  and  other  relevant  health  problems  among  these  youth. 
Reaching  these  youth  will  require  the  involvement,  support,  and 
collaboration  of  many  community-based  organizations.     The  local 
health  departments  in  Chicago,   the  District  of  Columbia,  Los 
Angeles,  and  New  York  City,  cities  among  those  with  the  highest 
cumulative  incidence  of  AIDS,   receive  fiscal  and  technical 
assistance  to  support  (1)  the  establishment  of  an  adolescent  health 
unit  within  the  health  department,   and  (2)  the  development  or 
expansion  of  community  coalitions  of  youth-serving  agencies. 

In  addition,  CDC  assists  six  national  organizations  with  the 
experience  and  capacity  to  help  agencies  that  serve  youth  in  high- 
risk  situations  provide  HIV  prevention  education  programs  to  these 
youth.     These  national  organizations  provide  materials  and  training 
programs  to  improve  state  and  local  HIV  prevention  programs  for 
youth  in  high-risk  situations. 
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HIV/AIDS  -  Education  Program 


Mr.  Roybal:     It  has  been  suggested  that  the  CDC  AIDS 
education  program  in  the  schools  has  accomplished  its  goal.  There 
are  now  curricula  development  programs  for  the  schools  in  most  of 
the  states  across  the  country.     Why  should  this  program  be 
continued  and  expanded? 

Dr.  Roper:     Since  its  inception  in  1987,   the  Centers  for 
Disease  Control's  (CDC)  HIV/AIDS  education  program  in  the  schools 
has  made  substantial  progress.     Many  more  schools  had  implemented 
HIV/AIDS  education  programs  in  1991  than  in  1987,   so  you  could 
conclude  that  CDC  has  succeeded.     However,  CDC  has  not  yet  achieved 
its  goals  nor  the  goals  established  for  the  Nation. 

CDC  has  cooperative  agreements  with  the  education  agencies  in 
55  states  and  territories  and  in  16  cities  which  have  been  most 
heavily  affected  by  the  HIV  epidemic.     In  addition,   CDC  has 
cooperative  agreements  with  25  national  organizations  that  work 
with  the  Nation's  schools. 

The  goal  of  the  cooperative  agreements  with  education 
agencies  is  to  support  the  development  and  implementation  of 
effective  health  education  about  AIDS,   specifically  to  increase  the 
number  of  schools  that  provide  effective  education  about  AIDS  that 
is  locally  determined,   consistent  with  parental  values,  and 
appropriate  to  community  needs.  The  program  consists  of  5  core 
elements : 

o  Developing  educational  policies, 

o  Training  teachers  and  other  school  personnel, 

o  Developing  and  disseminating  materials, 

o  Evaluating  the  impact  of  the  program,  and 

o  Monitoring  the  prevalence  of  student  risk  behaviors  and 

the  status  of  HIV  education  in  its  jurisdiction. 

It  would  be  inadvisable  to  discontinue  funding  given  the 
following  important  data  from  recent  state  and  national  surveys 
that  have  been  conducted  by  CDC. 

In  a  1990  national  survey  of  student  in  grades  9-12,   54.2%  of 
students  in  grades  9-12  reported  ever  engaging  in  sexual 
intercourse;   39.4%  of  students  in  grades  9-12  reported  having 
intercourse  during  the  previous  3  months;  and  44.9%  of  those  who 
had  sexual  intercourse  reported  using  a  condom  during  the  last 
incident . 

A  1989  study  of  332  school  districts  nationwide  found  that 
79%  of  responding  districts  required  HIV  prevention  education.  87% 
of  those  districts  required  HIV  education  at  the  seventh  grade,  but 
only  58%  required  such  education  at  11th  or  12th  grades.     Of  the 
districts  that  required  HIV  education,  between  41%  and  78%  required 
HIV  instruction  for  special  education  students.     However,  these 
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figures  are  probably  high  because  only  59%  of  the  schools  that  were 
sent  surveys  returned  completed  surveys. 

As  of  1990,   47  of  55  states,  territories,  and  the  District  of 
Columbia  had  some  state  publications  that  provided  guidance,  a 
listing  of  resources,  or  activities  related  to  HIV  prevention. 

A  1990  state-level  survey  revealed  that  only  12  of  the  55  states 
and  territories  allocate  their  own  funds  for  school-based  HIV 
prevention  programs.     Each  year  new  students  enter  the  educational 
system  and  should  receive  HIV  prevention  education.  Without  continued 
CDC  funding,  many  current  programs  might  be  eliminated,   few  new 
teachers  would  receive  training,  and  few  schools  would  implement  new 
programs . 

HIV/AIDS  -  Prevention  Messages 


Mr.  Roybal:  What  is  the  on-going  impact  of  the  Helms  restrictions 
on  the  design,  development  and  distribution  of  targeted  and  explicit, 
CDC  funded  primary  prevention  materials? 

Dr.  Roper:     The  Centers  for  Disease  Control  (CDC)  supports  public 
health  activities  that  can  prevent  the  spread  of  human 
immunodeficiency  virus  (HIV)  infection  among  adults  and  young  people. 
Prevention  messages  targeted  to  these  populations  strongly  emphasize 
postponing  sexual  activity  for  young  people,  and  mutual  monogamy  with 
an  uninfected  partner  for  sexually  active  adults.     From  a  public 
health  perspective,  both  approaches  will  help  prevent  infection  with 
HIV  or  other  sexually  transmitted  diseases  (STDs).     For  those  persons 
whose  sexual  behavior  puts  them  at  risk,  proper  use  of  condoms  is  an 
effective  means  of  reducing  the  risk  of  HIV  or  STD  infection. 

Since  1985,  CDC,  as  part  of  the  terms  and  conditions  for  receipt 
of  CDC  funds  for  HIV  prevention  programs,  has  required  that  all 
educational  and  related  program  materials  be  reviewed  by  a  Program 
Review  Panel  of  the  recipient.     Since  education  about  preventing  HIV 
transmission  involves  effectively  presenting  sensitive  subject 
matter,  the  purpose  of  this  requirement  has  been  to  require  a  careful 
consideration  of  the  content,   intended  audience,  and  potential 
of fensiveness  of  materials. 

After  receiving  public  comments  to  the  proposed  changes,  published 
in  the  Federal  Register  on  March  30,  1992,  the  Requirements  for 
Content  of  HIV/AIDS-Related  Written  Materials,  Pictorials, 
Audiovisuals,  Questionnaires,  Survey  Instruments,  and  Educational 
Sessions,   in  Centers  for  Disease  Control  Assistance  Programs  was 
revised. 

The  1991  Labor,  Health  and  Human  Services,  and  Education  and 
Related  Agencies  Appropriations  Act,   1990  provisions  (formerly 
referred  to  as  the  Kennedy-Cranston  Amendment)  are  not  part  of  the 
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1992  appropriations  act  and  do  not  apply  to  the  programs  which  are 
presently  being  funded;   therefore,   they  have  been  deleted  from  the 
requirements.     Accordingly,   it  is  CDC's  view  that  any  material 
which  would  have  failed  to  meet  the  Kennedy -Cranston  standard 
("which  prohibited  materials  designed  to  promote ...  directly , 
injected  drug  abuse  or  sexual  activity...")  would  also  fail  to  meet 
the  "of fensiveness"  standard  that  continues  as  part  of  the  Basic 
Principles  to  be  applied  by  the  Program  Review  Panels.     It  is  felt 
that  the  current  requirements  and  standards  are  comprehensive  and 
specific  enough  to  preclude  production  of  materials  for  the 
purposes  of  promoting,  or  encouraging,   injecting  drug  abuse  or 
sexual  activity,  homosexual  or  heterosexual,  using  CDC-awarded 
funds . 


HIV/AIDS  -  National  Organizations 


Mr.  Roybal:     CDC  funds  a  number  of  national  organizations  for 
AIDS  Prevention.     Has  the  outcome  of  these  national  efforts  been 
evaluated? 

Dr.  Roper:     The  CDC  has  been  providing  funds  and  technical 
assistance  to  national  and  regional  minority  organizations  since 
1988.     Each  organization  receiving  funds  is  responsible  for 
evaluating  its  own  efforts  and  reporting  findings  to  CDC.  No 
overall  comprehensive  evaluation  of  the  outcome  of  the  efforts  of 
these  organizations  has  been  completed  by  CDC  to  date.     The  CDC  is 
in  the  process  of  reviewing  this  program  and  identifying 
significant  accomplishments  and  lessons  learned.     A  conference  is 
planned  for  September  1992,   in  which  each  of  the  national  and 
regional  minority  organizations  will  present  to  CDC,  and  to  each 
other,  what  they  have  learned  and  accomplished  that  is  relevant  to 
HIV  prevention  in  minority  populations .  These  lessons  learned  will 
be  incorporated  into  plans  for  the  next  five-year  cycle  for  funding 
national  and  regional  minority  organizations.  The  current  cycle 
ends  in  FY  1993.     A  report  on  the  accomplishments  and  lessons 
learned  from  the  national  and  regional  minority  organizations 
program  will  be  available  that  year. 


Mr.  Roybal:     What  kinds  of  effects  are  these  programs  having 
on  the  highest  risk  populations? 

Dr.  Roper:       A  report  on  the  accomplishments  and  lessons 
learned  from  the  national  and  regional  minority  organizations 
program  will  be  available  in  FY  1993. 
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HIV/AIDS  -  Initiatives  Eliminated 


Mr.  Roybal:     What  programs  or  initiatives  were  reduced  or 
eliminated  by  OMB  from  your  initial  professional  judgement  budget 
submission? 

Dr.  Roper:      The  CDC's  FY  1993  HIV/AIDS  budget  submission  to 
OMB  was  $504,359,000,  and  the  final  FY  1993  budget  request  agreed 
upon  with  OMB  was  $504,678,000.     No  program  initiatives  were 
reduced  or  eliminated  from  the  HHS  request  to  OMB. 


HIV/AIDS  -  Health  Profile 


Mr.  Roybal:     The  1992  California  Health  Profile  is  very 
informative  as  was  the  FY  91  report.     I  am  still  concerned  that  the 
health  profile  does  not  identify  the  Hispanic  populations  as  a 
separate  group.     In  a  state  such  as  California  this  population  is 
considerable  but  the  statistics  provide  only  reports  on  the  Black 
and  White  populations .     Why  is  the  Hispanic  population  not  included 
as  a  separate  group? 

Dr.  Roper:     The  1992  California  State  Health  Profile  did  not 
report  mortality  data  for  the  Hispanic  population  because  the 
population  estimates  needed  as  denominators  for  death  rates  were 
not  available  from  the  Bureau  of  Census . 


Mr.  Roybal:     Does  CDC  plan  to  report  separately  on  the 
Hispanic  population  in  its  1993  report? 

Dr.  Roper:     CDC  does  plan  to  report  death  rates  separately 
for  the  Hispanic  population  in  its  1993  report.     The  population 
estimates  needed  to  calculate  death  rates  for  the  Hispanic 
population  will  be  available  at  that  time. 


1544 


Violence  Prevention  Activities 


Mr.   Stokes:     During  his  testimony  before  this  committee  last 
week,  Assistant  Secretary  Mason  testified  that  violence  ranks  high 
as  a  public  health  problem.     As  you  know,  homicide  is  the  leading 
cause  of  death  for  both  young  black  men  and  women,   and  U.S. 
homicide  rates  for  all  young  men  are  of  epidemic  proportions  when 
compared  to  other  western  industrialized  nations. 

To  what  extent  are  most  homicide  and  violent  injuries  the 
result  of  arguments  between  family  members  and  acquaintances, 
versus  the  result  of  criminal  activities? 

Dr.  Roper:     Most  people  are  surprised  to  learn  that  only 
about  one-quarter  of  the  homicides  that  occur  in  this  country  each 
year  occur  in  the  context  of  the  commission  of  some  felony  crime. 
For  African-Americans,  among  whom  the  death  rate  from  homicide  is 
highest,   this  proportion  is  even  lower:     approximately  17%  of 
African-American  homicide  victims  are  killed  in  the  context  of  a 
confirmed  or  suspected  felony  crime,  such  as  robbery  or  rape.  The 
single  circumstance  in  which  the  greatest  proportion  of  homicides 
occur  is  arguments:     35.2%  of  white  homicide  victims  and  48.0%  of 
African-American  homicide  victims  are  killed  in  the  course  of 
arguments.     Overall,   56.2%  of  white  homicide  victims  and  64.8%  of 
African- American  homicide  victims  are  killed  in  non- felony 
circumstances  which  include  the  arguments  I  just  mentioned. 

Usually,   these  arguments  are  among  acquaintances  and  family 
members.     Overall,  48.4%  of  white  homicide  victims  and  59.8%  of 
African- American  victims  are  killed  by  persons  they  know- -family 
members  or  acquaintances . 


Mr.  Stokes:  What  level  of  funding  will  be  provided  for 
violence  prevention  activities  in  FY  1993?     How  does  this  compare 
to  FY  1992? 

Dr.  Roper:     We  anticipate  spending  between  $6.5  and  $7 
million  on  violence  prevention  activities  in  FY  1992  and 
approximately  the  same  amount  in  FY  1993. 

Tuberculosis 


Mr.   Stokes:     TB  has  been  a  curable  and  preventable  disease 
for  almost  four  decades;  however,  the  number  of  cases  has  recently 
been  increasing.     For  FY  1993,  CDC  is  requesting  $40.37  million  for 
TB  elimination  grants,  representing  a  $19.7  million  increase  over 
last  year's  level.     In  your  professional  judgement,  how  serious  is 
this  problem? 
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Dr.  Roper:     CDC  is  requesting  in  FY  1993,   $35.0  million  for  TB 
grants  to  states  and  $5.4  million  for  TB  program  support  and  $15.8 
million  for  HIV  related  TB.     We  have  to  say  that  TB  is  out  of  control 
in  many  areas  of  the  country.     Overall  in  the  United  States,  from 
1985-1991,  TB  failed  to  decline  as  expected.     An  estimated  excess  of 
39,000  cases  have  accumulated  during  the  past  eight  years.  Factors 
that  have  worked  in  concert  to  increase  the  number  of  cases  in  high- 
risk  populations  are  HIV  infection,  immigration  from  high  prevalence 
countries,  homelessness  and  poverty,  substance  abuse,  outbreaks  of 
multidrug-resistant  TB,  the  deterioration  of  the  public  health 
infrastructure,  and  the  transmission  of  TB  within  institutional 
setting. 


Mr.  Stokes:     Would  you  consider  it  to  be  an  emergency  in  certain 
areas  (e.g.,  New  York)? 

Dr.  Roper:     There  is  no  question  that  TB  should  be  considered  an 
emergency  in  areas  such  as  New  York  where  there  are  ongoing 
multidrug-resistant  TB  (MDR  TB)  outbreaks.     So  far,  these  outbreaks 
have  occurred  primarily  among  persons  with  HIV  infection,  but  there 
have  been  instances  in  these  recent  outbreaks  of  extensive 
transmission  of  infection  to  care  givers.     Death  rates  in  these 
outbreaks  among  patients  with  MDR  TB  and  HIV  infection  have  been 
extremely  high— 72  to  89  percent.     The  potential  for  further 
transmission  to  the  general  community  is  a  major  concern.     A  recent 
survey  of  available  drug  susceptibility  tests  for  TB  cases  confirmed 
high  levels  of  drug  resistance  in  New  York  City,  and  also  indicates 
that  the  problem  of  MDR  TB  may  be  emerging  as  a  problem  in  other 
locations. 

The  major  cause  of  drug-resistant  TB  is  patient  noncompliance  with 
recommended  therapy.     Of  the  92  health  departments  reporting 
completion  rates  among  TB  patients  started  on  anti-TB  treatment 
during  1989,  only  24  achieved  the  national  objective  of  90  percent 
completion  rate  for  this  performance  measure.     There  is,  therefore, 
potential  for  MDR  TB  to  emerge  as  a  major  widespread  problem, 
especially  in  areas  where  HIV-related  TB  is  occurring. 


Mr.  Stokes:     Why  has  there  been  no  request  for  supplemental  funds? 

Dr.  Roper:     The  Department  is  submitting  a  reprogramming  request 
for  funds  needed  to  support  additional  expansion  of  MDR  TB  activities 
this  year  within  available  funds.     In  addition,  the  TB  Task  Force  is 
completing  the  development  of  a  national  action  plan  to  combat 
multidrug-resistant  TB.     Once  this  plan  has  been  studied,  any 
remaining  funding  requirements  for  FY  1992  will  be  assessed. 
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Mr.  Stokes:     What  persons  are  at  risk?    What  steps  are  being 
taken  to  address  the  needs  of  these  populations? 

Dr.  Roper:     The  following  persons  have  been  determined  to  be 
at  high-risk  for  tuberculosis: 

o  Persons  with  HIV  infection 

o  Close  contacts  of  infectious  TB  cases 

o  Persons  with  other  medical  conditions  which  increase 

the  risk  of  TB,  such  as  diabetes  and  immunosuppressive 

therapy 

o  Foreign-born  persons  from  high  prevalence  countries 

o  Some  individuals  in  low- income  populations,  including 

high-risk  minorities 
o         Alcoholics  and  injecting  drug  users 
o  Residents  of  long-term  care  facilities  (including 

prisons  and  nursing  homes) 

Several  measures  have  been  undertaken  to  prevent  and  control 
TB  in  these  populations.     First,  the  Departmental  Advisory  Council 
for  Elimination  of  Tuberculosis  (ACET)  has  published  and 
disseminated  detailed  recommendations  which  health  departments  and 
other  health  care  providers  can  use  in  planning  and  implementing 
prevention  and  control  programs  for  TB  high-risk  populations.  In 
addition,   CDC  has  developed  and  widely  distributed  training  and 
educational  materials  to  assist  health  care  providers  in  carrying 
out  these  programs. 

Since  1989,  CDC  has  funded  25  health  departments  to 
demonstrate  the  feasibility  of  providing  TB  screening  and 
preventive  therapy  among  persons  at  high-risk  for  HIV-related  TB  in 
drug  treatment  centers  and  correctional  facilities.     These  programs 
have  proven  effective  and  are  being  expanded  in  FY  1992.  Six 
projects  have  been  funded  to  determine  the  efficacy  of  various 
preventive  treatment  regimens  and  the  risk  of  TB  and  AIDS  among 
persons  infected  with  both  TB  and  HIV.     CDC  is  in  the  process  of 
expanding  the  national  TB  surveillance  system  to  more  precisely 
identify  those  persons  at  highest  risk  for  TB.     This  will  allow 
health  departments  to  more  effectively  identify  high-  risk  groups 
in  their  jurisdictions  and  permit  better  allocation  of  limited 
resources . 


Mr.   Stokes:     Of  this  amount,  how  much  will  be  used  for 
directly- observed  therapy?     Is  this  the  request  that  was  sent  to 
OMB? 

Dr.  Roper:     One  of  the  primary  uses  of  Federal  TB  Cooperative 
Agreement  funds  is  to  hire  outreach  workers  who  provide  directly- 
observed  therapy  (DOT)  which  helps  prevent  treatment  failure, 
development  of  drug  resistance,  and  continuing  transmission  of 
infection  in  the  community.     Presently,   10  to  14  percent  of  TB 
patients  receive  DOT.     Some  states  are  finding  it  cost-effective  to 
put  all  patients  on  DOT,   at  least  for  the  first  few  months  of 
therapy.     Our  expansion  of  TB  spending  would  allow  us  to  support 
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approximately  590  outreach  workers  an  82%  increase  to  provide 
increased  directly-observed  therapy  to  a  total  of  about  6,000  -  6,500 
patients,  an  increase  of  85-100%. 

It  is  estimated  that  of  the  $19  million  requested  increase,  about 
$9.0  million  will  be  used  by  states  and  cities  for  the  direct  support 
of  outreach  workers  providing  DOT.       The  request  to  OMB  for  the  TB 
cooperative  agreements  was  $27.4  million  compared  to  the  $35.0 
million  in  the  1993  President's  budget.     In  addition,  the  request  to 
OMB  for  HIV-related  TB  activities  was  $10.8  million,  compared  to  the 
$25.8  million  in  the  1993  President's  budget. 


Mr.  Stokes:     How  many  cities  are  participating  in  this  program? 
What  is  the  average  award? 

Dr.  Roper:     CDC  administers  the  Nation's  grant  program  to  prevent, 
control,  and  eliminate  tuberculosis.     In  FY  1992,  TB  prevention  and 
control  funds  were  awarded  through  66  TB  cooperative  agreements  to  49 
states,   10  major  cities,   and  7  territories.     Awards  to  the  10  cities 
range  from  $82,600  in  Detroit  to  $1,370,335  in  New  York  City.  The 
New  York  City  award  includes  $939,823  to  continue  a  previously  funded 
multidrug-resistant  (MDR  TB)  outbreak  control  project.     The  average 
award  to  the  cities,  not  including  the  MDR  TB  component  in  New  York 
City,   is  $290,800.     Numerous  other  cities  and  metropolitan  area 
health  departments  receive  TB  Cooperative  Agreement  support  through 
awards  granted  to  state  and  territorial  health  departments. 


Mr.  Stokes:  Provide  a  breakdown  for  the  record. 

Dr.  Roper:  The  breakdown  of  TB  prevention  and  control  funds 
awarded  to  each  major  metropolitan  area  is: 

New  York  City  $  1,370,335 

Washington,  DC  188,970 

Baltimore  238,097 

Philadelphia  132,857 

Chicago  446,816 

Detroit  82,600 

Houston  299,007 

Los  Angeles  685,395 

San  Diego  155,422 

San  Francisco  248, 603 

TOTALS  $  3,848,102 


Syphilis 


Mr.  Stokes:  Despite  an  overall  decrease  in  syphilis  since  1990, 
certain  areas  of  the  country  (primarily  the  Midwest  and 
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South)  are  seeing  an  increase  in  occurrence.     The  rates  of 
incidence  are  highest  for  African  American  men  and  women. 

What  are  the  rates  for  African  American  men  and  women,  as 
compared  to  the  rates  for  white  men  and  women? 

Dr.  Roper:     Primary  and  secondary  syphilis  rates  have 
decreased  steadily  among  white  men  from  9.3  cases  per  100,000  in 
1982  to  2.9  per  100,000  in  1990.     This  decrease  was  due  in  large 
part  to  favorable  changes  in  sexual  behavior  among  homosexual  men 
in  response  to  the  AIDS  epidemic.     In  contrast,  rates  among  black 
men  have  increased  128%  from  68.7  per  100,000  in  1985  to  156.7  per 
100,000  in  1990.     Rates  in  black  men  were  nearly  54  times  higher 
compared  with  white  men  in  1990.     Primary  and  secondary  syphilis 
rates  among  black  women  have  increased  even  more  dramatically; 
rates  increased  over  230%  from  35.3  per  100,000  in  1985  to  116.5 
per  100,000  in  1990. 


Mr.  Stokes:     To  what  extent  is  this  disease  affecting  IV  drug 

users? 

Dr.  Roper:     The  increases  in  syphilis  in  the  past  three  years 
are  thought  to  be  directly  related  to  increased  transmission  among 
hard-to-reach  groups  such  as  "crack"  cocaine  users  (and  other  drug 
users)  who  are  exchanging  sex  for  drugs  and  money.     The  mechanism 
by  which  crack  cocaine  leads  to  increased  transmission  of  syphilis 
include : 

1)  Increased  contact  between  infected  and  uninfected  persons 
because  of  prostitution  and  the  crack  house  environment,  and 

2)  Decreased  efficacy  of  traditional  syphilis  control 
efforts  (e.g.,  partner  notification)  in  this  population. 

Recent  studies  have  shown  the  association  of  cocaine  use  with 
high  rates  of  syphilis  in  child-bearing  women.     In  addition  to  the 
risk  of  spreading  syphilis,  use  of  crack  cocaine  also  decreased  the 
tendency  to  seek  early  prenatal  care,   thereby  compounding  the 
problem. 


Mr.   Stokes:     What  is  CDC  doing  to  reach  these  hard-to-reach 
populations? 

Dr.  Roper:     Syphilis  prevention  has  been  a  priority  of  the 
Division  because  of  both  its  relationship  to  HIV  infection  and  the 
severe  consequences  in  children  born  to  mothers  with  syphilis.  To 
have  an  impact  on  the  current  syphilis  epidemic,  federally  funded 
STD  prevention  programs  will  continue  to  develop  innovative  disease 
control  approaches  for  the  remainder  of  the  1990s  which  include: 
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o  Improved  access  to  quality  STD  diagnostic  and  treatment 

services  for  high-risk  groups.     This  includes  reducing 
waiting  times  in  STD  clinics,  providing  flexible  hours 
of  operation  and  locating  clinical  facilities  (via  new 
facilities  or  mobile  vans)  in  areas  convenient  to  these 
populations . 

o  Syphilis  screening  of  high-risk  populations.  Screening 

in  hospitals  delivering  women  at  high  risk  for 
syphilis,  crack  houses  and  hangouts,  prisons,  emergency 
rooms  and  drug/alcohol  detention  centers  are 
increasingly  being  used  by  STD  prevention  programs. 

o  Evaluation  of  partner  notification  activities  so  that 

they  can  be  better  targeted  to  identify  high-risk 
transmitters  of  syphilis. 

o  Raising  awareness  of  the  syphilis  epidemic  and  what  can 

be  done  to  stop  it  in  affected  communities  to  elicit 
their  cooperation. 

o  Continued  support  for  current  initiatives  which 

demonstrate  the  effectiveness  of  new  and  traditional 
disease  intervention  methodologies.     The  contribution 
that  community-based  organizations  can  have  on  hard-to- 
reach  populations ,   such  as  drug  users ,  as  well  as  ways 
to  increase  community  recognition  of  and  action  toward 
STD  control  will  continue  to  be  explored. 


Mr.   Stokes:     What  level  of  funding  will  be  provided  in  FY 

1993? 

Dr.  Roper:     The  budget  request  for  FY  1993  is  $77,638,000  in 
grants  and  $11,872,000  in  direct  operations. 


Mr.  Stokes:     How  does  this  compare  to  FY  1992? 

Dr.  Roper:     The  FY  1992  appropriation  for  grants  is 
$77,525,000  and  $11,296,000  for  direct  operations. 


Mr.  Stokes:     What  about  gonorrhea?    While  its  overall 
incidence  is  decreasing,  it  appears  to  be  on  the  rise  for 
teenagers . 

Dr.  Roper:     Nationally,  total  reported  gonorrhea  cases 
continued  to  decline  for  the  sixth  consecutive  year  to  609,459 
cases,  a  decrease  of  11.9%  from  1990.     The  case  rate  per  100,000 
was  233.     Although  gonorrhea  case  rates  have  declined  in  most  age 
groups,  they  have  remained  high  among  teenagers.     In  1990,  the  rate 
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of  gonorrhea  in  15-19  year  old  males  was  954  per  100,000  and  in  15- 
19  year  old  females  was  1,172  per  100,000.     Currently,   15-19  year 
old  females  have  the  highest  rates  among  women  and  15-19  year  old 
males  have  the  second  highest  rates  among  men.     Reported  gonorrhea 
incidence  continues  to  be  very  high  among  minorities  and  is  almost 
40 -fold  higher  among  blacks  than  in  whites.     The  rate  for  black  men 
decreased  almost  11%  from  2,527  per  100,000  in  1989  to  2,252  per 
100,000  in  1990.     The  rate  for  black  women  decreased  from  1,461  per 
100,000  to  1,410  per  100,000  during  the  same  time  period. 


Lead  Poisoning 


Mr.   Stokes:     Lead  Poisoning  is  a  common  environmental  disease 
which  has  a  devastating  effect  on  young  children.     While  young 
minority  children  in  the  inner  city  are  disproportionately 
impacted,   lead  poisoning  affects  children  from  all  types  of 
backgrounds.     Last  year,  Congress  provided  $21  million  for  this 
program.     For  FY  1993,  $40  million  is  requested. 

How  many  states  will  be  able  to  participate  in  the  program? 

Dr.  Roper:     In  FY  1993,  the  number  of  grants  made  to  state 
and  local  health  agencies  will  increase  to  at  least  35,  and  the 
number  of  target  communities  will  increase  to  at  least  85. 


Mr.   Stokes:     What  is  the  current  level  of  participation? 

Dr.  Roper:     In  FY  1992,   the  number  of  grantees  is  expected  to 
increase  to  about  30  and  should  include  about  60  communities. 


Mr.  Stokes:     To  what  extent  will  programs  currently  being 
conducted  by  some  of  the  states  be  able  to  receive  increased 
funding? 

Dr.  Roper:     Those  states  and  communities  receiving  grant 
support  are  among  the  high  problem  areas  of  the  nation.  Most 
funded  states  and  communities  have  had  to  target  their  screening 
and  follow-up  efforts  to  only  one  or  two  areas  with  demonstrated 
severe  problems.     CDC  intends  to  increase  the  funding  of  those 
states  and  communities  now  receiving  grant  support  in  order  to 
expand  program  activities. 
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Diabetes 


Mr.  Stokes:     According  to  data  provided  by  CDC,   in  1987, 
there  were  nearly  7  million  Americans  who  had  been  diagnosed  with 
diabetes .     This  represents  an  18  percent  increase  in  the  prevalence 
of  diabetes  since  1980.     In  1987,  Congress  made  CDC  the  lead  agency 
for  coordinating  and  translating  diabetes. 

To  what  extent  are  minorities  disproportionately  impacted  by 
this  disease? 

Dr.  Roper:     In  addition  to  those  Americans  who  have  been 
diagnosed  as  having  diabetes,  we  believe  that  a  similar  number  have 
undiagnosed  diabetes.     By  any  measure  of  disease  burden,  diabetes 
has  an  excessive  impact  on  minority  populations.     For  example, 
compared  to  white  Americans , 

•  The  prevalence  of  diabetes  is  2-fold  greater  in  African 
Americans,   2  to  3- fold  greater  in  Hispanics ,  and  3  to 
5-fold  greater  in  American  Indians. 

•  Risk  of  lower  extremity  amputations  is  approximately 
twice  as  great  in  African  Americans  with  diabetes. 

•  Hospitalization  and  mortality  rates  for  diabetic 
ketoacidosis  is  almost  2-fold  greater  in  African 
Americans . 

•  The  incidence  of  end- stage  renal  disease  due  to 
diabetes  is  2.5  to  3  times  as  great  in  African 
Americans,  and  is  increasing  rapidly. 

•  Rates  for  diabetes -related  deaths  were  100  percent 
higher  in  African  American  females  compared  to  whites , 
and  40  percent  higher  in  African  American  males 
compared  to  whites . 

These  data  underscore  the  reality  that  members  of  ethnic  and 
racial  minorities  experience  disproportionately  the  adverse 
consequences  of  diabetes .     Although  the  reasons  for  this  excess 
burden  are  not  clear,   it  could  indicate  (1)  that  diabetes  is  more 
common  in  those  populations,  and  thus,  associated  with  a  greater 
number  of  problems;   (2)  that  it  is  more  severe  in  those 
populations,  and  compounded  by  the  presence  of  other  diseases,  such 
as  hypertension;   (3)  that  it  is  associated  with  inadequate  access 
to  acceptable  care;  or  (4)  that  the  care  which  is  accessible  is  of 
inadequate  quality. 


Mr.  Stokes:     What  is  the  annual  number  of  new  cases  reported 
for  African  Americans  and  other  minorities? 
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Dr.  Roper:     Little  was  known  about  the  burden  of  diabetes 
among  African  Americans  prior  to  1940,  and  as  recently  as  the 
1960s,  the  rate  of  diabetes  among  black  and  white  Americans  was 
similar.     However,  by  the  mid-1970s,  the  rate  of  diabetes  for 
African  Americans  exceeded  that  of  the  white  population.  Hispanic 
Americans,  the  fastest  growing  ethnic  minority  group  in  the  United 
States,   are  about  three  times  more  likely  to  develop  diabetes  than 
are  non-Hispanics .     Other  racial  and  ethnic  minorities,  including 
American  Indians ,  are  also  disproportionately  affected  by  diabetes . 

Unfortunately,  the  data  available  currently  are  inadequate  to 
provide  a  clear  and  accurate  understanding  of  the  extent  of  the 
diabetes  burden  borne  by  racial  and  ethnic  minority  populations, 
including  the  occurrence  of  new  cases  each  year. 


Mr.  Stokes:     Why  are  we  unable  to  determine  the  annual  number 

of  new  cases? 

Dr.  Roper:     The  data  on  diabetes  among  racial  and  ethnic 
minority  populations  are  limited  and  tell  us  too  little  about  the 
number  of  new  cases  of  diabetes  that  occur  annually,  the  extent  of 
the  overall  diabetes  burden,   and  the  extent  of  its  complications. 
This  is  because  we  rely  on  data  from  large  health  surveys  that  are 
not  well  suited  to  describing  the  distribution  of  a  single  disease, 
such  as  diabetes,  within  small  segments  of  the  population.  There 
is  no  reporting  required  nor  any  ongoing  surveillance  of  newly 
diagnosed  cases.     To  improve  our  understanding  of  the  distribution 
of  the  overall  diabetes  burden  among  specific  groups,  we  are 
working  to  strengthen  diabetes  surveillance  at  both  the  national 
and  state  levels.     CDC  published  the  1st  national  diabetes 
surveillance  report  in  1990.     The  1991  report,  which  will  be 
available  soon,  will  contain  a  new  chapter  that  specifically 
addresses  issues  related  to  disability  and  quality  of  life. 


Mr.  Stokes:     What  efforts  are  being  supported  which  target 
minority  populations? 

Dr.  Roper:     To  address  the  substantial  burden  imposed  by 
diabetes  and  its  complications  on  individual  Americans  and  society 
in  general,  CDC  is  trying  to  develop  a  better  understanding  of  the 
nature,   extent,   geographic  and  demographic  distribution,  and  causes 
of  that  burden.     To  do  this,  we  are  working  to  improve  diabetes 
surveillance  at  the  national  and  state  levels. 

CDC  has  undertaken  a  major  demonstration  project  in  two  urban 
communities  in  North  Carolina  with  large  African  American 
populations.     This  "community  models  project",  currently  in  its 
pilot  phase,  will  test  the  application  of  specific,  community -based 
approaches  for  preventing  diabetes  and  its  complications  in 
targeted,  high-risk  populations.     The  project  will  employ  health 
promotion  efforts  to  reduce  the  incidence  of  diabetes  among  the 
general  African  American  population  by  reducing  the  prevalence  of 
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obesity  in  that  group.     It  will  also  attempt  to  reduce  the 
occurrence  of  diabetic  complications  among  African  Americans  with 
diabetes  by  influencing  changes  in  care  practices  of  the  medical 
care  system. 

We  are  working  closely  with  27  state  and  territorial  health 
departments  to  develop  effective  interventions  and  implement 
programs  to  reduce  the  diabetes  burden,  especially  in  minority 
communities  and  among  the  elderly.     We  have  developed  a  training 
manual  for  individuals  with  diabetes  that  is  culturally  sensitive, 
available  in  both  English  and  Spanish  translations  at  the  sixth 
grade  literacy  level,  and  which  is  designed  to  train  persons  with 
diabetes  to  be  active  members  of  their  own  care  team. 


Mr.  Stokes:     What  level  of  funding  is  requested  for  FY  1993? 

Dr.  Roper:     The  President's  budget  for  FY  1993  includes 
approximately  $6.5  million  for  CDC's  state -based  diabetes  programs, 
the  same  level  as  in  FY  1992. 


Mr.  Stokes:     Is  this  the  amount  which  was  requested  by  the 
Center  for  Chronic  Disease  Prevention  and  Health  Promotion? 

Dr.  Roper:     The  Center  for  Chronic  Disease  Prevention  and 
Health  Promotion  requested  an  expansion  of  support  for  the  diabetes 
program  in  FY  1993  consistent  with  the  National  Diabetes  Advisory 
Board's  recommendation  to  Congress  for  a  substantial  increase  in 
funding  this  year.     This  recommendation  would  support  a  national 
initiative  to  reduce  the  burden  of  diabetes  in  the  United  States. 
However,  the  Advisory  Board's  recommendation  was  not  made  in  the 
context  of  overall  competing  preventive  health  priorities . 


Mr.  Stokes:     How  does  the  amount  in  the  budget  compare  to  the 
amount  provided  last  year? 

Dr.  Roper:     The  budget  includes  the  same  amount  for  diabetes 
state-based  programs  as  was  provided  last  year. 
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Immunization 


Mr.  Early:     The  budget  justification  indicates  that  you  have 
requested  funds  to  fully  implement  CDC's  portion  of  the 
recommendations  of  the  "Measles  White  Paper" .     How  much  is  included 
in  your  request  for  this  purpose  and  how  will  these  funds  be  used? 

Dr.  Roper:     A  total  $74,765  million  is  requested  in  FY  1993  to 
implement  the  recommendations  of  the  "Measles  White  Paper."  This 
includes  an  increase  of  $12,296  million  over  the  FY  1992 
appropriation.     These  funds  will  be  used  as  follows: 


$46  million:  to  enhance  the  vaccine  delivery 
infrastructure  at  the  local  level. 


$10  million:   to  provide  over  650,000  additional  doses  of  MMR 
vaccine  to  further  implement  the  ACIP  recommendation  for  a 
second  dose  of  MMR  vaccine. 

$6  million:  to  provide  more  than  1,162,000  doses  of  Hib 
vaccine  to  further  implement  the  ACIP  recommendation. 

The  increase  of  $12,296,000  will  be  used  for  the 
following : 

$125,000:     to  establish  a  clearinghouse  for  the 
Immunization  Education  and  Action  Committee  of  the  Healthy 
Mothers,  Healthy  Babies  Coalition. 

$750,000:   to  provide  technical  (epidemiologic, 
managerial,  etc.)  assistance  to  WIC  and  AFDC  programs  and 
clinics  to  plan,  develop,  and  implement  systems  to  support  the 
determination  of  immunization  status. 


$1,200,000:   to  evaluate  the  feasibility  and  cost  of  using  birth 
certificate  and/or  random  digit  dialing  survey  methods  to 
measure  current  population-based  immunization  coverage  in  two 
year  old  children. 

$5,000,000:   to  develop  and  pilot  test  methods  of  measuring 
immunization  coverage  based  on  registration  of  all  children 
from  birth  certificate  information  and  reporting  of 
vaccinations  by  all  providers  to  a  central  databank. 

$2,200,000:  to  carry  out  laboratory  studies  to  (a)  develop  more 
rapid  diagnostic  tests  for  measles,   (b)  characterize  the 
genetic  features  of  wild  and  vaccine  strains  of  measles  at  the 
humoral  and  cellular  levels,  and  (c)  assist  development  of 
improved  measles  vaccines. 

$3,021,000:  to  carry  out  epidemiologic  studies  related  to  the 
existing  and  to  new  measles  vaccines  designed  to  answer  the 
most  pressing  questions  relating  to  immunogenic ity,  efficacy, 
and  safety. 
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Mr.  Early:     How  much  is  included  to  assist  states  in  removing 
barriers  to  immunization:? 

Dr  Roper:     $6.3  million  will  be  used  to  assist  state  and  local 
health  agencies  in  implementing  and  evaluating  comprehensive  plans  to 
ensure  achievement  of  the  year  2000  goal  of  90  percent  immunization 
coverage  by  the  second  birthday.     Special  emphasis  will  be  placed  on 
support  to  urban  areas  with  large  racial/ethnic  minority  populations. 

Specific  activities  will  include  site  visits  to  monitor  and 
evaluate  state  and  local  immunization  activities.     Through  these 
reviews,  CDC  can  provide  additional  resource  support  in  removing 
administrative  and  other  barriers  in  the  area  of  vaccine  delivery, 
such  as  appointment -only  system,  and  missed  opportunities  (i.e, 
failure  to  administer  all  indicated  vaccines  simultaneously) .  In 
addition,  CDC  will  work  with  AFDC,  WIC,  and  other  Federal  agencies  to 
determine  the  most  feasible  method  of  increasing  the  immunization 
levels  of  the  children  they  serve,  particularly  at  the  state  level 
which  may  involve  removing  barriers. 


Mr.  Early:     How  much  is  included  to  support  their  vaccine 
delivery? 

Dr.  Roper:     In  1993,  $46  million  is  included  to  support  vaccine 
delivery.     These  funds  will  be  used  to  ensure  that  vaccines  are 
available  and  age -appropriately  administered  to  preschool -aged 
children.     CDC  has  requested  all  63  immunization  grantees,  and  24 
urban  areas  selected  on  the  basis  of  size  and  high  proportions  of 
racial/ethnic  minority  populations  to  develop  comprehensive 
Immunization  Action  Plans  (IAP) .     These  IAPs  will  be  the  basis  for 
awarding  the  $46  million. 


Mr.  Early:     What  barriers  do  states  face  in  improving 
immunization  rates? 

Dr.  Roper:    A  number  of  policy  and  resource  barriers  to  the 
immunization  of  preschool -aged  children  have  been  identified.  The 
policy  barriers  include:     availability  of  immunization  by  appointment 
only;  requirements  for  physical  examination  prior  to  immunization 
(such  examinations  may  take  weeks  to  months  to  obtain) ;  requirement 
for  physician  referral  in  order  to  be  vaccinated  (seeing  a  physician 
may  involve  substantial  delays) ;  requirements  for  enrollment  in 
well-baby  clinics  in  order  to  be  immunized;  and  administration  fees, 
state  and  local  resource  barriers  include:     insufficient  clinic 
personnel;   inadequate  clinic  hours;  and  too  few  clinic  locations. 
The  barriers  are  disincentives  to  obtaining  age -appropriate 
immunization  and  must  be  identified  and  addressed  in  each  public 
health  agency  for  the  immunization  levels  of  the  preschool -aged 
children  to  reach  90  percent. 
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Vaccine  Delivery 


Mr.  Early:     In  general,  what  action  is  needed  to  improve  state 
vaccine  delivery  structures? 

Dr.  Roper:     Actions  needed  to  improve  state  vaccine  delivery 
structures  can  be  divided  into  three  categories:     assessment,  service 
delivery,  and  information  and  education. 

States  must  assess,  then  reduce,  barriers  to  immunization  in  all 
clinics.     Immunization  should  be  available  on  demand  and  hours  should 
be  made  more  convenient  for  working  parents.     All  opportunities  to 
vaccinate;   including  simultaneous  administration  of  all  needed 
vaccines  and  use  of  only  valid  contraindications  when  deferring 
immunizations  should  be  utilized.     Advantage  must  also  be  taken  of 
the  access  public  assistance  programs  have  to  high-risk  populations 
by  assuring  that  vaccines  for  these  groups  are  readily  available. 

Immunization  would  be  facilitated  if  local  areas  and  clinics 
could  measure  current  levels  of  vaccination  in  the  population  they 
serve  and  track  progress  toward  reaching  national  goals.     In  the 
state  of  Georgia,   seven  persons  devoted  25%  of  their  time  to 
measuring  immunization  status  of  individual  clinic  populations  and 
reporting  the  results  to  local  policy-makers.     Without  any  additional 
funding,   immunization  levels  rose  from  33%  in  1986  to  68%  in  1991, 
primarily  because  advantage  was  taken  of  all  opportunities  to 
vaccinate  and  because  barriers  were  reduced.     Similar  programs  are 
needed  in  other  states. 

Information  and  Education  is  needed  at  both  the  provider  and 
consumer  level.     Providers  need  more  information  about  the 
indications  for  vaccination,   the  need  for  simultaneous  administration 
of  indicated  vaccines,  and  avoiding  false  contraindications  that 
often  serve  to  defer  immunizations.     Consumers  need  to  be  motivated 
to  seek  early  and  complete  immunizations  for  their  children,  even 
when  they  must  overcome  repeated  barriers  to  health  care,  such  as 
public  health  clinics  that  are  not  "user- friendly . " 


Mr.   Early:     How  do  you  plan  to  support  their  vaccine  delivery 
structure? 

Dr.  Roper:     $46  million  will  be  distributed  to  immunization 
grantees  in  FY  1992  and  is  also  being  requested  in  the  President's 
budget  for  FY  1993.     These    monies  will  be  provided  to  immunization 
grantees  to  enhance  their  service  delivery,  assessment,  and 
information/education  capabilities . 
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Mr.  Early:     The  justification  indicates  that  states  will  identify 
additional  non- federal  resources  which  will  permit  CDC  to  phase  out 
infrastructure  support  at  the  end  of  FY  97.     What  non- federal  sources 
of  support  do  you  expect  states  to  find? 

Dr.  Roper:     To  accomplish  the  90  percent  goal,   it  will  be 
essential  that  funding  for  delivery  of  immunizations  and  other 
immunization- related  activities  come  from  a  variety  of  sources 
including  support  at  the  federal,  state  and  local  levels,  and  from 
the  private  and  volunteer  sectors.     In  a  number  of  areas  in  the 
country,  it  appears  that  immunization  levels  in  children  less  than 
two  years  of  age  must  be  almost  doubled  if  the  goal  is  to  be 
accomplished. 

Because  immunization  is  one  of  our  most  effective  preventive 
health  measures,   it  is  expected  that  implementation  of  the 
Immunization  Action  Plans  will  make  immunization  services  an 
increased  budgetary    priority  at  the  state  and  local  levels.  The 
phase -down  of  Federal  immunization  vaccine  infrastructure  support  is 
intended  to  ensure  that  the  Federal  government  does  not  assume  the 
primary  role  as  the  operator  of  State  and  local  health  clinics 
throughout  the  country. 


Immunization  -  Hepatitis  B 


Mr.  Early:     You  have  also  requested  increased  funds  to  expand 
universal  immunization  of  infants  against  hepatitis  B.     How  is  the 
hepatitis  B  program  working? 

Dr.  Roper:     In  FY  1992,  $18  million  was  appropriated  to  begin 
implementation  of  universal  infant  hepatitis  B  immunization.  This 
funding  level  will  provide  vaccine  and  related  activities  needed  to 
immunize  20-24  percent  of  the  public  sector  needs  or  400,000-500,000 
infants.     Program  guidelines  for  use  of  these  funds  have  been 
distributed.     Grant  proposals  have  been  received  and  are  being 
evaluated.     Grant  awards  should  be  made  by  April  15.     Three  states 
(Hawaii,  Massachusetts,  and  Louisiana)  have  already  begun  to 
incorporate  hepatitis  B  vaccine  into  their  infant  immunization 
program. 

The  FY  1993  President's  Budget  requests  an  additional  $15  million 
to  expand  coverage  from  20-24  percent  to  approximately  40  percent. 


Mr.  Early:     Are  all  states  currently  participating  in  this 
effort? 

Dr.  Roper:     Alaska  currently  operates  an  aggressive  universal 
infant  immunization  program  because  of  its  high  endemicity  of 
hepatitis  B.     For  the  universal  infant  vaccination  program,  59  of  the 
63  grantees  have  applied  and  are  likely  to  receive  funding  in  1992. 
Four  of  the  grantees  (San  Antonio,  Kansas,   Idaho  and  West  Virginia) 
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have  elected  not  to  apply  for  these  funds.  Eight  of  the  63  projects 
(Hawaii,  Massachusetts,  Louisiana,  Guam,  Marshall  Islands, 
Micronesia,  Northern  Marianas,  and  Palau)  have  already  started 
universal  vaccination  for  their  infants  using  state  and  local 
resources . 


Mr.  Early:     How  many  mothers  and  infants  are  currently  being 
served  by  this  program  and  how  many  do  you  expect  to  reach  with  this 
budget  request? 

Dr.  Roper:     The  perinatal  program  is  targeted  for  100  percent  of 
the  approximately  2.1  million  pregnant  women  served  annually  in  the 
public  sector.  An  estimated  22,000  hepatitis  B  surface -antigen 
positive  pregnant  women  will  be  identified  by  this  program  and  their 
infants  will  receive  prophylaxis.     Additionally,   six  states  have 
either  laws  or  administrative  rulings  which  mandate  prenatal 
screening  or  required  reporting  of  hepatitis  B  surface  antigen- 
positive  pregnant  women  and  four  others  have  legislation  pending. 

For  universal  vaccination  of  infants  against  hepatitis  B,  about 
500,000  or  24  percent  of  the  children  using  public  health  care  are 
being  served  by  this  program.     Up  to  an  additional  400,000,  or  a 
cumulative  total  of  40  percent  of  the  children  dependent  on  the 
public  sector,   are  expected  to  be  reached  with  this  budget  request. 


Mr.   Early:     Can  you  give  us  some  idea  of  the  public  sector  need 
in  this  area  and  the  extent  to  which  federal  support  is  meeting  this 
need? 

Dr.  Roper:     There  are  an  estimated  2.1  million  pregnant  women  who 
receive  health  care  in  the  public  sector.     All  pregnant  women  should 
be  screened  for  hepatitis  B  infection  annually.  When  this  occurs, 
about  22,000  will  test  positive  for  hepatitis  B  surface  antigen.  In 
FY  1992,  $13,766  million  was  awarded  to  immunization  grantees  to 
support  activities  for  the  perinatal  hepatitis  B  screening  and 
vaccination  program,  which  should  screen  100%  of  the  2.1  million 
pregnant  women  served  in  the  public  sector  and  vaccinate  children 
born  to  those  who  are  found  to  be  surface  antigen  positive.     In  FY 
1992,   the  $18  million  to  initiate  the  universal  infant  hepatitis  B 
immunization  program  will  be  awarded  in  April  1992.     This  funding 
level  is  sufficient  to  vaccinate  approximately  24  percent  of  the  2.1 
million  children  born  each  year  who  rely  on  the  public  health  system 
for  health  care.     The    additional  $12  in  grants  million  requested  in 
FY  1993  will  increase  the  level  to  40  percent. 

Immunization  -  Vaccine  Stockpile 


Mr.  Early:  This  year,  you  have  requested  funds  in  the  vaccine 
stockpile.     How  will  these  funds  be  used? 
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Dr.  Roper:     Funds  for  developing  the  vaccine  stockpile  were 
appropriated  beginning  in  1983  and  continued  through  1991  when  the 
original  stockpile  for  OPV,  DTP,  Td,  DT,  MMR  and  IPV  was  essentially 
completed.     Only  the  stockpile  for  DTP  is  less  than  100%  of  that 
original  26  week  target.     Connaught  Laboratories  had  to  reduce  part 
of  their  portion  of  the  stockpile  due  to  insufficient  sales  to 
maintain  adequate  dating  of  vaccine.     However,  since  the  requirements 
for  the  original  stockpile  were  determined  in  1982,   it  does  not 
include  any  Hib,  hepatitis  B,  or  acellular  DTP  vaccine.     In  addition, 
it  includes  only  enough  MMR  vaccine  for  the  first  dose.     The  increase 
of  $5,000,000  will  be  used  to  expand  the  vaccine  stockpile  to  include 
Hib,  hepatitis  B,  and  possibly  the  new  acellular  DTP  vaccine. 


Mr.  Early:     You  are  adding  3  new  vaccines  to  the  stockpile.  What 
are  your  target  levels  for  the  various  vaccines,  and  to  what  extent 
will  the  budget  request  enable  you  to  reach  these  levels? 

Dr.  Roper:     To  expand  the  stockpile  to  include  a  6  month  supply  of 
the  new  vaccines  would  require  8.4  million  doses  of  Hib  vaccine,  6.3 
million  doses  of  hepatitis  B  (for  infants),  and  4.2  million  doses  of 
the  acellular  DTP  vaccine  (DTaP) .     At  current  market  prices, 
approximately  $130  million  would  be  needed  to  purchase  a  26  week 
supply  of  these  vaccines.     However,  with  competition  we  believe  that 
the  cost  of  DTaP  and  hepatitis  B  vaccines  will  decrease 
substantially.     Therefore,  we  believe  the  $130  million  estimate  may 
be  decreased  by  close  to  50  percent.     Based  on  current  percent,  we 
estimate  that  the  $5  million  will  provide  3-4  percent  of  the  26  week 
supply  for  each  of  these  three  vaccines.     The  actual  amount  of  each 
antigen  purchased  will  depend  on  the  cost  of  the  bids  received.  If 
additional  manufacturers  enter  the  market,  purchases  will  concentrate 
on  those  with  the  least  number  of  manufacturers  since  those  vaccines 
are  at  risk  of  experiencing  shortages. 

Immunization  -  Medicaid  Coverage 


Mr.  Early:     To  what  extent  do  state  medicaid  programs  currently 
cover  immunization? 

Dr.  Roper:     We  do  not  have  good  data  on  the  extent  to  which  each 
state's  Medicaid  program  covers  immunization.     All  state  Medicaid 
programs  provide  immunization  coverage;  however,  each  state's  plan  is 
different  and  reimbursement  rates  vary. 


Mr.  Early:  Has  there  been  any  discussion  with  HCFA  and/or  the 
states  to  do  more  in  this  area? 
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Dr.  Roper:     We  are  collaborating  with  the  Medicaid  Bureau  to 
encourage  all  state  health  departments  and  state  Medicaid  programs  to 
develop  Medicaid  vaccine  purchase  and  distribution  systems.  By 
purchasing  vaccine  through  Federal  contracts,  state  Medicaid  programs 
can  realize  substantial  savings. 

In  addition,  we  are  assigning  a  person  from  CDC  to  the  Medicaid 
Bureau  for  3-6  months  to  identify  issues  and  make  recommendations 
that  will  result  in  an  improved  understanding  by  CDC  and  Medicaid  of 
what  needs  to  be  done  to  improve  the  Medicaid  vaccine  delivery 
system. 

Immunization  -  Childhood 


Mr.  Early:     How  would  you  evaluate  the  cooperation  you  are 
getting  from  the  state  and  local  health  departments  in  your  efforts 
to  improve  childhood  immunization? 

Dr.  Roper:     I  think  the  cooperation  we  are  getting  from  state  and 
local  health  departments  is  the  best  it  has  ever  been.     The  key 
strategy  to  significantly  raise  immunization  levels  among  infants  and 
young  children  prior  to  their  second  birthday  centers  around  state 
and  local  development  and  implementation  of  "Immunization  Action 
Plans"   (IAPs).     Between  September  20,   1991,  and  February  13,  1992, 
Secretary  Sullivan  and  other  high  ranking  federal  officials  visited 
six  areas  of  the  country:     Dallas,  Texas;  Maricopa  County,  Arizona; 
Rapid  City,  South  Dakota;  Detroit,  Michigan;  San  Diego,  California; 
and  Philadelphia,  Pennsylvania  to  demonstrate  the  federal  commitment 
to  raising  immunization  levels  and  to  receive  from  elected  and  public 
health  officials  the  IAPs  developed  locally. 

Though  state  and  local  health  department  officials  had  the 
primary  responsibility  for  coordination  and  plan  authorship,  each  IAP 
was  developed  with  input  and  contributions  from  a  broad-based 
coalition  of  community  groups  representing  public  and  private  health 
care,  business,  government,  volunteer,  charitable  and  community-based 
organizations/agencies.     The  key  strategy  is  to  ensure  that  every 
agency  that  serves  preschool -aged  children  coordinates  services  to 
assure  that  children  are  appropriately  vaccinated.     For  example,  in 
Philadelphia,   73  different  organizations  made  specific  commitments  to 
plan  implementation. 

In  March  1993,  the  Centers  for  Disease  Control  (CDC)  conducted 
workshops  in  Atlanta,  Georgia  specifically  for  all  eligible  state  and 
local  health  departments  for  the  purpose  of  providing  reference 
materials  and  training  on  how  to  develop  an  IAP.  All  63  immunization 
grantees  and  24  urban  areas  designated  for  funding  consideration  now 
have  the  necessary  information  to  begin  the  IAP  process.     It  is 
anticipated  all  eligible  state  and  local  health  departments  will 
submit  IAPs  to  accomplish  the  year  2000  goal  of  at  least  90  percent 
of  our  nation's  children  being  appropriately  immunized  by  their 
second  birthday. 
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Mr.  Early:     Would  you  bring  us  up  to  date  on  the  progress  you 
have  been  able  to  make  in  improving  age  appropriate  immunization 
levels? 

Dr.  Roper:     We  do  not  yet  have  national  assessment  data  for  1991 
which  will  assess  progress  toward  improving  age  appropriate 
immunization  levels.     However,  we  have  examined  changes  in  the  number 
of  vaccine  doses  administered  to  preschool  children  in  public  clinics 
using  1988  as  a  base  year.     In  1991,  approximately  350,000  more  1- 
year-old  children  were  vaccinated  against  measles  compared  to  1988, 
an  increase  of  36  percent.     The  proportion  of  1  year- olds  in  the 
United  States  population  vaccinated  in  public  clinics > increased  from 
25  percent  to  31  percent.     Similar  increases  were  reported  for  DTP 
and  OPV.     These  increases  do  not  appear  to  be  a  result  of  a  shift  of 
children  from  the  private  to  the  public  sector. 

However,  the  doses -administered  information  suggests  substantial 
improvements  still  are  needed  if  we  are  to  meet  the  year  2000 
objective  of  90  percent  coverage  by  the  second  birthday. 

Immunization  -  Community  Health  Centers 


Mr.  Early:     How  and  to  what  extent,   is  CDC  utilizing  community 
health  centers  to  improve  immunization  levels? 

Dr.  Roper:     CDC  considers  community  health  centers  to  be  vital  in 
the  delivery  of  immunization  services  in  the  public  sector.     In  1991, 
state  immunization  programs  provided  about  $16.2  million  of  vaccine 
to  community  and  migrant  health  centers.     That  figure  is  expected  to 
increase  to  approximately  $19.1  million  in  1992.     An  increase  of  up 
to  $10  million  is  included  in  the  President's  1993  Budget  request  to 
provide  additional  vaccine  to  community  and  migrant  health  centers. 

Many  community  health  centers  will  participate  at  the  state  and 
local  level  in  the  development  of  the  immunization  action  plans  for 
improving  the  delivery  of  immunizations  to  children  under  two  years 
old.     State  and  local  health  departments  are  being  asked  to  work 
closely  with  these  centers  to  assist  them  in  identifying  and 
eliminating  barriers  and  missed  opportunities  to  vaccinate.  In 
addition,   some  state  and  local  health  departments  will  be  able  to 
provide  community  health  centers  with  support,  particularly 
personnel,   to  allow  the  implementation  of  express -lane  immunization 
services . 


Sexually  Transmitted  Diseases 


Mr.  Early:     Sexually  transmitted  diseases  continue  to  be  a 
serious  public  health  problem.     Since  they  are  both  preventable  and 
treatable,  why  is  there  no  programmatic  increase  in  the  budget 
request  for  the  STD  program? 
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Dr.  Roper:     The  1990  STD  grant  program  announcement  clearly 
states  that  the  prevention  of  syphilis  and  congenital  syphilis  is  of 
highest  priority  for  all  of  the  STDs .     By  focusing  existing  funding 
on  syphilis  prevention  in  these  35  counties,   the  CDC  believes  that  an 
effective  and  efficient  STD  prevention  program  can  be  implemented 
with  existing  resources.     In  addition,  the  throughout  the  Public 
Health  Service  (including  CDC),  $419  million  is  requested  in  1993  for 
HIV/AIDS  prevention  education  and  $542  million  is  requested  for  drug 
abuse  prevention,  both  of  which  are  strongly  related  to  reducing  the 
spread  of  STDs. 


Mr.  Early:     What  kinds  of  trends  are  you  seeing  in  the  various 
STDs  since  you  were  here  last  year? 

Dr.  Roper:     For  the  first  time  since  1985,  reported  infectious 
(primary  and  secondary)  syphilis  decreased.     In  1991,   the  epidemic 
appears  to  have  abated  in  many  areas  and  the  provisional  number  of 
primary  and  secondary  cases  is  42,227,  a  decrease  of  15.9%  from  the 
50,223  cases  reported  in  1990.     Primary  and  secondary  syphilis  rates 
have  decreased  steadily  among  white  men  due  in  large  part  to 
favorable  changes  in  sexual  behavior  among  homosexual  men  in  response 
to  the  AIDS  epidemic.     In  contrast,   rates  among  black  men  have 
increased  128%,  from  68.7  per  100,000  in  1985,   to  156.7  per  100,000 
in  1990.     Rates  in  black  men  are  nearly  54  times  higher  compared  with 
white  men  in  1990.     Rates  in  Hispanic  men  have  declined  from  43.1  per 
100,000  in  1987,  to  22.8  per  100,000  in  1990,  but  still  are  almost  8 
times  higher  than  for  white  men.     Syphilis  rates  among  black  women 
have  increased  even  more  dramatically;  rates  increased  by  over  230%, 
from  35.3  per  100,000  in  1985,  to  116.5  per  100,000  in  1990. 

Nationally,   total  reported  gonorrhea  cases  continued  to  decline 
for  the  sixth  consecutive  year  to  609,459  cases  (233  cases  per 
100,000  population)  in  1991,  a  decrease  of  11.9%  from  1990. 
Gonorrhea  rates  have  declined  in  most  age  groups,  but  have  remained 
high  among  teenagers.     In  1990,  the  rate  of  gonorrhea  in  15-19  year 
old  males  was  954  per  100,000,  and  in  15-19  year  old  females  was 
1,172  per  100,000.     Reported  gonorrhea  incidence  also  continues  to  be 
very  high  among  blacks  and  is  almost  40-fold  higher  than  in  whites. 
The  rate  for  black  men  decreased  almost  11%  from  2,527  per  100,000  in 
1989,  to  2,252  per  100,000  in  1990.     The  rate  for  black  women 
decreased  from  1,461  per  100,000  to  1,410  per  100,000  during  this 
same  time  period. 


Mr.  Early:     Are  you  planning  any  special  initiatives  to  address 
these  areas? 

Dr.  Roper:     To  have  an  impact  on  the  current.  STD  epidemic, 
particularly  syphilis,  Federally  funded  STD  prevention  programs  will 
have  to  continue  to  develop  innovative  disease  control  approaches  for 
the  remainder  of  the  1990s.     Some  examples  include: 
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o      Improved  access  to  quality  STD  diagnostic  and  treatment  services 
for  high-risk  groups.     This  includes  reducing  waiting  time  in  STD 
clinics,  providing  flexible  hours  of  operation,  and  locating 
clinical  facilities  (via  new  facilities  or  mobile  vans)  in  areas 
convenient  to  these  populations . 

o      Syphilis  screening  of  high-risk  populations.     Screening  in 
hospitals  delivering  women  at  high  risk  for  syphilis,  crack 
houses  and  hangouts ,  prisons ,  emergency  rooms ,  and  drug/alcohol 
detention  centers  are  increasingly  being  used  successfully  by  STD 
prevention  programs . 

o      Evaluation  of  partner  notification  activities  so  they  can  be 
better  targeted  to  identify  high-risk  transmitters  of  syphilis. 

o      Innovative  social  research  to  identify  ways  to  bring  about 

favorable  changes  in  sexual  and  health  care  behavior  among  groups 
at  highest  risk  for  transmission  and  acquisition  of  syphilis. 

o      Raising  awareness  of  the  syphilis  epidemic  and  what  can  be  done 
to  stop  it  in  affected  communities  to  elicit  their  cooperation. 

o      Development  of  a  Division  "response  team"  which  will  work  with 
designated  grantees  to  assist  in  evaluating  disease  incidence, 
surveillance,  disease  intervention  activities,  and  quality 
assurance  to  determine  how  to  address  their  syphilis  problem. 
This  approach  may  lead  to  the  redistribution  of  existing 
resources  or  the  provision  of  new  funds. 

o      Expansion  of  program  review  teams  to  include  federal,  state,  and 
local  personnel  to  provide  systematic  hands-on  review, 
evaluation,  and  technical  assistance  to  improve  the  disease 
control  systems  or  methods  needed  to  reduce  early  syphilis. 

o      Continued  support  for  initiatives  which  demonstrate  the 
effectiveness  of  new  and  traditional  disease  intervention 
methodologies.     The  contribution  that  community-based 
organizations  can  have  on  hard-to-reach  populations,  such  as  drug 
users ,  as  well  as  ways  to  increase  community  recognition  of  and 
action  toward  STD  control  will  continue  to  be  explored. 

Chlamydia  Control 


Mr.  Early:     What  progress  are  you  making  in  implementing  a 
national  chlamydia  control  program? 

Dr.  Roper:     Since  1985,   STD  control  programs  have  made  progress 
in  the  development  of  prevention  and  control  programs  for  chlamydia 
in  spite  of  competing  STD  priorities.     Two  additional  states  enacted 
laws  or  regulations  requiring  the  reporting  of  chlamydia  during  1991, 
bringing  the  total  of  such  laws  to  39  states,  the  District  of 
Columbia,   the  Virgin  Island  and  Puerto  Rico.     Reported  chlamydial 
infections  received  by  CDC  have  increased  steadily  since  1984.  In 


1564 


1991,  with  limited  reporting,   the  reported  number  of  females  with 
chlamydia  infections  exceeded  the  reported  number  of  females  with 
gonococcal  infection  for  the  first  time.     Improved  surveillance 
systems  are  needed  to  accurately  monitor  trends  in  chlamydial 
infections.     In  1992,   selected  project  areas  will  participate  in  a 
pilot  study  to  determine  the  feasibility  of  a  sentinel  surveillance 
system  to  monitor  chlamydial  prevalence  rates  in  special  populations, 
such  as  family  planning  clinics.     Selected  states  and  regions  have 
begun  chlamydia  screening  programs  in  prenatal  and  family  planning 
clinics.     The  high  positivity  rates  from  these  clinics  indicate  that 
chlamydial  infections  continue  to  be  widespread.     The  collaborative 
chlamydia  testing  program  in  family  planning  clinics  and  STD  clinics 
in  Region  X,  which  has  been  ongoing  since  1988,  has  shown  three 
things:     1)  that  it  is  feasible  to  have  a  centralized  data  management 
system  for  a  large  number  of  clinics;  2)  that  multi- funded  programs 
which  cross  state  boundaries  can  be  successful;   and  3)  most 
importantly,  widespread  chlamydia  testing  and  follow-up  programs  can 
effect  the  prevalence  of  chlamydial  infections  in  this  Nation.  In 
1991,   about  2.2  million  women  and  174,000  men  were  tested  for 
chlamydial  infection.     Positivity  rates  for  women  were  7.7%,   and  for 
men  were  12.9%.     Although  disease  intervention  activity  for  chlamydia 
is  still  in  its  infancy,   approximately  59,600  patients  with 
chlamydial  infections  were  interviewed,   disease  Intervention  occurred 
in  36%  of  cases  interviewed,   about  56,700  sex  partners  of  patients 
with  chlamydia  were  referred  for  examination,   of  these,   19,100  were 
treated,   either  therapeutically  or  preventably,   and  an  estimated 
69,700  potential  cases  of  chlamydial  cases  were  prevented  as  a  result 
of  these  activities . 


Mr.  Early:     Why  are  chlamydia  prevention  activities  so  limited? 

Dr.  Roper:     The  implementation  of  a  large  scale  program  for  the 
prevention  of  chlamydial  disease,  has  been  hampered  by  a  lack  of 
suitable  diagnostic  tests.     However,   recently  new  non- culture 
technology  has  been  developed  that  will  make  a  more  ambitious  program 
possible  in  the  near  future.     Research  and  development  efforts  to 
build  the  service  delivery  system  required  for  such  a  program  have 
been  identified  and  include:     1)  devising  national  systems  for 
surveillance  and  program  activity  monitoring;   2)  developing  and 
implementing  methodologies  to  evaluate  new  screening  tests  and  new 
drugs  and  to  monitor  clinical  susceptibility  to  standard  therapies; 
3)  designing  systems  to  monitor  test  performance  and  provide 
training;   and  4)  designing  and  evaluating  community  based 
interventions . 

In  late  1991,  a  chlamydia  prevention  workshop  hosted  by  the  CDC 
underscored  epidemiologic  features  of  chlamydial  infection  which  are 
key  to  a  prevention  program.     This  workshop  clearly  called  for  the 
implementation  of  case  reporting  systems  at  state  and  local  levels, 
the  development  of  systems  to  monitor  short-term  trends  in  cases  of 
male  gonococcal  urethritis,  and  positivity  rates  among  screened 
women,   and  the  use  of  National  seroprevalence  surveys  to  monitor 
long-term  population  based  trends  and  incidence  of  Chlamydia 
trachomatis  infections.     It  also  called  for  the  evaluation  of 
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confirmatory  tests  to  determine  the  easiest  and  most  effective  means 
of  implementing  the  recommendation  that  most  non- culture  tests  be 
confirmed  by  a  second  test  of  a  different  type. 


Mr.  Early:  Do  you  have  any  new  initiatives  planned  in  this  area 
for  either  FY  1992  or  1993? 

Dr.  Roper:     In  FY  1992,   the  CDC  will  expand  the  successful 
chlamydia  testing  program  which  has  been  occurring  in  STD  and  family 
planning  clinics  in  Region  X.     This  collaborative  project  which 
involves  CDC  and  the  Region  X  family  planning  staff,  has  been 
successful  in  reducing  the  prevalence  of  chlamydia  from  10%  to  less 
than  5%  in  168  family  planning  clinics  in  the  two  years  following  the 
introduction  of  screening.     In  FY  1992,  the  CDC,  Division  of  STD/HIV 
Prevention,  will  seek  to  replicate  this  highly  successful  project  in 
two  additional  PHS  regions  (Region  VII  and  VIII).  Additionally, 
selected  project  areas  will  participate  in  a  pilot  study  to  determine 
the  feasibility  of  a  sentinel  surveillance  system  to  monitor 
chlamydial  prevalence  rates  in  special  populations,   such  as  family 
planning  clinics. 


Mr.  Early:     How  much  are  you  allocating  for  chlamydia  control 
programs  in  FY  1992  and  1993? 

Dr.  Roper:     Approximately  $22.5  million  dollars  ($20.7  in  grants 
and  $1.8  in  direct  operations)  will  be  devoted  to  chlamydia 
prevention  activities  in  both  FY  1992  and  1993. 

Mr.  Early:     What  additional  actions  or  steps  would  CDC  take  if 
more  resources  were  available  for  this  purpose? 

Dr.  Roper:     With  the  $22.5  million  available  for  chlamydia 
control  activities  in  FY  1993,  CDC  is  supporting  the  highest  priority 
needs . 

For  any  further  program  increases  beyond  those  included  in 
the  1993  President's  budget,  no  further  efforts  have  been  identified 
to  stay  within  the  agreed  upon  levels  of  the  Budget  Enforcement  Act. 

However,   if  additional  resources  for  chlamydia  prevention 
activities  become  available,   they  would  be  utilized  to  expand 
screening  activities  similar  to  those  being  currently  conducted  in 
the  Region  X  collaborative  project  in  as  many  additional  PHS  regions 
as  resources  would  allow.     The  Region  X  project  would  be  expanded  to 
include  other  than  family  planning  and  STD  clinics,   including  primary 
care,  migrant  health  and  other  service  delivery  clinics.  Disease 
intervention  activity  related  to  positive  tests  identified  through 
the  screening  program,   as  well  as  the  follow-up  of  other  positive 
tests,  could  be  implemented  on  a  selected  basis  in  at  least  the  top 
35  counties  of  the  country  for  chlamydia  morbidity  and  perhaps  even 
further. 
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Sexually  Transmitted  Diseases  -  Funding 


Mr.  Early:     What  was  CDC's  FY  1993  request  for  the  STD  program, 
and  how  does  it  differ  from  the  budget  request  before  us? 

Dr.  Roper:     CDC's  FY  1993  request  for  the  STD/HIV  prevention 
program  was  $96,910,000  for  grants  and  $16,065,000  for  direct 
operations.     It  is  more  than  the  budget  request  that  you  have  before 
you. 


Mr.  Early:     If  additional  resources  were  available,  what  would 
your  priorities  be? 

Dr.  Roper:     Again,  the  highest  priority  projects  are  being 
supported  with  the  funds  included  in  the  1993  President's  budget.  If 
additional  funds  were  available,  priority  would  be  placed  upon  the 
expansion  of  an  STD- related  infertility  program  targeting  primarily 
chlamydia,  but  also  expanding  gonorrhea  screening  activities  in 
inner-city  low  income,  minority  heterosexual  populations. 
Additionally,  resources  would  be  used  to  rebuild  the  STD  public 
health  clinical  service  delivery  system.     In  many  urban  centers  with 
the  highest  rates  of  STD  and  HIV,  the  rising  STD  burden  has 
outstripped  the  capacity  of  clinics  to  provide  care.     Patients  are 
being  turned  away  without  treatment  and  clinic  hours  of  operation  are 
being  reduced,  which  stresses  our  ability  to  provide  STD  prevention 
effectively  in  these  areas.     Congenital  syphilis  prevention 
activities  could  be  expanded  to  the  highest  risk  sites  other  than  STD 
clinics,  such  as  migrant  health,  HRSA  community  health  centers,  etc. 
with  additional  resources.     Finally,  resources  could  be  utilized  to 
train  medical  students  in  STD/HIV  prevention,   since  this  has 
traditionally  been  ignored  by  our  Nation's  medical  schools. 


Breast  and  Cervical  Cancer  -  Mortality  Prevention 


Mr.   Early:     Would  you  bring  us  up  to  date  on  the  progress  CDC  has 
made  in  implementing  the  breast  and  cervical  cancer  mortality 
prevention  program? 

Dr.  Roper:     The  CDC  began  implementation  of  the  program  following 
enactment  of  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act 
of  1990.     Twenty-nine  million  dollars  was  appropriated  for  FY  1991. 
Thirty-one  applications,   received  from  official  state  health 
agencies,  were  reviewed  in  June  1991,  and  rated  by  an  objective 
review  panel.     Cooperative  agreement  funds,  ranging  from  $2.7  million 
to  $3  million,  were  awarded  to  California,  Colorado,  Michigan, 
Minnesota,  New  Mexico,  South  Carolina,  Texas,  and  West  Virginia  to 
develop  comprehensive  screening  and  follow-up  programs  for  the  early 
detection  and  control  of  breast  and  cervical  cancer.     In  FY  1992, 
based  on  the  ranking  from  the  June  1991  review  panel,   four  additional 
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state  agencies  were  awarded  funds,  ranging  from  $2  million  to  $3 
million:     Maryland,  Missouri,  Nebraska,  and  North  Carolina.     As  of 
February  1992,  more  than  10,000  breast  and  cervical  cancer  screenings 
have  been  performed  through  the  first  eight  state  programs. 

Additionally,  CDC  plans  to  provide  financial  assistance  to  at 
least  10  state  or  territorial  health  agencies  to  assist  in  the 
development  of  the  core  components  necessary  to  carry  out 
comprehensive  screening  programs.     CDC  will  target  those  states  that 
are  in  the  early  stages  of  organizing  their  programs.  The 
President's  FY  1993  Budget,  at  $70  million  ($20  million  increase) 
will  expand  the  existing  12  programs  and  fund  an  additional  three 
comprehensive  states  with  payment  for  services  (for  a  total  of  15) 
and  five  additional  states  will  be  provided  with  financial  assistance 
to  develop  core  components  (for  a  total  of  15) . 

In  addition  to  state -based  program  development,  numerous  national 
level  activities  have  been  initiated  that  are  part  of  CDC's  breast 
and  cervical  cancer  early  detection  and  control  effort.     CDC  entered 
into  a  collaborative  relationship  with  the  AMC  Cancer  Research  Center 
in  Denver,  Colorado  to  provide  public  education  technical  assistance 
to  develop  state  training  programs.     Cooperative  agreements  have  been 
awarded  to  the  National  Medical  Association  and  the  American  College 
of  Physicians  to  develop  professional  education  strategies  to 
influence  the  practice  behavior  of  their  membership. 

CDC  is  also  actively  involved  with  cancer  control  quality 
assurance  and  has  funded  a  2 -year  contract  to  develop  baseline 
information  on  the  number  of  cytology  labs  in  the  United  States  and 
the  quality  control  practices  utilized  by  these  labs.     With  regard  to 
mammography  quality  assurance,  CDC  has  collaborated  with  the  Food  and 
Drug  Administration  to  provide  support  to  the  Conference  of  Radiation 
Control  Program  Directors  to  collect  baseline  and  feasibility 
information  to  direct  the  planning  and  development  of  broad  quality 
assurance  programs  within  states.     In  addition,  a  3-year  cooperative 
agreement  was  awarded  to  American  College  of  Radiology  to  initiate 
activities  related  to  mammography  quality  assurance.     In  FY  1992,  CDC 
will  provide  resources  to  one  state  health  agency  for  the  development 
of  a  training  center  for  state  program  personnel. 


Mr.  Early:     In  how  many  states  is  the  program  currently 
operating? 

Dr.  Roper:     Currently  8  of  the  12  funded  states  are  actively 
providing  screening  and  follow-up  services  to  low- income  women.  The 
states  of  Maryland,  Missouri,  Nebraska,  and  North  Carolina  were 
awarded  funds  effective  January  31  1992,  and  should  be  providing 
screening  and  follow-up  services  within  the  next  4  to  5  months. 


Mr.  Early:     What  criteria  does  CDC  use  in  making  awards. 
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Dr.  Roper:     Applications  were  received  from  official  state  and 
territorial  health  agencies  and  evaluated  by  an  Objective  Review 
Panel  of  CDC  and  NCI  professionals  based  on  the  following  criteria: 

•  The  level  of  coordinated  support  and  participation  from  community 
and  voluntary  agencies,  professional  health  care  organizations, 
and  providers  toward  integrating  program  elements  into  the  health 
care  delivery  system  for  the  at-risk  population 

•  The  extent  to  which  the  applicant  describes  the  breast  and 
cervical  cancer  program  needs  of  the  target  population,  justifies 
the  focus  on  these  populations,  and  the  assurance  of  appropriate 
screening,   follow-up,  and  treatment  services 

•  The  consistency  of  the  specific  and  time-related  measurable 
objectives  with  the  stated  purpose  of  the  cooperative  agreement 

•  The  qualifications  and  appropriateness  of  proposed  personnel 

•  The  quality  of  the  public  education  plan 

•  The  quality  of  the  professional  education  plan 

•  The  quality  of  the  mammography  and  cervical  cytology  quality 
assurance  plan 

•  The  quality  of  the  surveillance  plan,  demonstrated  ability  to 
analyze  data,  and  evidence  of  the  continued  existence  of  data 
sources 

•  The  documentation  and  appropriateness  of  the  proposed  or  existing 
cancer  plan  and  the  role  of  the  coalition  in  proposed  activities 

•  The  quality  of  the  applicant's  evaluation  plan 


Mr.  Early:  How  does  CDC  determine  whether  to  provide  payment  for 
screening  services? 

Dr.  Roper:     The  use  of  cooperative  agreement  funds  for  screening 
and  follow-up  services  are  based  on  "payment  of  last  resort." 
Cooperative  agreement  funds  will  be  used  for  screening  and  follow-up 
services  for  low- income  women  who  are  not  eligible  and  do  not  receive 
support  from  any  other  state  compensation  program,   insurance  policy, 
or  any  federal  or  state  health  benefits  program.     Eligibility  for 
screening  services  are  based  on  low- income  criteria  established  by 
each  state,  but  must  be  at  least  100  percent  of  the  official  Federal 
poverty  guidelines  established  by  the  Office  of  Management  and 
Budget. 


Mr.  Early:  How  many  states  are  receiving  funds  for  screening 
services? 
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Dr.  Roper:     The  CDC  is  funding  12  states  as  Comprehensive  Breast 
and  Cervical  Cancer  Control  Programs.     These  states  are:  California, 
Colorado,  Maryland,  Michigan,  Minnesota,  Missouri,  Nebraska,  New 
Mexico,  North  Carolina,  South  Carolina,  Texas,  and  West  Virginia. 


Mr.  Early:     Why  does  the  overall  use  of  pap  smears  and 
mammography  tests  remain  unacceptably  low? 

Dr.  Roper:     Despite  the  knowledge  of  the  importance  of  screening, 
utilization  of  pap  smears  and  mammography  remains  low  for  several 
reasons.     These  factors  can  be  divided  into  two  groups,  addressing 
both  population  and  provider  barriers . 

The  reasons  people  give  for  not  having  mammography  are :     lack  of 
physician  referrals;  not  understanding  the  need  for  the  test  and  the 
cost  of  the  test.     Pap  smears  are  underutilized  according  to  women, 
due  to  a  lack  of  understanding  about  the  importance  and  nature  of 
cervical  smears;  emotional  barriers  (such  as  fear  of  embarrassment); 
lack  of  financial  resources;  language  and  cultural  barriers;  and  lack 
of  symptoms . 

Factors  that  influence  provider  recommendations  for  screening 
include  cost  of  mammography;   inadequate  insurance  coverage  for 
mammograms;  patient  characteristics,   such  as  age;  patients  reactions 
and  feelings,  such  as  refusal,  anxiety,  and  embarrassment;  physician 
characteristics,  such  as  specialty,  gender,  knowledge  of  the 
guidelines  and  recent  training;  and  practice  constraints,   such  as 
equivocal  reports  and  radiation  risks. 


Mr.  Early:  Do  all  states  cover  routine  pap  smears  and  mammograms 
under  their  medicaid  programs? 

Dr.  Roper:     A  recent  survey  by  the  American  College  of 
Obstetricians  and  Gynecologists  of  all  states  and  the  District  of 
Columbia,  revealed  that  through  Medicaid  all  51  jurisdictions  cover 
pap  smear  services  and  that  44  programs  cover  screening  mammography 
for  eligible  beneficiaries.     The  extent  of  coverage  and  reimbursement 
vary  widely. 


Mr.  Early:  How  would  you  assess  the  quality  of  testing  services, 
and  what  steps  is  the  CDC  taking  to  assure  the  quality  of  testing? 

Dr.  Roper:     The  ability  of  Pap  tests  and  mammography  to  detect 
cancers  of  the  cervix  and  breast  is  excellent;  however,  the  accuracy 
of  the  tests  varies  considerably  when  applied  in  the  field.  Insuring 
the  quality  of  these  life-saving  preventive  tests  is  critical  to  the 
success  of  any  screening  effort.     Thus,   the  quality  assurance 
component  of  the  comprehensive  state-based  programs  is  an  important 
element.     The  Centers  for  Disease  Control  is  providing  technical 
assistance  to  states  receiving  funds  for  the  implementation  of 
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comprehensive  programs  and  has  issued  quality  assurance  guidelines 
that  will  be  utilized  in  selecting  facilities  for  screening. 

The  CDC  is  supporting  national  level  activities  with  the  American 
College  of  Radiology  and  the  Conference  of  Radiation  Control  Program 
Directors  to  help  insure  that  the  full  benefits  of  screening 
mammography  are  realized.     A  survey  of  United  States  Cytology 
laboratories  by  CDC  will  provide  valuable  information  on  quality 
control  practices  and  staffing  patterns  that  will  assist  us  in 
planning  future  program  efforts  to  insure  the  quality  of  cervical 
cytology  screening.     In  addition,  collaborative  efforts  with  the  Food 
and  Drug  Administration  and  National  Cancer  Institute  in  this  crucial 
area  will  continue. 


HIV/AIDS  -  Hemophilia 


Mr.  Early:     Would  you  summarize  your  program  plans  for  the 
hemophilia/aids  initiative  for  FY  92  and  FY  93?     How  much  do  you  plan 
to  allocate  for  this  purpose  in  each  of  these  years? 

Dr.  Roper:     The  Centers  for  Disease  Control  (CDC)  will  spend 
$11.9  million  in  FY  1992  and  proposed  an  additional  $1.1  million  for 
a  total  of  $13.0  million  for  hemophilia/AIDS  activities.  This 
request  is  9.2%  increase  over  1992.     The  challenge  of  HIV  prevention 
programming  necessitates  building  partnerships  across  diverse 
organizations .     Partnership  in  the  hemophilia  community  has  developed 
among  the  hemophilia  population,   two  Federal  agencies,  and  the 
National  Hemophilia  Foundation  (NHF) .     This  partnership  has  taken 
form  in  a  National  Coordinating  Committee  which  is  composed  of 
representatives  of  the  Maternal  and  Child  Health  Bureau,   the  Health 
Resources  and  Services  Administration;  CDC;  and  the  NHF.  This 
coordinating  committee  establishes  national  agendas  and  objectives 
for  HIV  risk  reduction  within  the  hemophilia  community. 

The  National  Coordinating  Committee  has  devoted  considerable 
effort  to  ensure  that  appropriated  funds  are  used  for  cost  effective 
HIV  risk  reduction  activities.     These  include  information 
dissemination,   education  for  risk  reduction,   training  and  technical 
assistance,  outreach  and  follow-up,  and  data  collection  and 
evaluation . 

An  additional  request  of  $1  million  in  FY  1993  will  be  utilized 
to  initiate  a  sentinel  surveillance  program  to  compile  data  on  the 
extent  of  the  hemophilia  population,   the  causes  of  prevalence,  and 
the  costs  of  the  complications  of  hemophilia.     The  data  collected 
will  be  utilized  to  target  specific  subpopulations ,  geographic 
regions,   and  complications  for  which  public  health  models  can  be 
developed,   tested,   and  evaluated.     The  CDC  will  also  continue  to 
provide  laboratory  and  technical  support  for  surveillance, 
epidemiological,  prevention  and  intervention  activities. 
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Traumatic  Brain  Injury 


Mr.  Early:     What  progress  have  you  made  in  implementing  the 
recommendations  of  the  traumatic  brain  injury  task  force? 

Dr.  Roper:     CDC  was  one  of  13  Federal  agencies  in  5  departments 
represented  on  the  Federal  Interagency  Head  Injury  Task  Force.  The 
task  force  examined  the  TBI  problem  in  the  United  States  and  made  its 
formal  report  to  the  Congress  in  June  1989.     In  that  report,   the  task 
force  outlined  an  ambitious  proposal  for  addressing  TBI  in  the  United 
States.     Needs  in  research  and  primary  prevention  were  identified. 

The  Assistant  Secretary  for  Health  named  CDC  as  the  lead  agency 
in  the  Public  Health  Service  (PHS)  to  respond  to  the  recommendations 
of  the  task  force. 

In  response  to  task  force  recommendation  that  a  government- 
private  sector  advisory  group  assist  the  lead  agency,  CDC  has 
proposed  that  the  national  TBI  advisory  group  be  made  part  of  the 
Secretary's  existing  Advisory  Committee  for  Injury  Prevention  and 
Control.     A  TBI  advisory  capacity  fits  well  with  the  function  of  this 
established  committee  to  advise  the  Secretary  on  the  national  goals 
and  strategies  for  injury  prevention  and  control.     The  advisory 
committee  was  established  at  the  recommendation  of  the  National 
Research  Council  in  collaboration  with  the  Institute  of  Medicine  in 
the  1985  report,   Injury  in  America. 

CDC  is  moving  forward  on  the  first  task  force  recommendation- -to 
establish  TBI  as  a  category  in  reporting  systems.     We  are  currently 
unable  to  quantify  adequately  the  number  of  persons  sustaining  TBI, 
to  characterize  the  underlying  causes  and  outcomes  of  TBI -related 
disability,   or  to  evaluate  the  effectiveness  of  TBI  prevention 
programs.     The  clear  obstacle  has  been  the  lack  of  uniform 
definitions  for  these  parameters.     CDC  will  coordinate  the  essential 
first  step  in  overcoming  these  obstacles- -the  development  of  uniform 
TBI  definitions  necessary  for  making  TBI  a  reportable  condition  or 
disability.     TBI  guideline  development  is  a  priority  injury 
initiative  for  CDC  in  FY  1992. 

Considerable  progress  is  already  being  made  toward  meeting  many 
of  the  task  force  recommendations.     Other  agencies  on  their  own 
initiative  have  made  great  strides,   for  examples: 

o      The  creation  of  a  national  network  of  regional  head  injury 

research  centers  and  systems  of  care  is  well  underway  through 
centers  supported  by  the  National  Institute  of  Neurologic 
Diseases  and  Stroke  (NINDS) ,   in  the  National  Institutes  of 
Health,  and  the  National  Institute  of  Disability  and 
Rehabilitation  Research  (NIDRR) ,   in  the  Department  of  Education. 
NINDS  supports  five  active  centers  of  biomedical  and  behavioral 
clinical  research.     In  accordance  with  a  congressional  directive, 
an  additional  eight  centers  will  be  activated  this  fiscal  year. 
NIDRR  has  established  five  brain  injury  "model  systems"  following 
its  successful  Spinal  Cord  Injury  Model  Systems  program.  NIDRR 
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also  supports  TBI  research  and  training  centers  at  The 
Rehabilitation  Institute  of  Chicago,  Colorado  Rehabilitation 
Services  in  Denver,  The  Institute  for  Rehabilitation  and  Research 
in  Houston,   and  Mount  Sinai  Medical  Center  in  New  York. 

o      The  Agency  for  Health  Care  Policy  and  Research  is  supporting  work 
on  brain  injury  severity  measurement  for  minor  brain  injury. 

o      The  National  Highway  Traffic  Safety  Administration  supports  a 
variety  of  research  projects  on  the  basic  mechanisms  of  TBI. 

In  November  1990,   the  Assistant  Secretary  for  Health  asked  CDC  as 
lead  agency  to  develop  a  plan  to  implement  the  recommendations  of  the 
task  force.     To  foster  continued  interagency  collaboration,  CDC 
sought  review  and  comments  from  a  variety  of  Federal  agencies.  The 
input  from  these  agencies  was  carefully  considered.     However,  the 
final  implementation  plan  is  one  proposed  by  CDC  and  is  still  under 
consideration. 


Mr.  Early:  Would  you  summarize  your  implementation  plans  in  this 
area  for  FY  92  and  FY  93? 

Dr.  Roper:     In  FY  1992,  CDC  will  support  TBI  prevention 
activities  in  State  and  local  health  departments ;  extramural  grants 
in  prevention,   acute  care,   rehabilitation,   and  biomechanics  research; 
and  the  CDC  project  officers  required  to  administer  the  grants. 

Special  emphasis  has  been  placed  on  the  first  task  force 
recommendation- -  to  establish  TBI  as  a  category  in  reporting  systems. 
TBI  guideline  development  is  a  priority  injury  initiative  for  CDC  in 
FY  1992.     Funds  will  be  made  available  to  a  few  states  to  implement 
and  evaluate  model  reporting  systems  which  will  use  these 
standardized  definitions. 

In  addition,  the  Disabilities  Prevention  Program  has  awarded 
funds  directly  to  States  for  disability  prevention  programs.  These 
programs  specifically  target  the  prevention  of  secondary  disabilities 
among  those  persons  who  have  already  sustained  TBI. 


Mr.   Early:     What  resources  have  been  allocated  for  this  purpose? 

Dr.  Roper:     We  estimate  that  the  Division  of  Injury  Control  at 
CDC  will  direct  $4,100,000  to  TBI-related  activities  in  FY  1992  and 
1993. 


Hematologic  Disease 


Mr.  Early:     Last  year,  our  committee  called  upon  CDC  to  move 
forward  on  its  hematologic  disease  initiative  to  define  the  scope  of 
hemophilia  and  other  hematologic  disorders,   reduce  premature 
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complications,  crippling  effects  and  death,  and  provide  for  consumer- 
based  training.     What  steps  has  CDC  taken  in  FY  92  to  carry  out  this 
initiative? 

Dr.  Roper:     No  funds  were  provided  in  FY  1992  to  initiate  the 
substantive  part  of  this  initiative.     However,   in  January  1992,  CDC 
convened  a  meeting  with  the  leaders  of  the  hemophilia  community 
including  the  National  Hemophilia  Foundation,  providers,  and 
scientists  to  discuss  the  proposed  initiative  and  high  priority  areas 
to  be  addressed  by  public  health  measures.     Using  information 
obtained  at  this  meeting,  CDC  developed  plans  for  a  hemophilia 
surveillance  system  to  identify  the  demographics,  health  care  needs 
and  complications  and  these  were  included  in  the  FY  1993  budget 
initiative.     The  CDC  will  continue  to  provide  leadership,  technical 
assistance  and  resources  to  hemophilia  programs  directed  to  the 
prevention  of  HIV  infection. 


Mr.  Early:     What  are  your  plans  for  FY  93? 

Dr.  Roper:      An  additional  request  of  $1  million  in  the  FY  1993 
President's  budget  will  be  utilized  to  initiate  a  sentinel 
surveillance  program  to  compile  data  on  the  extent  of  the  hemophilia 
population,   the  causes  of  prevalence,  and  the  costs  of  the 
complications  of  hemophilia.     The  data  collected  will  be  utilized  to 
target  specific  subpopulations ,  geographic  regions,  and  complications 
for  which  public  health  models  can  be  developed,  tested,  and 
evaluated.     The  CDC  will  also  continue  to  provide  laboratory  and 
technical  support  for  surveillance,  epidemiological,  prevention  and 
intervention  activities. 


Mr.  Early:     According  to  CDC's  estimate  the  resource  requirements 
to  fully  fund  this  initiative  in  FY  93  would  be  $5  million.  The 
budget  request  provides  only  $1  million.     If  an  additional  $4  million 
were  made  available,  please  outline  for  the  committee  what  additional 
activities  including  consumer-based  outreach  and  training  would  be 
supported? 

Dr.  Roper:     The  FY  1993  President's  budget  proposed  to  support 
those  projects  which  CDC  considers  its  highest  priorities  within  the 
funds  available.     For  any  further  program  increases  beyond  those 
included  in  the  President's  budget,  no  further  efforts  have  been 
identified  to  stay  within  the  agreed-upon  levels  of  the  Budget 
Enforcement  Act.     However,   if  additional  resources  become  available, 
then  in  addition  to  implementing  a  hemophilia  surveillance  system, 
CDC  would  fund  4-6  demonstration  projects.     These  projects  would  be 
state-based,  geographically  representative,  and  involve  state- 
hemophilia  treatment  center  collaborations  to: 

1.        Initiate  epidemiologic  studies  and  longitudinal  surveys  based 

on  surveillance  information  to  identify  change  in  the  trends  of 
major  complications  of  hemophilia  and  to  measure  the  impact  of 
prevention  programs . 
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2.  Develop  and  test  models  for  preventing  the  complications  of 
hemophilia,  based  on  state-of-the-art  multidisciplinary  care 
and  community  health  prevention  activities. 

3.  Plan  and  initiate  outreach  (including  consumer-based)  and 
prevention  activities  directed  toward  underserved  populations. 

4.  Evaluate  impact  and  cost  effectiveness  of  prevention  strategies 
by  means  of  analysis  of  the  epidemiologic  and  surveillance 
data. 

5.  Provide  technical  and  laboratory  assistance  to  states  and 
hemophilia  treatment  centers. 


Mr.  Early:     What  emphasis  should  be  given  to  provider/patient 
training  on  safety  practices  and  universal  precautions  in  home 
transfusion  therapy? 

Dr.  Roper:     The  CDC  places  a  high  priority  on  safety  in  health 
delivery  systems,  whether  in  the  hospital,  clinical,  or  home  care 
situation.     Parenteral  therapy  is  increasingly  administered  at  home 
for  hemophilia,  HIV-related  diseases,  as  well  as  other  conditions. 
Emphasis  on  appropriate  infection  control  practice  needs  to  extend  to 
the  home  as  well  as  health  care  facilities.     The  CDC,  in 
collaboration  with  the  National  Hemophilia  Foundation,  has  begun  to 
plan  a  comprehensive  patient  education  strategy  directed  at  training 
in  infection  control  practices  to  minimize  the  potential  for 
transmission  of  HIV  or  other  viral  infections  in  the  home  infusion 
setting. 
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Immunization 


Mr.  Hoyer:     The  committee  provided  $79.1  Million  for  the 
immunization  program  last  year  for  state  and  local  health 
departments  to  provide  immunizations  for  children  under  two  ($46 
million) .     Ten  million  was  to  be  available  for  the  second  dose  of 
the  MMR,   $6  million  for  the  fourth  dose  of  the  hemophilus  influenza 
type  b,   and  $18  million  for  incorporating  the  hepatitis  b  vaccine 
into  the  universal  vaccination  program. 

How  has  CDC  apportioned  the  additional  funds  provided  for  FY  92?' 

Dr.  Roper:     The  $10  million  additional  for  the  second  dose  of 
MMR  vaccine  and  the  $6  million  for  the  fourth  dose  of  Haemophilus 
influenza  type  b  vaccine  has  been  awarded  to  immunization  grantees. 
The  $18  million  for  implementing  a  universal  infant  hepatitis  B 
vaccination  program  is  expected  to  be  awarded  by  April  15,  1992. 

The  $46  million  appropriated  for  improving  the  delivery  of 
immunizations  to  children  under  age  2  will  be  awarded  in  August  or 
September  1992.     These  awards  will  be  based  upon  the  Immunization 
Action  Plans  developed  by  the  immunization  grantees  and  24  urban 
areas . 


Mr.  Hoyer:     How  are  funds  being  used  to  remove  the  structural 
problems  that  are  partially  responsible  for  the  low  rate  of  age- 
appropriate  vaccination  rates  in  so  many  communities,  and  to  what 
extent  is  CDC  providing  policy  guidance  and  direction  in  this  area? 

Dr.  Roper:     The  primary  purpose  of  the  $46  million  for 
infrastructure  is  to  improve  the  delivery  system  for  vaccination. 
The  Immunization  Action  Plans  (IAP)  include  specific  strategies  to 
provide  more  clinics,  nurses,  and  clinic  hour  improvements  with 
coordination  of  services  between  different  programs,  which  will 
eliminate  many  of  the  barriers  identified  in  the  "Measles  White 
Paper" . 

In  providing  policy  guidance  and  direction,  CDC  is  working 
closely  with  other  agencies  and  organizations  to  ensure  that  the 
problem  of  low  immunization  levels  is  recognized  and  that 
coordination  and  service  improvements  take  place. 

The  CDC  recently  conducted  surveys  in  nine  cities  to  provide 
estimates  on  the  percentage  of  children  who  were  fully  vaccinated 
by  their  second  birthday.     The  results  were  alarming,  with 
vaccination  levels  between  10  and  42  percent.     This  information  is 
being  shared  with  appropriate  officials  and  policy  makers  who  can 
influence  change . 

To  assist  states  and  localities  in  preparing  their  IAPs ,  CDC 
is  providing  reference  materials,  including  a  final  draft  of  the 
"Standards  for  Immunization  Practices".     CDC  immunization  program 
consultants  will  be  providing  technical  assistance  and  consultation 
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to  states  and  localities,  including  site  visits,  as  these  IAPs  are 
being  developed. 


Mr.  Hoyer:  Have  the  additional  37  FTEs  been  hired  and  how  are 
they  deployed? 

Dr.  Roper:     Yes,  the  additional  37  FTEs  have  been  hired 
primarily  in  the  National  Center  for  Prevention  Services  and 
National  Center  for  Infectious  Diseases.     These  FTEs  are  assisting 
state  and  local  health  departments  in  identifying  and  removing 
administrative  and  other  barriers  in  the  area  of  vaccine  delivery. 
We  are  providing  trained  personnel  to  work  with  local  health 
departments  to  review  their  administrative  practices,  develop 
improved  protocols  for  patient  flow  in  immunization  clinics,  and 
generally  assure  that  immunizations  are  delivered  in  the  most 
efficient  and  effective  manner  possible.     We  are  also  providing 
additional  technical  and  laboratory  assistance  to  states  and 
localities  required  to  implement  the  universal  infant  hepatitis  B 
program  and  to  increase  surveillance  of  Haemophilus  influenzae  type 
b  disease,  as  well  as  vaccine  usage  against  these  diseases. 


Mr.  Hoyer:     The  FY  93  request  includes  increases  of  $52.3 
million  for  immunizations  (18%),   including  $3.8  million  for  vaccine 
price  increases,  $26.6  million  for  grants  to  states,  $14.9  million 
for  program  operations,  and  $5  million  for  the  vaccine  stockpile. 

The  justification  indicates  that  the  request  will  allow  CDC  to 
implement  CDC's  portion  of  the  "Measles  White  Paper"  --  what 
exactly  are  we  going  to  achieve  with  this  funding? 

Dr.  Roper:     The  FY  93  President's  budget  request  includes  the 
following: 

An  increase  of  $15  million  ($12  million  in  grants  and  $3 
million  in  program  operations)  to  expand  the  universal 
immunization  of  infants  against  hepatitis  B.     With  these 
funds,  an  additional  336,000  infants  served  in  the  public 
sector  can  be  immunized.     This  will  increase  the  federal 
support  of  the  public  sector  need  from  24  to  40  percent; 

An  increase  of  $14,977,000  for  vaccines  -  $3,832,000  for 
anticipated  increases  in  the  price  of  vaccines  and  $11,145,000 
to  provide  additional  vaccine  needed  to  improve  age- 
appropriate  immunization  levels  and  to  provide  additional 
vaccine  to  community  and  migrant  health  centers; 

$5,000,000  to  permit  expansion  of  the  vaccine  stockpile  to 
include  Hib ,  hepatitis  B,  and  the  new  acellular  DTP  vaccine; 

An  increase  of  $3,473,000  to  provide  additional  support  for 
the  management  of  state -based  immunization  programs  by 
retaining  or  expanding  the  management  staff  needed  to 
adequately  monitor  their  immunization  programs  and  to  absorb 
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the  additional  demands  created  by  the  two -dose  measles 
schedule,   the  Hib  program,  and  the  universal  infant  and 
perinatal  hepatitis  B  programs; 

The  increase  of  $12,296,000  to  further  implement  the  "Measles 
White  Paper"  will  be  used  for  the  following: 

$125,000     to  establish  a  clearinghouse  for  the  Immunization 
Education  and  Action  Committee  of  the  Healthy  Mothers ,  Healthy 
Babies  Coalition. 

$750,000  to  provide  technical  (epidemiologic,  managerial,  etc) 
assistance  to  WIC  and  AFDC  programs  and  clinics  to  plan, 
develop,  and  implement  systems  to  support  the  determination  of 
immunization  status. 

$1,200,000  to  evaluate  the  feasibility  and  cost  of  using  birth 
certificate  and/or  random  digit  dialing  survey  methods  to 
measure  current  population-based  immunization  coverage  in  two 
year  old  children. 

$5,000,000  to  develop  and  pilot  test  methods  of  measuring 
immunization  coverage  based  on  registration  of  all  children 
from  birth  certificate  information  and  reporting  of 
vaccinations  by  all  providers  to  a  central  databank. 

$2,200,000  to  carry  out  laboratory  studies  to  (a)  develop  more 
rapid  diagnostic  tests  for  measles,   (b)  characterize  the 
genetic  features  of  wild  and  vaccine  strains  of  measles  at  the 
humoral  and  cellular  levels,  and  (c)  assist  development  of 
improved  measles  vaccines. 

$3,021,000  to  carry  out  epidemiologic  studies  related  to  the 
existing  and  to  new  measles  vaccines  designed  to  answer  the 
most  pressing  questions  relating  to  immunogenic i ty ,  efficacy, 
and  safety. 

Tuberculosis 


Mr.  Hoyer:     It's  taken  more  than  a  decade  for  people  to 
understand  that  AIDS  is  a  disease  that  affects  people,  not  just  gay 
people,  or  male  people,  or  African-American  people.     I  am  concerned 
that  the  current  outbreak  of  TB  which  is  approaching  an  epidemic  in 
some  communities,  not  be  falsely  viewed,  as  was  AIDS,  as  "someone 
else ' s  problem. " 

Could  you  provide  the  committee  with  your  professional  opinion 
about  the  threat  of  this  disease,  and  its  drug  resistant  strains, 
actually  present  to  the  public  if  we  do  not  intervene  appropriately 
now?     Is  this  a  public  health  crisis? 

Dr.  Roper:     In  a  few  parts  of  the  United  States,  TB  has 
already  reached  crisis  proportions.     In  other  parts,   it  is 
increasing  and  can  potentially  become  out  of  control.     No  part  of 
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our  country  should  be  thought  of  as  absolutely  safe  from  the 
eventual  return  of  TB,  because: 

TB  has  already  proved,  within  living  memory  of  our  oldest 
citizens,  to  be  capable  of  insidiously  reaching  into  every 
stratum  of  society  and  posing  a  deadly  threat  to  all 
regardless  of  means  or  background; 

HIV  infection  continues  to  spread  in  the  general  population, 
and  continues  to  reach  TB  infected  persons,  causing  them  to 
rapidly  develop  TB  disease,  whereas,  when  the  great  majority 
of  them  would  otherwise  have  lived  out  their  lives  without 
ever  becoming  ill  from  TB; 

State  and  local  resource  constraints  continue  to  hamper  the 
efforts  of  many  public  health  programs  in  assuring  completion 
of  treatment,  which  allows  more  and  more  patients  to  develop 
drug  resistant  TB,  which  can  be  passed  on  to  others. 

The  upsurge  in  TB  cases  over  the  8  years  since  1984,  and  the 
unusually  extensive  outbreaks  of  multidrug- resistant  TB  (MDR  TB) 
seen  in  the  last  4  years,   impress  upon  us  just  how  fragile  and 
temporary  our  control  over  TB  has  been.     In  1991,  TB  retrogressed 
to  1982  case  levels ,   and  the  trend  is  currently  going  up  at  about 
2  percent  a  year. 

By  attacking  the  immune  system,  HIV  infection  unleashes  a 
usually  benign  TB  infection  and  allows  it  to  very  rapidly  progress 
to  often  severe  forms  of  TB.     Fortunately,  modern  TB  drugs  work, 
even  in  the  presence  of  HIV  infection,  to  both  cure  TB  and  prevent 
TB  infection  from  progressing  to  active  disease.     But,   if  that  TB 
infection  is  caused  by  a  multidrug- resistant  strain,   cure  and 
prevention  will  be  much  less  successful  and  will  cost  far  more 
money . 

Any  TB  patient,  whether  HIV  infected  or  not,  and  whether 
infected  with  MDR  TB  or  not,  potentially  can  pass  TB  infection 
along  to  some  family,   friends,  and  associates. 

TB  in  patients  who  receive  effective  drug  treatment  and  modern 
care  is  a  temporary  illness  which  is  rarely  severe,  disabling,  or 
fatal.     TB  in  patients  not  on  effective  drug  treatment  is  the  TB  of 
our  grandparents'  generation- -the  feared  "white  plague" - -and  a 
frequent  cause  of  severe  disability  and  death.     TB  without 
effective  drugs  and  complicated  by  HIV  infection  is  a  disease 
potentially  even  worse  than  our  grandparents  knew. 

Unless  public  health  programs  can  assure  that  every  TB  patient 
is  treated  with  the  right  combination  of  drugs  that  results  in 
permanent  cure,   and  unless  the  persons  infected  by  such  patients 
can  be  treated  to  prevent  infection  from  turning  into  disease, 
there  is  no  assurance  that  TB  will  be  brought  back  under  control. 

The  spread  of  HIV  infection,  and  the  spread  of  MDR  TB 
together,  present  a  severe  challenge  to  public  health  programs. 
Fortunately,   the  methods  currently  available  for  preventing  and 
curing  TB  still  appear  adequate  in  most  situations  to  restore 
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control,  but  only  if  these  methods  are  carefully  and  thoroughly 
applied. 


Mr.  Hoyer:     Is  the  requested  $19  billion  increase  for  TB 
elimination  the  level  requested  by  CDC  from  PHS? 

Dr.  Roper:  The  CDC  request  to  PHS  for  increased  TB  grants  was 
$17,180  million. 


Mr.  Hoyer:  Dr.  Roper,  how  much  would  it  take,  over  the  next  two 
to  three  years  to  avert  this  public  health  crisis? 

Dr.  Roper:     Some  of  the  TB  control  problems  we  are  facing  today, 
such  as  drug- resistant  outbreaks,  are  evidence  of  failed  treatment 
systems.     In  response  to  the  outbreaks  of  MDR  TB,  CDC  has  spearheaded 
the  establishment  of  a  federal  TB  Task  Force.     The  Task  Force  is  in 
the  process  of  developing  a  National  Action  Plan  to  Combat  Multidrug- 
resistant  Tuberculosis.     That  plan  is  in  the  process  of  being  costed 
out.     Those  results  will  be  ready  in  the  near  future. 


HIV/AIDS 


Mr.  Hoyer:     What  has  been  the  impact  of  the  FY  1992  travel  budget 
reductions  on  CDC's  ability  to  provide  oversight,   training  and 
technical  assistance  to  AIDS/HIV  projects  funded  through  states, 
localities,  and  community  based  organizations? 

Dr.  Roper:     The  FY  1992  travel  restrictions  have  limited  CDC's 
ability  to  oversee  state  and  community-based  projects,  resulting  in 
reduced  technical  assistance  opportunities  to  enhance  program 
effectiveness.     Travel  restrictions  have  also  limited  CDC's  oversight 
of  important  HIV  epidemiologic  research,  both  nationally  and 
internationally.     CDC  professional  staff  have  also  missed  important 
conferences  with  representatives  of  international,  national,  state 
and  community  organizations.     These  sessions  provide  opportunities  to 
discuss  and  share  HIV  prevention  strategies  in  a  time-efficient 
manner.     Telephonic,   facsimile,  and  computer  communications  have  not 
completely  filled  the  gap  caused  by  curtailed  travel. 


Mr.  Hoyer:     Was  there  any  component  of  the  CDC  HIV/AIDS 
appropriation  for  FY  1992  that  was  below  the  level  requested  by  the 
administration? 

Dr.  Roper:     All  components  of  CDC's  FY  1992  HIV/AIDS 
appropriation  were  below  the  level  requested  by  the  Administration 
due  to  the  Congressional  reduction  of  $17  million. 
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Mr.  Hoyer:     Is  there  any  component  of  the  CDC  HIV/ AIDS  budget 
which  receives  less  than  it  did  in  the  FY  1992  appropriations  process 
under  the  request? 

Dr.  Roper:     No  component  of  the  CDC  HIV/AIDS  budget  is 
scheduled  to  receive  less  under  the  President's  FY  1993  request  than 
it  did  in  FY  1992. 


Mr.  Hoyer:     Which  federal  AIDS/HIV  prevention,  testing, 
research,  surveillance  and  care  programs  will  a  case  definition 
change  impact  upon? 

Dr.  Roper:     The  expansion  of  the  AIDS  surveillance  case 
definition  impacts  HIV/AIDS  surveillance  programs.     The  surveillance 
case  definition  is  the  criteria  for  determining  whether  a  person 
should  be  reported  as  an  AIDS  case  to  the  state  or  local  health 
department  based  on  disease  or  laboratory  evidence  of 
immunosuppression.     It  is  possible  that  additional  surveillance 
resources  may  be  needed  to  support  the  increase  in  reported  cases  and 
additional  activities  associated  with  implementing  laboratory 
surveillance. 

Federal  and  other  programs  which  use  reported  AIDS  cases 
criteria  for  funding,  such  as  the  Ryan  White  Care  Act  would  be 
affected  by  the  proposed  change.     However,   since  the  AIDS  case 
definition  was  not  revised  by  March  31,   1992,   it  would  be  1994  at  the 
earliest  before  this  would  affect  funding  eligibility  for  Title  I 
Ryan  White  AIDS  Service  programs. 


Mr  Hoyer:     CDC  was  directed  to  continue  funding  counseling  and 
testing,  referral  and  partner  notification  activities  through 
existing  prevention  cooperative  agreements  with  states  and  selected 
local  health  departments. 

How  much  funding  did  these  states  and  local  health  departments 
receive  under  these  cooperative  agreements,  apart  from  funds  retained 
by  CDC  for  technical  assistance  and  administration  in  FY  1991,  1992 
and  projected  for  FY  1993  under  the  request? 

Dr.  Roper:     Initial  FY  1992  awards  to  state  and  local  health 
department  HIV  Prevention  Cooperative  Agreements   (which  support  HIV 
counseling  and  testing,   health  education/risk  reduction,  minority 
initiatives,   and  public  information  programs  and  services)  totaled 
$143,730,611   (an  increase  of  $2,029,947   [1.6%]  over  the  $141,521,114 
initially  awarded  in  FY  1991).     Of  this  amount,  approximately 
$102,000,000  was  awarded  for  HIV  counseling,  testing,  referral,  and 
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partner  notification  services.     The  President's  Budget  Request  for  FY 
1993  includes  funding  for  state  and  local  health  departments  at 
current  levels . 


Injury- 


Mr.  Hoyer:     Can  you  update  the  committee  on  the  injury  prevention 
program,  and  in  that  context  discuss  the  promise  and  potential  of 
building  the  injury  program  at  CDC  into  a  "center"  with  much  stronger 
and  broader  implications  for  CDC's  mission  in  this  area? 

Dr.  Roper:     As  you  are  aware,  injury  is  one  of  the  leading 
preventable  public  health  problems  in  America  today.  Approximately 
150,000  injury  deaths  occur  each  year  and  injury  far  outranks  other 
health  problems  in  cost  to  society,  yet  expenditures  on  injury  are 
far  less  then  expenditures  on  other  health  problems.  The  estimated 
lifetime  cost  of  injury  that  occurred  in  1988  is  $180  billion, 
including  $24  billion  in  direct  federal  outlays. 

Currently  the  injury  program  supports  over  35  extramural  research 
grants,  8  injury  control  research  centers,  and  27  state  grants  as 
well  as  an  intramural  research  component  towards  the  good  of 
preventing  injuries  and  improving  the  acute  care  and  rehabilitation 
of  injured  persons.     While  progress  is  being  made  in  areas  such  as 
seat  belt  and  child  restraint  use,  much  work  remains  to  be  done. 

Regardless  of  any  organizational  changes  that  may  be  proposed  in 
the  future,   the  important  point  is  that  CDC,  PHS  and  HHS  are 
committed  to  bringing  the  expertise,   leadership,  and  resources  to 
bear  on  this  extremely  important  public  health  problem. 

Spina  Bifida 


Mr.  Hoyer:     Can  you  update  the  committee  on  the  CDC  collaborative 
study  with  Beijing  Medical  University  regarding  the  impact  of 
vitamins  on  the  spina  birth  defect  -  what  was  the  funding  levels  for 
this  study  in  FY  91  and  92  and  what  is  projected  spending  for  FY  93? 

Dr.  Roper:  The  pilot  study  in  China  is  now  underway.  Women  are 
being  enrolled  in  the  study  and  the  participation  level  is  very  good. 

This  study  was  funded  at  $1.2  million  in  FY  1991  and  $2.3  million 
for  FY  1992,  and  the  President's  budget  for  FY  1993  includes  $1.6 
million  for  this  purpose. 
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Disabilities 


Mr.  Hoyer:     Can  you  update  the  committee  on  the  additional  state 
capacity  building  projects  as  well  as  the  demonstrations  you 
anticipate  funding  in  FY  1992. 

Dr.  Roper:     In  FY  1988  CDC  funded  9  state  capacity  building 
projects.     New  awards  were  made  in  FY  1991  to  12  additional  states  to 
bring  the  total  to  21  states.     With  the  FY  1992  appropriation,  we 
plan  to  provide  continuation  awards  to  the  21  states  and  new  awards 
to  7  states  for  a  total  of  28  states.     CDC  anticipates  funding  4 
demonstration/epidemiology  grants  to  develop  public  health  approaches 
and/or  conduct  epidemiological  studies  that  will  lead  to  better 
understanding  of  the  disabling  process  and  the  resultant  secondary 
conditions  that  occur  in  targeted  groups  of  persons  with 
disabilities . 


Mr.  Hoyer:     What  accounts  for  the  decrease  in  the  disabilities 
program  under  the  chronic  and  environmental  disease  prevention 
program  in  FY  1993? 

Dr.  Roper:     Decisions  had  to  be  made  among  competing  priorities. 
Program  increases  needed  for  Tuberculosis  Elimination  Grants,  Lead 
Poisoning    Prevention,  Breast  and  Cervical  Cancer  Prevention,  and 
Tobacco  and  Health  programs  could  not  be  funded  without  decreases  in 
funding  levels  for  Disabilities,   and  other  chronic  and  environmental 
disease  programs.     While  the  1993  request  is  a  decrease  from  1992,  it 
still  represents  a  30%  increase  over  1991  and  a  31%  increase  over 
1989. 


Traumatic  Brain  Injury 


Mr  Hoyer:     The  justification  outlines  briefly  a  few  of  the  steps 
being  taken  with  respect  to  CDC  responsibility  as  lead  agency  for 
traumatic  brain  injury  coordination,  but  the  justification  lists  only 
those  efforts  relating  to  surveillance  and  the  NIH  Head  Injury  Care 
and  Research  Centers. 

Are  there  more  significant  issues  with  respect  to  Federal  policy 
(definitions,   social  security  program  and  medical  assistance 
eligibility,   for  example)? 

Dr.  Roper:     A  February  1989  report  by  the  Interagency  Head  Injury 
Task  Force  Report  detailed  the  many  issues  associated  with  traumatic 
brain  injuries   (TBI)   in  the  country.     Although  task  force 
representatives  were  unable  to  set  priorities  for  individual 
recommendations  or  implementation  issues  in  the  report,   the  task 
force  agreed  that  the  six  major  recommendations  formed  a  framework 
for  action  necessary  for  a  national  strategy  to  succeed.     CDC  is 
developing  an  implementation  plan  to  address  these  major 
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recommendations  with  input  and  review  from  19  agencies  in  6 
Departments . 

We  recognize  fully  that  the  recommendations  do  not  address  all 
issues  surrounding  TBI.     The  task  force  identified  53  implementation 
issues  of  importance.     However,   the  work  CDC  is  initiating  related  to 
"Recommendation  1:     Establish  traumatic  brain  injury  as  a  category  in 
reporting  systems"  does  have  significant  Federal  policy  implications. 
We  will  develop  standardized  case  definitions  and  reporting 
guidelines  that  will  impact  social  security  and  medicaid  assistance 
programs  and  believe  this  is  the  most  appropriate  place  to  get 
started  in  the  area  of  TBI. 

Again,  we  realize  there  are  many  very  important  issues  related  to 
TBI  and  once  action  has  progressed  on  the  six  major  national  strategy 
recommendations,  we  will  begin  to  plan  and  address  the  other  issues 
identified  by  the  task  force- -those  in  primary  prevention,  clinical 
and  community  service  settings,  financial  issues,  training  and 
education,  etc. 


Mr.  Hoyer:     Does  CDC  have  an  action  agenda  for  encouraging 
movement  on  these  issues  among  sister  agencies? 

Dr.  Roper:     CDC  is  developing  an  implementation  plan  which  is 
currently  under  review.     We  are  developing  this  plan  with  the  input 
and  review  of  all  our  sister  agencies  within  PHS  as  well  as  other 
agencies  inside  and  outside  the  Department;  everyone  will  know  what 
their  areas  of  responsibility  are  upon  approval  of  this  plan. 

Our  approach  to  coordinating  work  in  this  area,  and  also  other 
areas  of  injury  control,  include  the  participation  of  PHS  agencies  in 
the  Secretary's  Advisory  Committee  on  Injury  Prevention  and  Control. 
This  Committee  meets  2-3  times  per  year  and  the  agenda  always 
includes  sessions  on  the  respective  agencies'  activities  and  programs 
to  help  ensure  coordination  and  integration  in  all  aspects  of  injury 
control.     Also,  the  implementation  plan  is  likely  to  propose  the 
formation  of  a  subcommittee  of  the  existing  Secretary's  Advisory 
Committee  on  Injury  Prevention  and  Control  to  address  the 
recommendation  of  the  Interagency  Head  Injury  Task  Force  that  a 
government -private  sector  advisory  group  be  formed  to  assist  in  the 
coordination  and  planning  Federal,  state  and  private  sector 
activities  in  TBI. 


HIV/AIDS  -  Collaboration 


Mr.  Hoyer:     Could  a  joint  prevention  grant  program  be  effectively 
established  with  awards  from  CDC  for  prevention  services  and  awards 
from  ADAMHA  for  research  on  the  CDC  funded  service  programs? 

Dr.  Roper:  In  the  area  of  both  primary  and  secondary  prevention 
of  HIV  transmission  related  to  drug  use,  the  Centers  for  Disease 
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Control  (CDC)  carries  out  both  prevention  activities  and 
research/evaluation  of  the  those  prevention  activities. 

The  prevention  programs  include: 

•  school -based  primary  and  secondary  prevention  programs 
addressing  behaviors  that  are  risks  for  transmission  of  HIV 
(i.e.,  alcohol  and  drug  use  as  well  as  sexual  activity). 

•  HIV  counseling  and  testing  of  drug  users  (with  a  priority 
for  injecting  drug  users  (IDUs)  in  a  variety  of  settings 
including  drug  treatment  programs,  STD  clinics,  free- 
standing counseling  and  testing  sites,  etc. 

•  community  and  street  outreach  to  drug  users  and  their  sex 
partners  to  encourage  reduction  of  drug  use,  entry  into  drug 
treatment,  stopping/reducing  drug  injection,  etc. 

•  community-based  organization  education/intervention  programs 
to  change  the  community  norms  related  to  drug  use  to  reduce 
HIV  transmission. 

In  addition,  CDC  supports  a  variety  research  and  demonstration 
programs  that  address  the  questions  of  the  effectiveness  of 
prevention  of  HIV  transmission  related  to  drug  use.     These  programs 
include : 

•  evaluation  of  the  effectiveness  of  HIV  testing  and 
counseling  in  drug  treatment  programs  (primarily  methadone 
treatment  programs) 

•  evaluation  of  the  effectiveness  of  street  and  community 
outreach  programs  to  drug  users  and  youth  in  high  risk 
situations , 

•  development  of  new  interventions  (using  small  media  and 
other  techniques)  to  reach  IDUs  who  are  not  in  drug 
treatment  programs  with  messages  to  reduce  their  risk 
behaviors  (both  drug  use  and  sexual  activity)  for  HIV 
infection, 

•  evaluation  of  the  effectiveness  of  school  based  primary  and 
secondary  prevention  of  drug  use  and  sexual  activity. 

The  CDC  would  be  interested  in  exploring  further  collaboration 
with  ADAMHA  in  the  areas  interventions  and  research  related  to 
primary  and  secondary  prevention  of  drug  and  alcohol  use. 


HIV/AIDS  -  Budget 


Mr.  Hoyer:     In  its  FY  1992  budget,   the  CDC's  AIDS  program  was  cut 
by  some  $15  million.     There  have  been  reports  that  the  primary 
prevention  community  based  service  programs  have  been 
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disproportionately  cut  back.     Can  you  show  me  why  that  is  not  true, 
if  indeed  it  is  not? 

Dr.  Roper:     The  CDC's  FY  1992  HIV/AIDS  budget  was  reduced  $17 
million  including  salary  and  expense  and  travel  reductions.  However, 
no  reduction  was  made  in  the  total  amount  awarded  from  the  FY  1992 
appropriation  to  state  and  local  health  department  HIV  prevention 
cooperative  agreements  or  to  community -based  organizations  that 
receive  funds  directly  from  CDC.     Significant  reductions  were  made  in 
CDC's  headquarters  direct  operations  budget,   support  for  HIV 
prevention  research,  and  awards  to  national/regional  organizations. 

Mr.  Hoyer:     How  were  the  decisions  made  about  how  to  apply  that 

cut? 

Dr.  Roper:     In  allocating  the  $17  million  reduction  in  CDC's  FY 
1992  HIV/AIDS  budget,  careful  attention  was  given  to  Congressional 
directives  as  well  as  the  need  to  maintain  critical  HIV  prevention 
programs  and  services  at  the  community  level . 


Mr.  Hoyer:     CDC  was  criticized  by  the  GAO  for  not  addressing  out 
of  school  youth  in  its  primary  prevention  activities.     Given  the 
central  importance  of  reaching  this  population  in  the  context  of  AIDS 
prevention,  what  is  CDC  doing  to  rectify  this  problem? 

Dr.  Roper:     In  1991,  CDC  launched  a  new  initiative  to  intensify 
efforts  to  prevent  HIV  infection  among  youth  in  high-risk  situations 
and  youth  who  are  outside  the  mainstream  of  HIV  prevention  education, 
including  those  youth  who  do  not  attend  school.     This  initiative  will 
help  local  health  departments  build,   strengthen,   and  expand  their 
capacity  and  that  of  community  agencies  for  providing  effective 
health  education  to  prevent  HIV  infection  and  other  relevant  health 
problems  among  these  youth.     Reaching  these  youth  will  require  the 
involvement,   support,   and  collaboration  of  many  community -based 
organizations.     The  local  health  departments  in  Chicago,   the  District 
of  Columbia,  Los  Angeles,  and  New  York  City,   cities  among  those  with 
the  highest  cumulative  incidence  of  AIDS,  receive  fiscal  and 
technical  assistance  to  support  (1)  the  establishment  of  an 
adolescent  health  unit  within  the  health  department,   and  (2)  the 
development  or  expansion  of  community  coalitions  of  youth- serving 
agencies . 

In  addition,  CDC  assists  six  national  organizations  with  the 
experience  and  capacity  to  help  agencies  that  serve  youth  in  high- 
risk  situations  provide  HIV  prevention  education  programs  to  these 
youth.     These  national  organizations  provide  materials  and  training 
programs  to  improve  state  and  local  HIV  prevention  programs  for  youth 
in  high-risk  situations. 
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HIV/AIDS  -  ARTA 


Mr.  Hoyer:  What  quantifiable  results  are  there  from  the  America 
Responds  to  AIDS  Campaign? 

Dr.  Roper:     Consistent  with  its  purpose,  the  America  Responds  to 
AIDS  (ARTA)  campaign  has  been  monitored  and  evaluated  from  its 
inception  in  1987  to  determine  whether  or  not  it  is  achieving  its 
communication  goals .     The  following  are  a  few  of  its  quantifiable 
results . 

First,  the  media  has  given  the  campaign  unprecedented  and 
continuing  support  by  donating  free  airtime  and  space  to  the 
campaign.     Through  January  1992,  our  public  service  announcements 
have  been  given  over  75,000  airings  worth  more  than  $89  million. 
Adult  Americans  between  the  ages  of  18  and  54  have  been  exposed  to 
our  PSAs  an  average  of  56  times  at  a  cost  of  one  penny  per  exposure. 

Second,   our  National  Health  Interview  Survey  tells  us  that  TV 
ads  are  reported  by  75%  of  adult  Americans  as  their  primary  source  of 
recent  AIDS  information.     For  black  adults,   the  percentage  is  even 
higher . 

Consequently,   as  CDC- supported  surveys  and  those  of  other 
polling  agencies  report,  Americans  now  know  how  HIV  is  transmitted, 
and  how  to  prevent  its  transmission.     For  example,   96%  of  U.S.  adults 
know  that  HIV  is  transmitted  through  sexual  intercourse,   and  only  2% 
do  not  know  about  condoms  as  a  disease  prevention  method. 

Finally,   according  to  a  national  survey  completed  this  past 
November,   fully  one -fourth  or  26%  of  American  adults  report  having 
made  specific  changes  in  their  behaviors  to  reduce  the  risk  of  HIV 
infection.     As  was  previously  reported  by  the  Project  HOPE  Center  for 
Health  Affairs,   there  are  "consistent  patterns  of  association  between 
exposure  to  prevention  messages,"  as  delivered  through  the  national 
information  campaign,   and  the  reported  changes. 


Mr.  Hoyer:     Has  ARTA  shown  any  program  effectiveness? 

Dr.  Roper:     The  America  Responds  to  AIDS  (ARTA)  program  has  been 
very    effective  in  accomplishing  its  purposes.     It  has  also  been  very 
cost-effective  in  that  regard.     By  leveraging  Federal  dollars  to 
obtain  major  contributions  from  the  media,  CDC  has  been  able  to 
inform  the  185  million  U.S.   adults  quickly  and  inexpensively.  As 
previously  mentioned,  ARTA  has  been  effective  in  gaining  donated 
airplay  ($89  million  in  donated  airplay) ,   in  capturing  the  attention 
of  U.S.   adults   (75%  report  receiving  recent  information  from  TV  ads), 
in  helping  to  improve  the  understanding  level  of  Americans  about  HIV 
and  AIDS  (progressive  improvement  in  all  knowledge  categories  since 
1987),  and  in  influencing  the  behaviors  of  U.S.  adults  to  reduce 
their  risk  of  infection  (26%  of  adults  report  behavior  changes  in 
response  to  the  AIDS  epidemic) . 
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Mr.  Hoyer:     Are  there  any  controlled,  random  assignment 
(scientific)  studies  of  the  ARTA  program? 

Dr.  Roper:     Yes.     As  materials  are  being  developed  for  the 
America    Responds  to  AIDS  campaign,  they  are  tested  on  adults  who  are 
randomly  assigned  to  groups  for  exposure  to  one  or  several  items. 
These  persons  are  queried  about  their  response  to  the  materials  and 
are  also  asked  to  answer  knowledge,  attitude,  and  behavioral  intent 
questions.     These  responses  are  compared  with  those  of  control  group 
responses .     Quantitative  differences  are  analyzed  to  determine  the 
effects  of  each  information  item.     Those  which  produce  largely 
negative  responses  or  produce  no  effects  at  all  are  not  released  to 
the  public  for  the  ARTA  program. 

Once  approved  materials  are  produced,   they  are  also  subjected  to 
controlled,  random  assignment,  scientific  evaluations  in  either 
theater-style  exposures  or  split  audience  broadcasts.     Through  these 
efficacy  studies,  CDC  is  also  able  to  compare  ARTA  materials  with 
those  produced  by  other  organizations . 

The  National  Health  Interview  Survey,  which  is  one  of  several 
national  surveys  used  to  measure  ARTA's  effectiveness  over  time,  is  a 
randomized  population  survey. 


Mr.  Hoyer:     What  are  the  goals  of  this  effort? 

Dr.  Roper:     The  goals  of  our  national  information  and  education 
program,  of  which  the  America  Responds  to  AIDS  (ARTA)  campaign  is  a 
significant  part,  were  established  by  Congress  in  1987.     They  were  to 
provide  the  American  public  with  information  about  HIV  infection  and 
AIDS,   to  increase  understanding  about  how  the  disease  is  transmitted, 
is  not  transmitted,  and  how  transmission  can  be  prevented,  and  to 
encourage  a  compassionate  response  to  the  epidemic.     More  recently, 
CDC  has  proposed  specific  objectives  and  strategies  as  part  of  its 
HIV/AIDS  strategic  plan.     For  this  program  area,  the  objectives  are 
to  achieve  95%  recognition  by  the  public  of  the  primary  modes  of  HIV 
transmission  and  HIV  prevention,  and  that  90%  no  longer  hold  beliefs 
about  routes  of  transmission  now  known  not  to  be  associated  with 
AIDS. 


Mr.  Hoyer:     What  good  does  a  national  media  campaign  do  in  the 
context  of  primary  prevention? 

Dr.  Roper:     The  America  Responds  to  AIDS  (ARTA)  campaign  has 
been  used  to  raise  public  awareness,   increase  understanding  about  HIV 
infection  transmission  and  prevention,  and  to  promote  prevention 
behaviors .     The  campaign  is  also  used  to  refer  people  to  other 
educational,  medical,  or  social  services  through  the  CDC  National 
AIDS  Hotline,   the  CDC  National  AIDS  Clearinghouse,  and  a  wide-range 
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of  national  and  community-based  organizations,  where  more  intensive 
and  individualized  prevention  strategies  can  be  discussed. 

All  of  the  ARTA  materials  are  also  locally  tagged  so  that  the 
country's  entire  public  health  system  is  provided  with  public  service 
advertising  and  educational  materials  for  use  in  local  educational 
programs.     For  example,  the  ARTA  campaign  has  been  responsible  for 
the  distribution  of  over  190  million  pieces  of  informational 
literature,  much  of  which  is  distributed  by  the  CDC  National  AIDS 
Clearinghouse  through  state  and  local  health  departments  and 
community-based  organizations. 

The  repetitive  play  of  public  service  advertising  also  serves  as 
a  constant  reminder  to  viewers  or  listeners  that  AIDS  is  a  present 
danger  and  that  we  all  must  be  vigilant;  and,   that  prevention  is 
everyone's  responsibility  whether  applied  to  oneself  or  used  to 
encourage  preventive  behaviors  by  others . 

HIV/AIDS  -  Helms  Restrictions 


Mr.  Hoyer:     What  is  the  on- going  impact  of  the  Helms 
restrictions  on  the  design,  development  and  distribution  of  targeted 
and  explicit,  CDC  funded  primary  prevention  materials? 

Dr.  Roper:     The  Centers  for  Disease  Control  (CDC)  supports 
public  health  activities  that  can  prevent  the  spread  of  human 
immunodeficiency  virus  (HIV)   infection  among  adults  and  young  people. 
Prevention  messages  targeted  to  these  populations  strongly  emphasize 
postponing  sexual  activity  for  young  people,  and  mutual  monogamy  with 
an  uninfected  partner  for  sexually  active  adults.     From  a  public 
health  perspective,  both  approaches  will  help  prevent  infection  with 
HIV  or  other  sexually  transmitted  diseases  (STDs) .     For  those  persons 
whose  sexual  behavior  puts  them  at  risk,  proper  use  of  condoms  is  an 
effective  means  of  reducing  the  risk  of  HIV  or  STD  infection. 

Since  1985,   CDC,  as  part  of  the  terms  and  conditions  for  receipt 
of  CDC  funds  for  HIV  prevention  programs ,  has  required  that  all 
educational  and  related  program  materials  be  reviewed  by  a  Program 
Review  Panel  of  the  recipient.     Since  education  about  preventing  HIV 
transmission  involves  effectively  presenting  sensitive  subject 
matter,   the  purpose  of  this  requirement  has  been  to  require  a  careful 
consideration  of  the  content,  intended  audience,  and  potential 
of fensiveness  of  materials. 

The  Centers  for  Disease  Control  Assistance  Programs,  HIV/AIDS - 
Related  Written  Materials ,  Pictorials,  Audiovisuals ,  Questionnaires, 
Survey  Instruments,  and  Educational  Sessions,  was  revised  after 
consideration  of  public  comments  to  the  proposed  changes  in  terms  and 
conditions  relating  to  these  requirements  published  in  the  Federal 
Register  on  March  30,  1992. 
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The  1991  Labor,  Health  and  Human  Services,  and  Education  and 
Related  Agencies  Appropriations  Act,  1990  provisions  (formerly 
referred  to  as  the  Kennedy- Cranston  Amendment)  are  not  part  of  the 
1992  appropriations  act  and  do  not  apply  to  the  programs  which  are 
presently  being  funded;  therefore,   they  have  been  deleted  from  the 
requirements.     Accordingly,   it  is  CDC's  view  that  any  material  which 
would  have  failed  to  meet  the  Kennedy -Cranston  standard  ("which 
prohibited  materials  designed  to  promote ...  directly ,   injected  drug 
abuse  or  sexual  activity...")  would  also  fail  to  meet  the 
"of fensiveness"  standard  that  continues  as  part  of  the  Basic 
Principles  to  be  applied  by  the  Program  Review  Panels.     It  is  felt 
that  the  current  requirements  and  standards  are  comprehensive  and 
specific  enough  to  preclude  production  of  materials  for  the  purposes 
of  promoting,  or  encouraging,  injecting  drug  abuse  or  sexual 
activity,  homosexual  or  heterosexual,  using  CDC-awarded  funds. 


HIV/AIDS  -  Prevention  Demonstration 


Mr.  Hoyer:     CDC's  community  based  AIDS  prevention  demonstration 
program  has  been  operating  for  several  years  now.     This  program  was 
designed  to  obtain  solid  empirical  data  about  effective  AIDS 
prevention  interventions.     This  program  has  produced  a  number  of 
scholarly  reports  but  they  have  largely  been  descriptive  in  nature. 
Please  explain  where  these  programs  are  and  why  they  are  not 
addressing  the  need  for  scientifically  controlled  studies  of 
prevention  interventions. 

Dr.  Roper:     The  evaluation  of  the  community -based  interventions 
includes  process  and  outcome  oriented  evaluation.     These  evaluation 
efforts  are  examining  HIV  risk  behaviors  and  their  determinants, 
developing  interventions  for  risk  behaviors,  and  evaluating  the 
number  and  type  of  clients  served,  the  quality  of  services,  and  the 
impact  of  the  interventions.     As  data  become  available,   they  are  used 
to  improve  the  efficiency  and  quality  of  HIV  prevention  services 
provided  by  community -based  organizations.     For  example,  the 
community  demonstration  projects  have  revealed  that  among  a  cohort  of 
175  female  injecting  drug  users  in  New  York  City,  women  who  took 
steps  to  reduce  their  risk  of  HIV  infection  from  drug  use  were  also 
more  likely  to  practice  safer  sexual  behaviors5*  than  their  peers  who 
did  not  attempt  to  reduce  their  drug-use  risks.     Peer  support  for 
safer  drug  and  sexual  behaviors  was  associated  with  reduced  risk 
behaviors,   indicating  again  the  impact  of  changing  social  norms 
within  a  group.     These  findings  confirm  that  continued  emphasis 
should  be  placed  on  outreach  programs  to  identify  persons  with  high- 
risk  drug  behaviors  and  get  them  into  drug  treatment  and  risk 
reduction  programs. 

Based  on  findings  from  the  AIDS  Community  Demonstration  Projects, 
priority  will  be  given  to  community  intervention  programs  in  the  FY 
1992  Prevention  Cooperative  Agreements  with  Minority  and  other 
community -based  organizations  and  the  FY  1993  Prevention  Cooperative 
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Agreements  with  state  and  local  health  agencies.     These  projects  are 
directed  to  the  community,   rather  than  the  individual,   to  influence 
community  norms  in  support  of  those  behaviors  known  to  reduce  the 
risk  of  HIV  infection  and  transmission. 

Results  from  the  previous  projects  and  from  the  projects  that 
are  presently  being  conducted  have  been  compiled  in  a  document 
entitled  "What  Have  We  Learned  From  the  Community  Demonstration 
Projects".     This  document  summarizes  the  important  positive  and 
negative  findings  of  these  projects  and  offers  practitioners  guidance 
on  the  immediate  programmatic  implications  of  each  finding.  Copies 
of  this  document  were  sent  to  every  state  and  local  health  department 
AIDS  coordinator  in  August  1991.     Additional  copies  will  be  available 
for  CDC  distribution  to  the  rest  of  public  health  community  soon.  In 
addition,  findings  from  these  projects  have  been  published  in  CDC's 
MMWR  and  other  communiques  where  dissemination  to  the  public  health 
community  is  broader  than  it  is  in  the  usual  academic  literature. 

The  current  AIDS  Community  Demonstration  projects  address  hard- 
to-reach  populations  (men  who  have  sex  with  men  but  do  not  self- 
identify  as  gay  or  bisexual;   injecting- drug  users  not  in  treatment; 
female  sex  partners  of  the  two  aforementioned  groups;  prostitutes; 
and  high-risk  adolescents  who  are  "runaway"  or  "throwaway")  and 
attempt  to  develop  community- level  interventions.     The  new  projects 
have  been  carefully  designed  to  address  the  concerns  raised  by  the 
National  Research  Council.     They  are  entirely  theory -driven,  with  an 
explicitly  specified  theoretical  premise  that  guides  all  activities. 
The  research  design  is  quas i- experimental ,  using  treatment  and 
intervention  communities  in  each  of  the  sites  (as  well  as  trends  over 
time)  to  measure  the  effects  of  the  interventions.     After  a  period  of 
development  and  baseline  data  collection,   the  current  projects  began 
intervention  activities  in  July  1991.     Initial  findings  are  being 
prepared  for  presentation. 

HIV/AIDS  -  Outcome  Evaluation 


Mr.  Hoyer:     The  National  Research  Council  has  called  on  CDC  to 
conduct  more  outcome  evaluation  of  its  primary  prevention  efforts. 
What  is  CDC  doing  in  response  to  this  important  recommendation?    As  I 
understand  it,  none  of  CDC's  prevention  programs  (other  than  the 
community  demonstration  programs  above)  are  being  funded  for  the 
express  purpose  of  obtaining  outcome  data. 

Dr.  Roper:     CDC  has  a  substantial  number  of  outcome  evaluation 
studies  now  being  conducted.     A  partial  listing  of  these  outcome 
evaluation  studies  follows: 

o     Randomized  Study  of  Current  versus  Enhanced  HIV  Counseling  and 
Testing  (CT)  in  STD  Clinics 

A  three -year  study  was  initiated  in  FY  1991  to  assess  the  impact 
of  current  versus  enhanced  HIV  CT  in  STD  clinics. 
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o    Cohort  Study  of  HIV  CT  in  Methadone  Clinics  in  New  England 

A  study  which  began  in  June  1990  to  assess  the  impact  of  HIV  CT 
on  sexual  and  drug  using  behaviors.  Final  analysis  of  all  data 
is  expected  in  mid-1993. 

o    Cohort  Study  of  HIV  CT  in  Detoxification  Clinics  in  Puerto  Rico 

The  project  period  is  July  1990  through  June  1993.     The  purpose 
is  to  assess  sexual  behaviors,  drug  use,  and  needle  hygiene  and 
make  comparisons  between  IDUs  receiving  HIV  CT  in  methadone 
detoxification  and  those  not  receiving  CT. 

o    Quasi -experimental  Study  of  Community  Level  Interventions 

The  project  period  is  from  FY  1990  through  FY  1994.     The  study 
is  to  assess  the  impact  of  the  community  demonstration  projects 
on  behavior  change . 

o    Descriptive  and  Quasi -experimental  Study  of  Street  Outreach  for 
Injecting  Drug  Users  and  Youth  in  High  Risk  Situations 

This  a  three-five  year  project  which  began  in  FY  1991.  The 
study  is  designed  to  provide  process  and  outcome  evaluation  data 
for  street  outreach  programs. 

o    Randomized  Study  of  Partner  Notification  Methods 

The  project  period  is  from  July  1990  to  December  1992.  The 
study  is  designed  to  ascertain  which  of  several  methods  of 
partner  notification    results  in  the  largest  number  of  partners 
being  counseled  and  tested. 


Mr.  Hoyer:     What  is  CDC  doing  to  help  link  organizations  and 
persons  providing  primary  prevention  services  at  the  local  level  with 
local  researchers  who  can  do  solid  outcome  research?' 

Dr.  Roper:     In  its  evaluation  study  of  street  outreach,  CDC  is 
utilizing  a  new  mechanism  for  fostering  such  collaboration.  This 
mechanism  is  called  the  Local  Evaluation  Planning  Group  (LEPG) .  The 
LEPG  consists  of  an  interdisciplinary  group  of  researchers  with 
skills  relevant  to  the  evaluation  of  street  outreach  programs.  The 
LEPG  also  includes  representatives  from  local  community-based 
organizations  (CBOs) .     The  thrust  of  the  LEPG  is  to  help  service 
providers  who  successfully  compete  for  additional  resources  to  do 
outcome  evaluation  --  but  who  do  not  have  the  technical  expertise  to 
conduct  the  studies  --  build  partnerships  with  area  experts  in  such 
evaluation  methodologies.     The  CBO  representation  on  the  LEPG  will 
allow  for  broad  input  of  the  community  context  surrounding  the 
evaluation. 


Mr.  Hoyer:  At  a  larger  level,  what  is  CDC  doing  to  bridge  the  gap 
with  ADAMHA,  where  so  much  primary  prevention  research  is  underway? 
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Dr.  Roper:     The  CDC  and  ADAMHA  have  established  a  joint 
CDC/AD AMHA  work  group  to  improve  collaboration  between  the  agencies 
in  areas  related  to  HIV  prevention  and  the  prevention  and  treatment 
of  drug  and  alcohol  use. 

In  addition,  there  are  ongoing  program  level  contacts  between 
CDC  units  and  the  National  Institute  on  Drug  Abuse  (NIDA),  the  Office 
for  Treatment  Improvement  (OTI),  the  Office  of  Substance  Abuse 
Prevention  (OSAP)  and  other  units  at  ADAMHA. 

HIV/AIDS  -  Counseling  and  Testing 


Mr.  Hoyer:     The  research  data  is  ambiguous  at  best  about  whether 
behavior  change  results  from  a  one  shot  pre-  and  post-test  counseling 
session  tied  to  a  test.     It  appears  that  other  kinds  of 
interventions,  especially  those  that  focus  on  skill-building  or  that 
involve  multiple  encounters  with  the  client,  may  be  more  successful 
in  changing  peoples  behaviors.     Should  less  be  spent  on  testing  and 
more  on  these  kinds  of  behavioral ly-oriented  prevention  efforts? 

Dr.  Roper:     A  review  paper  published  in  the  Journal  of  the 
American  Medical  Association  (the  authors  are  CDC  staff)   found  that 
one's  knowledge  of  being  HIV  seropositive  does  tend  to  reduce  risky 
behavior  (although  the  magnitude  of  this  finding  varies  by  specific 
populations).     Although  studies  in  this  area  do  not  show  uniformly 
positive  results,  the  overall  picture  indicates  that  even  "one-shot" 
pre-  and  post-test  counseling  does  have  a  beneficial  impact  in 
reducing  risky  behavior.     The  CDC's  HIV  Prevention  Program  Guidance 
requires  that  state  health  departments  receiving  CDC  funds  have  a 
system  in  place  linking  counseling  and  testing  sites  to  other  health, 
medical,   and  psychosocial  services,   including  extended  risk  reduction 
counseling  through  referral.     This  referral  mechanism  ensures  that 
HIV  seropositive  and  seronegative  persons  receive  the  ongoing  support 
they  need  to  reduce  high-risk  behaviors.     The  CDC  has  also  authorized 
states  to  expend  funds  for  extended,   repeated  counseling  sessions,  if 
deemed  appropriate. 

The  CDC  is  engaged  in  research  designed  to  address  questions 
about  how  to  optimize  its  current  counseling  and  testing  (CT) 
services  and  is  currently  investigating  the  role  of  ongoing  support 
and  risk  reduction  reinforcement  in  its  prevention  services.  In 
particular,  CDC  is  conducting  an  outcome  evaluation  of  current  versus 
enhanced  HIV  CT.     Piloted  enhancements  include  longitudinal  group 
sessions  and  extended  one-on-one  counseling. 

It  is  vital  to  note  that  even  if  it  is  found  that  longitudinal 
group  and  extended  one-on-one  counseling  sessions  are  promising 
enhancements  to  CT  services,  the  actual  testing  services  must  not  be 
decreased.     One  of  the  first  steps  persons  must  take  in  reducing 
their  risky  behavior  is  to  determine  their  HIV  serostatus.  HIV 
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serostatus  can  be  determined  only  by  a  laboratory  test.  Therefore, 
HIV  testing  must  be  a  key  component  in  any  risk  reduction  strategy. 


HIV/AIDS  -  Data  Base 


Mr.  Hoyer:     Beyond  the  sentinel  hospital  studies  and  the  other 
geographically  limited  and  site  specific  data  collection  efforts, 
what  national  data  base  is  CDC  using  to  project  the  number  of  new  HIV 
infections? 

Dr.  Roper:     CDC  (and  statisticians  outside  CDC)  use  the  AIDS 
surveillance  data  to  estimate  the  annual  numbers  of  new  infections  in 
past  years  and  to  project  the  number  of  AIDS  cases  in  the  future. 
Because  of  the  long  period  between  infection  and  the  development  of 
AIDS,   this  method  cannot  be  used  to  estimate  the  numbers  of  new  HIV 
infections  during  the  last  3  years. 


Mr.  Hoyer:     How  was  the  estimate  of  40,000  new  HIV  infections 
derived? 

Dr.  Roper:     This  estimate  is  based  on  the  number  of  infections 
observed  in  active  duty  U.S.  military  personnel  during  1985-1989. 
The  U.S.   estimate  is  an  extrapolation  made  by  adjusting  the  military 
data  for  the  sex,  age,  and  racial  composition  of  the  U.S.  population, 


Mr.  Hoyer:     Is  this  a  dated  estimate? 

Dr.  Roper:     No  new  estimate  has  been  made  since  late  1989. 
Other  data  suggest  that  this  estimate  (it  was  actually  a  minimum 
estimate)   is  still  valid,  however.     For  example,   CDC  believes  that 
the  annual  mortality  in  HIV-infected  persons  has  been  approximately 
50,000  during  the  last  several  years.     HIV  seroprevalence  has 
remained  approximately  constant  in  many  CDC  studies  during  that 
period.     These  data  suggest  approximately  40,000  persons  are  becoming 
infected  each  year. 


Mr.  Hoyer:     What  are  the  demographic  components  of  this  figure 
(i.e. ,  how  many  of  the  forty  thousand  represent  gay  men  or  more 
particularly  gay  men  of  color)? 

Dr.  Roper:     The  demographic  components  are  not  fully  known  (in 
quantitative  terms) .     The  military  data  did  not  include  information 
on  mode  of  transmission.     Data  from  a  number  of  studies  in  specific 
locations  do  indicate  relatively  high  rates  of  infection  in  some 
groups,   including  young  gay  men  and  black  women  of  childbearing  age. 
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Mr.  Hoyer:     Is  the  number  of  1  million  HIV  positives  still 
accurate  or  should  it  be  increased  to  reflect  the  number  of  new 
infections  that  have  occurred  since  the  original  estimate  was 
announced? 

Dr.  Roper:     The  current  estimate  is  actually  approximately  1 
million,  with  a  plausible  range  of  800,000  -  1,200,000.     The  estimate 
is  unchanged;   the  number  of  additional  persons  infected  since  the 
estimate  was  made  is  approximately  the  same  as  the  number  of  HIV- 
infected  persons  who  have  died. 


HIV/AIDS  -  High  Risk  Behaviors 


Mr.  Hoyer:  Do  we  have  a  handle  on  the  rates  of  high  risk 
behavior  in  the  populations  at  highest  risk  for  HIV  infection? 

Dr.  Roper:     The  CDC  collects  information  about  high-risk 
behaviors  in  a  number  of  ways.     First,   CDC  requires  its  cooperative 
agreement  recipients  to  conduct  thorough  process  evaluations  which 
include  information  about  the  risk  exposure  of  clients  served. 
Second,    the  Counseling  and  Testing  (CT)  Database  contains  risk 
exposure  information  for  all  persons  receiving  publicly  funded  CT 
services.     Approximately  half  of  this  data  is  reported  to  CDC  from 
cooperative  agreement  recipients  in  aggregate  form.     The  rest  of  the 
data  is  reported  at  the  client  level,   thereby  permitting  cross- 
tabulations  with  other  selected  demographic  and  service  variables  - 
such  as  whether  the  client  returned  for  posttest  counseling.  Third, 
virtually  all  of  the  outcome  evaluation  studies  (e.g.,   CDC ' s  "current 
versus  enhanced"  CT  evaluation  and  street  outreach  evaluation) 
include  collection  of  data  about  the  risk  exposure  of  persons 
enrolled  in  the  studies. 

The  CDC  Youth  Risk  Behavior  Surveys  (YRBS)  focus  on  six  priority 
health-risk  behaviors,   including  sexual  behaviors  that  result  in  HIV 
infection,   other  sexually  transmitted  disease,   and  unintended 
pregnancies  and  drug  and  alcohol  use.     Results  from  these  surveys  can 
be  used  to  monitor  how  priority  health-risk  behaviors  among  high 
school  students  (grades  9-12)   increase,   decrease  or  remain  the  same 
over  time;   evaluate  the  impact  of  broad  national,   state,   and  local 
efforts  to  prevent  health-risk  behaviors,  and  monitor  progress  in 
achieve  relevant  objectives  for  national  health  promotion  and  disease 
prevention  (Healthy  People:   2000) . 


Mr.  Hoyer:     What  is  CDC  doing  to  collect  such  information? 

Dr.   Roper:     The  CDC  researchers  are  conducting  epidemiologic  and 
behavioral  studies  of  the  following  populations  for  HIV  infection: 
gay  and  bisexual  men;  male  and  female  adolescents  in  urban  and  rural 


1595 


areas;  male  and  female  prostitutes;  polydrug,   injecting  drug  and 
crack  cocaine  drug  users;  black  and  Hispanic  women;  Job  Corps 
recruits;  migrant  workers;  and  heterosexual  STD  clinic  attendees. 

The  Youth  Risk  Behavior  Surveys  (YRBS)  were  developed  by  CDC  to 
focus  the  attention  of  the  Nation,  and  of  agencies  that  serve  youth, 
on  those  specific  behaviors  that  most  influence  health  and  on  the 
need  for  comprehensive  school  education  programs  that  might  prevent 
the  establishment  of  many  of  these  behaviors  among  youth.  The 
surveys  focus  on  six  priority  health-risk  behaviors,   including  sexual 
behaviors  that  result  in  HIV  infection,  other  sexually  transmitted 
disease,  and  unintended  pregnancies  and  drug  and  alcohol  use. 
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Breast  and  Cervical  Cancer  Prevention 


Mr.  Mrazek:     Initial  funding  for  the  breast  and  cervical 
cancer  prevention  program  was  $5  million  in  FY  1990.     In  FY  1991, 
CDC  received  an  additional  $24  million  and  funded  eight  state -based 
comprehensive  programs.     In  FY  1992,  CDC  received  an  additional  $21 
million  and  funded  only  four  more  programs.     For  FY  1993,  CDC  is 
requesting  an  additional  $20  million,  but  plans  on  funding  just  3 
new  programs.     Why  does  it  appear  that  we  are  funding  a  smaller 
number  of  new  state -based  comprehensive  programs  with  each 
additional  appropriation? 

Dr.  Roper:     CDC's  overall  strategy  has  been  to  fund  broad 
comprehensive  programs  in  fewer  states  versus  small  fragmented 
programs  in  a  large  number  of  states.     In  FY  1991,   following  the 
Objective  Review  of  the  31  applications,   eight  states  were  awarded 
funds:   California,   Colorado,  Michigan,  Minnesota,   New  Mexico,  South 
Carolina,  Texas,  and  West  Virginia. 

In  FY  1992,   four  additional  states  from  the  FY  91  list  of 
approved  applicants  - -Maryland ,  Missouri,  Nebraska,   and  North 
Carolina- -  funding  to  initiate  state-based  comprehensive  breast  and 
cervical  cancer  control  programs.     The  eight  states  funded  in  FY 
1991  were  awarded  additional  funds  to  expand  their  programs. 

Additionally,   in  FY  1992,   10  state  and/or  territorial  health 
agencies  will  receive  funding  for  capacity  building  for  core 
components  of  breast  and  cervical  cancer  control  programs.     By  core 
components  we  mean  public  education,  provider  education,  quality 
assurance,   surveillance,  and  coalition  building,  all  critical  to 
the  success  of  screening  efforts.     We  do  not  fund  these  states  for 
services . 

In  FY  1993,   the  additional  $20  million  requested  by  CDC  will 
be  utilized  as  follows: 

•  Fund  three  additional  state-based  comprehensive  breast  and 
cervical  cancer  control  programs 

•  Increase  the  funding  to  the  12  existing  state -based 
comprehensive  breast  and  cervical  cancer  control  programs,  to 
allow  for  continued  expansion  to  state-wide  efforts   (As  the 
public  and  provider  education  components  of  comprehensive 
programs  generate  increased  demand  for  screening  services,  it 
is  crucial  that  we  make  available  the  additional  funds  to 
meet  this  increased  demand.) 

•  Support  the  continued  funding  of  the  10  state  and/or 
territorial  health  agencies  for  capacity  building,  and  add  an 
additional  5  state  and/or  territorial  health  agencies  for 
capacity  building  (for  a  total  of  15) 
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Mr.  Mrazek:     In  the  justification  document  you  state  that  "up 
to  10  additional  states  will  receive  support  to  develop  the  core 
component  of  comprehensive  programs."     Please  tell  us  more  about 
this. 

Dr.  Roper:     The  CDC  will  award  funds  in  FY  1992  for  new, 
competing  cooperative  agreements  to  initiate  capacity  building  for 
the  core  components  of  comprehensive  breast  and  cervical  cancer 
control  programs. 

The  purpose  of  these  cooperative  agreements  is  to  support 
state  health  departments  in  their  efforts  to  assess,  plan,  and 
develop  their  capacity  to  carry  out  a  program  for  early  detection 
and  control  of  breast  and  cervical  cancer.     Resources  available 
under  this  program  announcement  may  not  be  used  to  support 
screening  and 

follow-up  services  for  breast  and  cervical  cancer;  however,  the 
funds  should  be  applied  to  building  the  infrastructure  for  service 
delivery  and  follow-up  with  the  intention  of  eventually  competing 
for  CDC  comprehensive  screening  awards. 


Mr.  Mrazek:     How  do  you  envision  the  funds  being  spent? 

Dr.  Roper:    Approximately  $2.5-3.0  million  is  available  in 
FY  1992  to  fund  10  awards  for  capacity  building  for  core  components 
of  the  breast  and  cervical  cancer  control  programs.     It  is  expected 
that  the  average  award  will  be  $250,000  and  that  the  awards  will 
begin  by  mid-August  1992.     These  cooperative  agreements  will  be  for 
project  periods  of  up  to  3  years. 

States  will  utilize  these  funds  to  hire  staff  and  to  initiate 
activities  in  the  following  areas:     coalition  building,  public 
education,  provider  education,  quality  assurance,  and  surveillance. 
The  focus  of  the  activities  will  be  assessment  and  planning,  as 
these  states  look  at  implementing  comprehensive  programs  in  the 
future.     Cooperative  agreement  funds  shall  not  be  used  for 
screening,  diagnostic,  or  treatment  services. 


Mr.  Mrazek:     Have  requests  for  these  grants  been  solicited? 

Dr.  Roper:     Requests  for  these  funds  should  be  solicited  by 
the  third  week  of  April  1992.     The  applications  from  states,  for 
capacity  building  of  core  components,  will  be  due  in  June  or  July, 
1992.     These  applications  will  then  be  reviewed  by  an  objective 
review  panel  of  health  professionals  and  funding  should  occur  by 
mid -August. 


Mr.  Mrazek:     Are  all  states  eligible? 

Dr.  Roper:     Eligible  applicants  for  Program  Announcement 
Number  221  are  the  official  public  health  agencies  of  states  or 
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territories.     This  includes  the  District  of  Columbia,  American 
Samoa,   the  Commonwealth  of  Puerto  Rico,   the  Virgin  Islands,  the 
Federated  States  of  Micronesia,  Guam,  the  Northern  Mariana  Islands, 
the  Republic  of  the  Marshall  Islands,   the  Republic  of  Palau,  and 
federally- recognized  Indian  tribal  governments.     Excluded  are  the 
state  health  departments  of  California,  Colorado,  Maryland, 
Michigan,  Minnesota,  Missouri,  Nebraska,  New  Mexico ,  North 
Carolina,   South  Carolina,  Texas,   and  West  Virginia.     These  states 
were  already  funded  under  Program  Announcement  Numbers  121  and  122, 
"Early  Detection  and  Control  of  Breast  and  Cervical  Cancer"  in 
Fiscal  Years  1991  and  1992,   and  are  not  eligible  to  compete  for 
funding  under  this  program  announcement. 


Mr.  Mrazek:     What  is  the  timetable  for  awards? 

Dr.  Roper:     Funding  should  begin  in  mid-August  1992,  with  a 
project  period  of  up  to  3  years. 


Mr.  Mrazek:     Would  recipients  then  be  eligible  for  larger 
comprehensive  program  grants  later  this  year? 

Dr.  Roper:     State  health  agencies  which  successfully  compete 
under  Program  Announcement  221  will  be  eligible  to  compete  for 
funding  under  CDC  program  announcements  for  the  implementation  of 
comprehensive  programs  at  the  next  available  competition. 

These  resources  for  capacity  building  will  assist  in  building 
the  infrastructure  for  service  delivery  and  follow-up  so  that  the 
recipients  will  be  better  positioned  to  compete  for  future 
comprehensive  program  announcements  from  CDC. 


Mr.  Mrazek:     Can  you  provide  us  with  a  more  detailed 
breakdown  of  FY  1992  expenditures? 

Dr.  Roper:     Fifty  million  dollars  was  appropriated  in  FY 
1992:     Approximately  $40.0  million  will  be  directed  to  12  state 
health  agencies  to  implement  comprehensive  breast  and  cervical 
cancer  control  programs,   and  approximately  $2.5-3.0  million  for  the 
state  health  agencies  to  develop  the  core  components  of 
comprehensive  programs.  The  remainder  will  provide  support  to 
extramural  activities  in  the  areas  of  public  education,  quality 
assurance,  provider  education,   surveillance,   training  programs  for 
state  health  agency  personnel  as  well  as  the  provision  of  technical 
assistance  to  states  as  they  develop  their  cancer  control  programs. 
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Breast  and  Cervical  Cancer  -  State  Programs 


Mr.  Mrazek:     Of  the  $50.0  million,  how  much  will  go  to  each 
of  the  12  state-based  comprehensive  programs,  how  much  for  the  core 
component  development  programs,  how  much  for  Pap  testing  for 
cervical  cancer,  and  how  much  for  other  activities? 

Dr.  Roper:     In  FY  1992,  $40.0  million  will  be  directed  to  the 
12  states  with  comprehensive  programs.     As  of  this  date,   the  four 
new  states  have  received  their  FT  1992  awards:     Maryland,  Missouri, 
and  North  Carolina  were  each  awarded  $3.0  million;  Nebraska  was 
awarded  $2.0  million.     The  remaining  $29  million  will  be  awarded  in 
late  summer  to  the  other  eight  states  with  existing  CDC- supported 
programs.     Awards  will  range  from  $2.0  to  approximately  $4.0 
million.     The  Breast  and  Cervical  Cancer  Mortality  Prevention  Act 
of  1990  requires  that  states  expend  a  minimum  of  60  percent  of 
their  awards  for  breast  and  cervical  cancer  screening  and  follow-up 
services  for  low- income  women.     Approximately  $2.5-3.0  million  will 
also  be  made  available  to  10  state  health  agencies  to  assist  them 
in  developing  the  core  components  of  comprehensive  programs. 

The  remainder  will  support  national  level  activities  in  the 
areas  of  public  education,  quality  assurance,  provider  education, 
surveillance,  and  training  programs  for  state  health  agency 
personnel  as  well  as  technical  assistance  to  states  as  they  develop 
their  cancer  control  programs. 


Mr.  Mrazek:     I  was  dismayed  that  New  York  State's  application 
for  a  comprehensive  program  grant  was  designated  "approved  but  not 
funded"  in  both  1991  and  1992.     What  does  "approved  but  not  funded" 
mean. 

Dr.  Roper:     Applications  from  state  and  territorial  health 
agencies  were  scored  and  ranked  in  June  1991,  by  an  objective 
review  panel  that  consisted  of  CDC  and  NCI  health  professionals. 

Appropriations  for  FY  1991  and  1992  enabled  CDC  to  fund  only 
12  state  health  agencies.     The  Objective  Review  Panel  judged  the 
application  to  be  technically  acceptable,  but  the  resulting  score 
did  not  place  the  state  of  New  York  in  the  top  12.     Therefore,  the 
states 's  application  was  designated  "approved  but  not  funded." 


Mr.  Mrazek:     How  many  other  states  were  "approved  but  not 
funded"  in  1991  and  1992? 

Dr.  Roper:     As  a  result  of  the  June  1991  Objective  Review 
Panel,  there  were  a  total  of  19  state  and  territorial  health 
agencies,   including  the  state  of  New  York,  which  were  "approved  but 
not  funded. " 
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Mr.  Mrazek:     Can  you  tell  us  where  New  York  State's 
application  ranked  in  relation  to  those  states? 

Dr.  Roper:     In  response  to  Program  Announcement  121,  the 
application  from  the  state  of  New  York  ranked  21,  out  of  27 
applications  submitted. 


Mr.  Mrazek:     Does  New  York  State  have  one  of  the  nation's 
highest  breast  cancer  mortality  rates? 

Dr.  Roper:     Yes.     Among  50  states  and  the  District  of 
Columbia,  New  York  ranks  fifth  highest  in  breast  cancer  mortality. 
In  1988,   31.4  per  100,000  women  died  of  this  malignancy. 


Mr.  Mrazek:     What  statistics  does  CDC  have  on  New  York's  new 
cases  and  deaths  in  recent  years?     It  is  my  understanding  that  more 
women  die  of  breast  cancer  in  New  York  State  than  in  7  of  the  12 
funded  states  combined. 

Dr.  Roper:     Death  information  is  available  from  the  CDC's 
National  Center  for  Health  Statistics  for  all  states:     In  1988, 
3,828  breast  cancer  deaths  occurred  in  a  population  of  over  9.0 
million  women  in  New  York.     This  places  New  York  second  to 
California,   one  of  the  12  funded  states,   in  both  size  of  the  female 
population  and  number  of  deaths. 


Mr.  Mrazek:     Does  CDC  take  incidence  and  mortality  rates  into 
consideration  in  making  awards? 

Dr.  Roper:     Yes.     Because  screening  rates  are  low  in  all 
states,  the  review  criteria  focused  heavily  on  a  state's  capacity 
as  indicated  and  ability  to  develop  and  implement  a  comprehensive 
breast  and  cervical  cancer  early  detection  and  control  program. 
However,  each  application  provided  breast  and  cervical  cancer 
incidence  and  mortality  rates  to  demonstrate  a  need  for  support  in 
initiating  a  state -based  comprehensive  breast  and  cervical  cancer 
control  program. 


Mr.  Mrazek:     Shouldn't  special  weight  be  given  to  disease 
burden  when  awarding  breast  cancer  control  grants? 

Dr.  Roper:     Each  applicant  was  required  to  document  disease 
burden  for  both  breast  and  cervical  cancer.     However,  the 
applicants  ability  to  illustrate  the  state's  capacity  to  develop 
and  implement  a  comprehensive  program  was  the  focus  of  the 
established  review  criteria. 
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Mr.  Mrazek:     What  are  the  most  important  criteria? 

Dr.  Roper:     Applications  were  received  from  official  state 
and  territorial  health  agencies  and  evaluated  by  an  Objective 
Review  Panel  of  CDC  and  NCI  professionals  based  on  the  following 
criteria: 

•  The  level  of  coordinated  support  and  participation  from 
community  and  voluntary  agencies,  professional  health  care 
organizations ,  and  providers  toward  integrating  program 
elements  into  the  health  care  delivery  system  for  the  at-risk 
population 

•  The  extent  to  which  the  applicant  describes  the  breast  and 
cervical  cancer  program  needs  of  the  target  population, 
justifies  the  focus  on  these  populations,  and  the  assurance 
of  appropriate  screening,   follow-up,  and  treatment  services 

•  The  consistency  of  the  specific  and  time -related  measurable 
objectives  with  the  stated  purpose  of  the  cooperative 
agreement 

•  The  qualifications  and  appropriateness  of  proposed  personnel 

•  The  quality  of  the  public  education  plan 

•  The  quality  of  the  professional  education  plan 

•  The  quality  of  the  mammography  and  cervical  cytology  quality 
assurance  plan 

•  The  quality  of  the  surveillance  plan,  demonstrated  ability  to 
analyze  data,  and  evidence  of  the  continued  existence  of  data 
sources 

•  The  documentation  and  appropriateness  of  the  proposed  or 
existing  cancer  plan  and  the  role  of  the  coalition  in 
proposed  activities 

•  The  quality  of  the  applicant's  evaluation  plan 


Mr.  Mrazek:     Why  have  no  states  from  the  northeast  been 
selected  for  funding  under  the  Breast  and  Cervical  Cancer  Mortality 
Prevention  Act? 

Dr.  Roper:     No  geographical  distinction  or  discrimination  has 
been  made  in  the  selection  of  awards.     The  northeastern  states  of 
Connecticut,  Massachusetts,  Maine,  New  York,  Rhode  Island,  and 
Vermont  were  among  the  31  states  agencies  which  competed  for 
funding.     None  of  these  agencies'  applications  ranked  high  enough, 
according    to  the  review  criteria,  to  be  selected  for  funding  at 
this  time.     The  CDC  welcomes  the  opportunity  to  collaborate  with 
all  state  and  territorial  health  agencies  and  encourages  these 
states  to  consider  application  for  the  "core  component"  awards  to 
be  made  in  August  1992. 
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The  state  health  agencies  currently  selected  do  represent  a 
broad  geographic  distribution  reaching  from  California  to  Maryland 
and  Michigan  to  Texas. 

HIV/AIDS  -  Awards 


Mr.  Mrazek:     I  was  disappointed  to  note  in  the  justification 
document  that  CDC  plans  to  award  only  an  additional  $2  million  in  new 
FY  1992  funds  to  state  and  local  health  departments  to  maintain  HIV 
prevention  activities. 

I  have  been  informed  that  many  states  and  localities  may  have  to 
dismantle  important  HIV  prevention  programs  because  CDC  no  longer  has 
sufficient  previous  years'   funding  balances  to  supplement  new 
appropriations.     Is  that  the  case? 

Dr.  Roper:     Initial  FY  1992  awards  to  state  and  local  health 
department  HIV  Prevention  Cooperative  Agreements  (which  support  HIV 
counseling  and  testing,  health  education/risk  reduction,  minority 
initiatives,  and  public  information  programs  and  services)  totaled 
$143,730,611.     This  was  an  increase  of  $2,209,497  (1.6%)  over  the 
$141,521,114  initially  awarded  in  FY  1991. 

Initial  awards  of  carryover  to  State  and  local  health 
departments  are  based  on  estimates  of  unobligated  funds  from  the 
previous  budget  period  and  on  the  actual  amounts  known  to  be 
available  for  award  from  earlier  years.     Financial  Status  Reports 
(FSR)  are  not  due  to  CDC  until  March  30  of  each  year.  Health 
departments  often  revise  their  estimates  and  identify  additional 
unobligated  funds  which  they  may  request  for  award  during  FY  1992. 

We  know  of  no  programs  that  have  had  to  be  dismantled. 


Mr.  Mrazek:     How  much  of  an  HIV  prevention  funding  shortfall 
will  exist  nationally  if  only  $2  million  additional  is  provided? 

Dr.  Roper:     We  have  never  raised  this  issue  of  irregularities  in 
States'  obligational  patterns  as  one  that  creates  a  funding 
shortfall.     We  will  closely  monitor  this  situation,  through  this 
year,  but  we  see  no  need  for  any  additional  funds  at  this  time. 


Mr.  Mrazek:     How  will  the  additional  $2  million  be  spent? 

Dr.  Roper:     The  additional  $2  million  will  enable  CDC  to  provide 
state  and  local  HIV  Prevention  Programs  with  funds  to  enhance  their 
Counseling,  Testing,  Referral,  and  Partner  Notification  (CTRPN) 
programs  and  other  needed  HIV  prevention  services. 
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Mr.  Mrazek:     What  state  and  local  health  departments  will  be 
recipients? 

Dr.  Roper:     The  $2  million  in  additional  funds  will  be 
combined  with  the  total  new  and  carryover  funds  available  for  award 
to  state  and  local  health  departments.     All  state  and  territorial 
health  departments  will  continue  to  be  recipients,  as  will  the 
Commonwealth  of  Puerto  Rico,   the  District  of  Columbia,  and  the  six 
local  health  departments  with  direct  CDC  HIV  prevention  cooperative 
agreements . 


Mr.  Mrazek:     Did  CDC  encourage  and  initially  support  local 
HIV  prevention  program  activity  at  a  level  greater  than  CDC  funding 
could  sustain? 

Dr.  Roper:     No.     The  CDC  has  never  encouraged  state  or  local 
HIV-prevention  programs  to  undertake  activities  which  could  not  be 
sustained  with  available  funds.     The  CDC  has  repeatedly  stressed, 
during  the  past  three  years,   to  state  and  local  health  departments 
and  other  grantees  that  level  funding  was  anticipated  for  HIV- 
prevention  programs  and  services.     The  use  of  resources  should  be 
prioritized  and  appropriately  targeted  to  persons  at  increased 
risk.     It  should  also  be  noted  that  for  the  past  4  years,  Congress 
has  appropriated  less  money  for  CDC's  AIDS/HIV  activities  in  total 
than  was  requested  in  the  President's  budget  in  each  of  these 
years . 


Mr.  Mrazek:     What  was  CDC's  fiscal  and  program  strategy  when 
it  made  awards  at  levels  it  could  not  sustain? 

Dr.  Roper:     The  CDC  has  never  intentionally  made  awards  at 
levels  it  could  not  sustain.     Funding  decisions  are  based  on 
prevention  needs,   the  amount  of  resources  available  for  award,  the 
feasibility  and  predicted  efficacy  of  proposed  activities,  and 
experience  gained  from  actually  providing  services. 


Mr.  Mrazek:  Some  states  and  localities  also  report  that 
their  HIV  prevention  cooperative  agreement  awards  often  included 
partial  first  year  funding  for  activities  to  be  initiated  in  the 
course  of  the  year,  but  that  the  succeeding  award  frequently  did 
not  include  sufficient  funds  to  support  full  continuation  of  the 
project.     Is  this  accurate? 

Dr.  Roper:     Standard  operating  procedure  for  the  negotiation 
and  awarding  of  funds  takes  into  consideration  the  time  frames 
provided  by  the  grantee  for  the  hiring  of  personnel,  the 
announcement  and  awarding  of  state  or  local  contracts,  etc.,  within 
the  grant  budget  period.     Grantees  usually  are  unable  to  hire  staff 
or  award  contracts  effective  as  of  the  beginning  date  of  the  budget 
period  and,  as  a  result,   funds  may  be  awarded  only  for  the  period 
for  which  the  grantee  indicates  funds  will  be  necessary  within  the 
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12 -month  budget  period.     These  staff  and  contracts  are  fully- 
supported  in  future  budget  periods,  depending  on  the  availability 
of  resources  to  CDC. 


HIV/AIDS  -  Prevention  Approach 


Mr.  Mrazek:     CDC's  approach  to  HIV  prevention  appears  to  rely 
heavily  on  the  STD  control  program  model.     Yet  HIV  is  a  chronic 
infectious  disease.     Doesn't  that  require  a  broad  definition  of 
prevention  --  one  that  includes  ongoing  support  and  risk  reduction 
reinforcement? 

Dr.  Roper:     There  are  major  differences  between  CDC's  HIV 
prevention  program  and  its  STD  control  program.     First,  we 
recognize  that  we  do  not  have  a  treatment  available  to  render 
persons  non- infectious ;  we  also  recognize  that  health  promotion  is 
our  single  most  important  behavior  change  strategy.     Therefore,  we 
focus  on  changes  in  sexual  and  drug  using  behaviors.     These  three 
elements  provide  a  strategy  in  HIV  prevention  that  is  unique  to 
other  STDs  despite  some  similarities  such  as  counseling,  testing 
referral  and  partner  notification. 


Mr.  Mrazek:     How  does  CDC  demonstrate  its  recognition  of  the 
need  for  ongoing  prevention  services? 

Dr.  Roper:     The  CDC  continues  to  place  a  high  priority  on  HIV 
prevention  services  which  is  reflected  in  the  President's  FY  1993 
budget  (72.5  percent  of  CDC's  HIV  budget).     In  addition  to 
maintaining  existing  HIV  prevention  services,  an  increase  of  $5 
million  dollars  is  requested  to  enhance  CDC's  efforts  to  prevent 
HIV  infection  among  women  and  their  children.     An  additional  $15 
million  is  requested  to  further  prevent  HIV-related  tuberculosis 
(TB) ,  especially  multidrug  resistant  TB.     One  million  dollars  is 
also  requested  to  reduce  complications,  disability  and  death 
resulting  from  hemophilia  and  other  bleeding  disorders. 

Tuberculosis  -  Cases  and  Deaths 


Mr. Mrazek:     New  York  City  has  been  hit  harder  by  the  recent 
upsurge  in  active  TB  cases  than  any  other  location  in  the  United 
States.     Can  you  provide  us  with  listings  of  TB  cases  and  deaths, 
by  city  and  by  state,   of  those  areas  most  affected? 
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The  states  and  cities  reporting  the  most  TB  cases  in  1991  were: 


State  Cases  City  Cases* 

California  5,273  New  York  City,  NY  3,682 

New  York  4,430  Los  Angeles,  CA  1,079 

Texas  2,525  Chicago,   IL  751 

Florida  1,702  Houston,  TX  573 

Illinois  1,192  San  Francisco,  CA  334 

*May  change  slightly 

The  states  and  cities  reporting  the  most  TB  deaths  in  1988  (latest 
available  year) : 

State  Deaths  City  Deaths 

New  York  290  New  York  City,  NY  249 

California  232  Los  Angeles,  CA  61 

Florida  145  Houston,  TX  40 

Texas  127  Philadelphia,   PA  30 

Illinois  78  San  Francisco,  CA  27 


A  complete  list  of  TB  cases  and  deaths  reported  by  each  of  the  50 
states  and  each  of  the  64  largest  cities  is  attached. 

Tuberculosis  cases  and  case  rates  by  state,   1991  reports 
In  order  by  number  of  cases 


State 

Cases 

Rate* 

California 

5,273 

17.7 

New  York 

4,430 

24.6 

Texas 

2,525 

14.9 

Florida 

1,702 

13.2 

Illinois 

1,192 

10.4 

New  Jersey 

983 

12.7 

Georgia 

909 

14.0 

Pennsylvania 

782 

6.6 

North  Carolina 

624 

9.4 

Tennessee 

573 

11.7 

Maryland 

451 

9.4 

Michigan 

451 

4.9 

Massachusetts 

437 

7.3 

Alabama 

430 

10.6 

South  Carolina 

410 

11.8 

Virginia 

379 

6.1 

Ohio 

378 

3.5 

Louisiana 

368 

8.7 

Kentucky 

347 

9.4 

Arizona 

323 

8.8 

Washington 

309 

6.3 

Mississippi 

300 

11.7 

Arkansas 

282 

12.0 

Indiana 

263 

4.7 

Missouri 

254 

5.0 

Oklahoma 

206 

6.5 

Hawaii 

201 

18.1 

Dist.  of  Columbia 

175 

28.8 

Connecticut 

148 

4.5 

Oregon 

144 

5.1 
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Wisconsin 

111 

2, 

3 

Minnesota 

102 

2. 

3 

Colorado 

87 

2. 

6 

New  Mexico 

79 

5. 

.2 

Iowa 

71 

2. 

6 

Rhode  Island 

71 

7. 

.1 

Alaska 

70 

12, 

.7 

Nevada 

66 

5 , 

,  5 

West  Virginia 

64 

3. 

,6 

Kansas 

62 

2. 

,5 

Utah 

46 

2. 

.7 

Delaware 

37 

5. 

6 

South  Dakota 

35 

5. 

,0 

Maine 

33 

2. 

.7 

Nebraska 

28 

1, 

.8 

Montana 

19 

2. 

.4 

Idaho 

15 

1. 

.5 

Vermont 

12 

2, 

.1 

New  Hampshire 

11 

1, 

,0 

Tuberculosis  cases  and  case  rates  by  state,   1991  reports 
In  order  by  number  of  cases 

State  Cases  Rate* 

North  Dakota  9  1.4 

Wyoming  6  1.3 

Total  U.S.  26,283  10.4 

*Rates  calculated  from  1990  population;  1991  population  projections 
not  yet  available 


Tuberculosis  cases  and  case  rates  by  64  largest  cities,  1991 
reports 

In  order  by  number  of  cases 


Citv 

Cases 

Rate* 

New  York  City,  NY 

3,682 

50.3 

Los  Angeles ,  CA 

1,079 

31.0 

Chicago,  IL 

751 

27.0 

Houston,  TX 

573 

35.1 

San  Francisco,  CA 

334 

46.1 

Philadelphia,  PA 

308 

19.4 

Atlanta,  GA 

301 

76.4 

San  Diego,  CA 

220 

19.8 

Dallas,  TX 

217 

21.6 

Newark ,  NJ 

196 

71.2 

San  Jose,  CA 

184 

23.5 

Detroit,  MI 

182 

17.7 

Washington,  D.C. 

175 

28.8 

Miami ,  FX 

174 

48.5 

Oakland,  CA 

154 

41.4 

San  Antonio,  TX 

148 

15.8 

Baltimore,  MD 

147 

19.8 
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Boston,  MA 

138 

24 

.0 

El  Paso,  TX 

136 

26 

.4 

Austin,  TX 

116 

24 

.9 

Long  Beach,  CA 

109 

25 

.4 

Honolulu,  HI 

102 

27 

.1 

New  Orleans ,  LA 

101 

20 

.3 

Memphis,  TN 

95 

15 

.6 

Jacksonville,  FL 

92 

13 

.0 

Phoenix,  AZ 

91 

9 

.3 

Santa  Ana,  CA 

90 

30 

.6 

Sacramento ,  CA 

89 

24 

.1 

Tampa .  FL 

87 

31 

.1 

Fort  Worth,  TX 

83 

18 

.5 

Nashville,  TN 

79 

15 

.5 

Seattle,  WA 

73 

14 

.5 

Pittsburgh,  PA 

58 

15 

.7 

Portland,  OR 

58 

13 

.3 

Fresno,  CA 

54 

15 

.2 

Cleveland,  OH 

51 

10 

.1 

Indianapolis,  IN 

51 

6 

.9 

Birmingham,  AL 

49 

18 

.4 

Milwaukee,  WI 

47 

7 

.5 

Columbus ,  OH 

45 

7 

.1 

Tucson,  AZ 

43 

10 

.6 

Anaheim,  CA 

41 

15 

.4 

Louisville,  KY 

41 

15 

.2 

Oklahoma  City,  OK 

40 

9 

.0 

Denver,  CO 

39 

8 

.3 

Cincinnati,  OH 

37 

10 

.2 

Corpus  Christi,  TX 

36 

14 

.0 

Tuberculosis  cases  and  case  rates  by  64  largest  cities,  1991 
reports 

In  order  by  number  of  cases 


Citv 

Cases 

Rate* 

St.  Louis,  MO 

33 

8.3 

Buffalo,  NY 

31 

9.4 

Charlotte,  NC 

31 

7.8 

Kansas  City,  MO 

31 

7.1 

Las  Vegas ,  NV 

29 

9.9 

Norfolk,  VA 

29 

11.1 

Minneapolis,  MN 

26 

7.3 

Tulsa,  OK 

25 

6.8 

Albuquerque ,  NM 

22 

5.7 

Arlington,  TX 

20 

7.6 

Virginia  Beach,  VA 

17 

4.3 

Wichita,  KS 

14 

4.6 

Omaha,  NE 

13 

3.8 

Mesa,  AZ 

12 

4.2 

St.   Paul,  MN 

9 

3.4 

Colorado  Springs ,  CO 

7 

2.5 

Toledo,  OH 

6 

1.8 

Total  64  cities 

11,351 

25.3 
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*Rates  calculated  from  1990  population;  1991  population  projections 
not  yet  available 

Tuberculosis  deaths  and  deaths  rates  by  state,   1988*  reports 
In  order  by  number  of  deaths 
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37 

0 . 62 
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22 

0  .40 
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22 
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17 
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16 

1 . 46 
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Nevada 

10 

0.95 

Minne  s  o  t a 

0  16 

New  Mexico 

7 

0 . 46 

Kans  as 

0 . 24 

Delaware 

5 

0.76 

Maine 

5 

0.41 

Utah 

4 

0.24 

South  Dakota 

3 

0.42 

Alaska 

2 

0.  38 

Montana 

2 

0.25 

Nebraska 

2 

0.12 

Rhode  Island 

2 

0.20 

Idaho 

1 

0.10 

North  Dakota 

1 

0.15 

Vermont 

1 

0.18 
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Tuberculosis  deaths  and  deaths  rates  by  state,  1988*  reports 
In  order  by  number  of  deaths 

State  Deaths  Rate 

New  Hampshire  0  0.00 

Wyoming  0  0 . 00 

Total  U.S.  1,921  0.78 

*1988  is  the  most  recent  year  for  which  TB  death  counts  are 
available 


Tuberculosis  deaths  and  death  rates  in  the  64  largest  cities, 1988* 
reports 


In  order  by  number  of  cases 


Citv 

Deaths 

Rate 

New  York  City,  NY 

249 

3.52 

Los  Angeles,  CA 

61 

1.80 

Chicago,  IL 

40 

1.34 

Houston,  TX 

30 

1.51 

Philadelphia,  PA 

27 

1.64 

San  Francisco,  CA 

21 

2.83 

Miami,  FL 

16 

4.34 

Atlanta,  GA 

13 

2.86 

New  Orleans ,  LA 

13 

2.38 

Washington,  D.C. 

13 

2.11 

St.  Louis,  MO 

12 

2.84 

Jacksonville,  FL 

10 

1.48 

Memphis,  TN 

10 

1.53 

Newark ,  NJ 

10 

3.18 

Baltimore,  MD 

8 

1.07 

Dallas,  TX 

8 

0.76 

Detroit,  MI 

8 

0.74 

San  Antonio,  TX 

8 

0.87 

San  Diego,  CA 

8 

0.75 

Charlotte,  NC 

7 

1.80 

Cleveland,  OH 

7 

1.31 

El  Paso,  TX 

7 

1.37 

Indianapolis,  IN 

7 

0.97 

Denver,  CO 

6 

1.17 

Boston,  MA 

5 

0.87 

Oakland,  CA 

5 

1.40 

Phoenix,  AZ 

5 

0.54 

Portland,  OR 

5 

1.16 

San  Jose,  CA 

5 

0.68 

Tulsa,  OK 

5 

1.38 

Cincinnati,  OH 

4 

1.08 

Fort  Worth,  TX 

4 

0.83 

Fresno ,  CA 

4 

1.27 

Long  Beach,  CA 

4 

0.95 

Louisville,  KY 

4 

1.40 

Milwaukee,  WI 

4 

0.66 

Nashville,  TN 

4 

0.84 

Oklahoma  City,  OK 

4 

0.99 

Tucson,  AZ 

4 

0.97 

Birmingham,  AL 

3 

1.05 

Columbus ,  OH 

3 

0.53 
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Honolulu,  HI 

3 

0 

79 

Kansas  City,  MO 

3 

0 

68 

Seattle,  WA 

3 

0 

60 

Austin,  TX 

2 

0 

45 

Sacramento ,  CA 

2 

0 

59 

Tampa,  FL 

2 

0 

70 

Virginia  Beach,  VA 

2 

0 

58 

Tuberculosis  deaths  and  death  rates  in  the  64  largest  cities, 1988* 
reports 

In  order  by  number  of  cases 


Citv 

Deaths 

Rate 

Buffalo,  NY 

0.31 

Corpus  Christi,  TX 

0.36 

Mesa,  AZ 

0.38 

Norfolk,  VA 

0.37 

Pittsburgh,  PA 

0.26 

St.  Paul,  MN 

0.38 

Toledo,  OH 

0.29 

Albuquerque ,  NM 

0 

0.00 

Colorado  Springs ,  CO 

0 

0.00 

Minneapolis,  MN 

0 

0.00 

Omaha ,  NE 

0 

0.00 

Wichita,  KS 

0 

0.00 

Total  64  cities 

695 

1.58 

*1988  is  the  most  recent  year  for  which  TB  death  counts  are 
available* 


Tuberculosis  -  Urgent  Requests 


Mr.  Mrazek:     In  recognition  of  the  extremely  serious  danger 
of  the  spread  of  tuberculosis,   the  Director  of  the  NIH  recently 
told  us  that  she  will  be  using  a  significant  portion  of  her 
discretionary  funds  for  TB  research.     How  is  CDC  responding  to  the 
urgent  requests  for  emergency  assistance  to  control  the  emerging  TB 
epidemic?     I  know  that  New  York  City  alone  has  asked  for  $15 
million. 

Dr.  Roper:     New  York  City's  TB  Cooperative  Agreement  FY  1992 
award  was  just  issued  for  a  total  of  $2,046,659  this  includes 
$939,823,  needed  to  continue  the  outbreak  control  efforts  begun 
last  September.     In  March,   in  response  to  the  MDR  TB  outbreak  in 
Upstate  New  York,   CDC  awarded  New  York  State  one  month's  emergency 
supplemental  outbreak  control  funding  totaling  $94,641;   the  state's 
FY  1992  award  has  just  been  issued  and  it  includes  $1,063,589  for 
continuation  of  the  outbreak  control  efforts.     In  addition,  the 
Florida  State  cooperative  agreement  for  FY  1992  includes  $217,595 
to  carry  on  apparently  successful  efforts  to  control  the  outbreak 
of  MDR  TB  that  started  in  Southern  Florida  in  1989. 
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CDC's  response  to  these  MDR  TB  outbreaks  in  New  York  and  Florida 
have  not  been  limited  to  financial  assistance  alone.     Numerous  CDC 
epidemiologic,   laboratory,  occupational  health,   environmental  and 
public  health  management  staff  have  traveled  to  the  outbreak  sites 
as  part  of  investigation  teams,   for  collective  control  efforts,  for 
individual  consultations,  and  for  participation  in  special  task 
forces  or  other  planning/problem  solving  sessions.     CDC  has  also 
transferred  a  trained  TB  physician  to  New  York  City  to  provide 
full-time  medical  direction  to  the  city's  Multidrug-resistant 
Outbreak  Control  Team  and  arranged  for  the  full-time  assignment  of 
CDC  TB  public  health  managers  for  outbreak  control  teams  in  Florida 
and  in  New  York  City.     In  response  to  more  recent  requests,  CDC  is 
now  working  to  assign  an  experienced  epidemiologist/medical  officer 
to  provide  full-time  medical  direction  to  New  York  City's  TB 
control  activities.     In  addition,  CDC  is  now  working  on  the 
assignment  of  an  experienced  TB  public  health  manager  to  assist  in 
the  upstate  outbreak  control  endeavors . 

Although  we  are  proud  of  the  actions  we  have  been  able  to  take  thus 
far  with  existing  resources,  we  recognize  that  additional  measures 
are  needed  to  fully  address  this  problem.     For  this  reason,  CDC  has 
created  a  TB  Task  Force  which  is  developing  a  National  Action  Plan 
to  Combat  Multidrug-resistant  TB  (MDR  TB) .     This  plan  will  address 
further  nationwide  operational,  control,  and  research  necessities. 
The  President  supports  further  funding  for  TB  and  in  his  FY  1993 
budget  proposal  is  requesting  an  additional  $34.7  million  in  CDC's 
budget  for  TB  activities,  an  increase  of  110  percent  over  FY  1992, 
for  a  total  of  $66.2  million. 


Tuberculosis  -  Funding 


Mr.  Mrazek:     Can  you  give  us  an  estimate  of  how  much  funding 
might  be  necessary  over  the  next  five  years  to  rein  in  the  TB 
problem? 

Dr.  Roper:     Some  of  the  TB  control  problems  we  are  facing 
today,   such  as  drug- resistant  outbreaks,  are  evidence  of  failed 
treatment  systems.     In  response  to  the  outbreaks  of  MDR  TB,  CDC  has 
spearheaded  the  establishment  of  a  federal  TB  Task  Force.     The  Task 
Force  is  in  the  process  of  developing  a  National  Action  Plan  to 
Combat  Multidrug-resistant  Tuberculosis.     That  plan  is  in  the 
process  of  being  costed  out.     Those  results  will  be  available  in 
the  near  future. 


Mr.  Mrazek:     If  we  had  no  budget  constraints,  what  is  your 
professional  judgement  of  how  much  CDC  could  effectively  spend  on 
TB  in  FY  1993? 

Dr.  Roper:     Some  of  the  TB  control  problems  we  are  facing 
today,  such  as  drug- resistant  outbreaks,  are  evidence  of  failed 
treatment  systems.     In  response  to  the  outbreaks  of  MDR  TB,  CDC  has 
spearheaded  the  establishment  of  a  federal  TB  Task  Force.     The  Task 
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Force  is  in  the  process  of  developing  a  National  Action  Plan  to 
Combat  Multidrug-resistant  Tuberculosis.     That  plan  is  in  the 
process  of  being  costed  out.     Those  results  will  be  available  in 
the  near  future . 


Tuberculosis  -  Cost/Benefit 


Mr.  Mrazek:     Is  it  true  that  for  every  dollar  of  TB 
prevention  and  control  funds  expended,   the  Nation  saves  an 
estimated  $3  to  $4  dollars? 

Dr.  Roper:     Yes,   and  this  is  believed  to  a  minimal  estimate 
of  cost  benefit.     An  important  component  of  TB  prevention  and 
control  is  directly-observed  therapy  (DOT) .     Information  from 
cooperative  agreement  (COAG)  applications  report  a  variety  of  cost 
savings  for  areas  receiving  TB  prevention  and  control  funds.  In 
Mississippi,   treatment  of  one  multidrug-resistant  TB  case  with  DOT 
(estimated  to  cost  $500)  by  an  outreach  worker  supported  by  COAG 
funds,  saved  $35,000  in  court-ordered  hospitalization  costs.  In 
Florida,  the  TB  DOT  program,  part  of  the  FY  1991  prevention  and 
control  budget  of  $645,000,  prevented  the  hospitalization  of  an 
estimated  75  persons  at  a  savings  of  $2,452,000. 

The  estimated  savings,   reflect  overall  benefit  to  all  possible 
payees . 


Mr.  Mrazek:     How  does  the  even  higher  cost  of  treating 
multidrug-resistant  TB  affect  those  estimated  cost  savings? 

Dr.  Roper:     The  more  drug  resistant  cases  that  can  be 
prevented,   the  higher  the  potential  savings.     The  cost  of  treating 
multidrug  resistant  tuberculosis  is  substantially  higher  than  the 
cost  of  treating  tuberculosis  that  is  not  drug-resistant.     New  York 
City  reports  the  costs  of  drugs  alone  are  up  to  20  times  higher  for 
drug  resistant  cases  than  for  susceptible  cases. 

Tuberculosis  -  New  Care  Facilities 


Mr.  Mrazek:     A  significant  proportion  of  TB  cases  occur  amongst 
the  most  needy  and  disenfranchised- -  the  homeless,  mentally  ill, 
substance  abusers,  HIV  infected.     New  care  facilities  will  be 
required  for  these  most  needy  cases.     Does  CDC  recognize  the  need, 
and  what  is  being  done  about  it? 

Dr.  Roper:     You  have  very  aptly  described  groups  which  are  at 
very  high-risk  for  TB .     TB  patients  in  the  high  rate  inner  cities  are 
almost  always  poor  and  often  disenfranchised.     CDC's  TB  Cooperative 
Agreement  program  provides  outreach  workers  for  most  state  and  local 
health  departments.     The  majority  of  these  workers  serve  high-risk 
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populations  providing  vital  public  health  services,   including  finding 
and  giving  the  lifesaving  medicine  to  patients  in  the  inner  cities, 
in  tenements,   in  low  income  public  housing  and,   sometimes,  even  in 
the  streets.     Incidently,  about  two -thirds  of  the  outreach  workers 
are  hired  from  the  ethnic/cultural  populations  they  serve. 

We  are  also  making  special  efforts  to  prevent  cases  among  those 
at  risk  for  TB  and  HIV,   including  drug  abusers.     In  FY  1991  and  in  FY 
1992,  $4.2  million  in  TB/HIV  cooperative  agreement  funds  were  granted 
to  25  state  and  local  health  departments  for  conducting  TB  screening 
and  prevention  programs  among  those  at  highest  risk  for  HIV 
infection,  including  persons  in  drug  treatment  programs  and  inmates 
of  correctional  facilities.     A  variety  of  new  research  efforts  also 
have  been  and  will  be  undertaken  by  CDC.     Many  of  these  studies  are 
directed  toward  better  medical  tools  and  information  that  will  enable 
improved  diagnosis,   treatment,   and  preventive  interventions, 
particularly  for  those  at  risk  for  both  TB  and  AIDS. 

In  addition,  CDC  and  the  congressionally  mandated  Advisory 
Council  for  Elimination  of  Tuberculosis  (ACET)  have  worked  with  a 
variety  of  organizations,   including  the  American  Thoracic  Society,  to 
revise  TB  medical  and  public  health  statements  to  reflect  the  need 
for  appropriate  diagnostic  and  treatment  services  for  high-  risk 
groups.     Unique  statements  have  been  developed  and  widely 
disseminated  on  the  prevention  and  control  of  TB  in  correctional 
institutions,   in  health  care  settings,   in  nursing  homes,  and  the 
foreign  born.     Separate  statements  will  soon  be  published  on  the 
prevention  and  control  of  TB  in  minorities,   in  the  homeless,  and  in 
migrant  farm  workers. 

Finally,   our  reports  and  recommendations  consistently  recognize 
the  need  for  appropriate  and  safe  treatment,   care  facilities  and 
other  support  for  TB  patients.     However,  CDC's  TB  cooperative 
agreement  funds  are  used  primarily  to  support  outpatient  public 
health  activities.     Payment  and  provision  of  TB  medical  care,   as  well 
as  related  treatment  and  custodial  care  have  been  traditionally  the 
role  of  state  and  local  government,  health  care  providers  and 
insurers,  as  well  as  the  responsible  Federal  agencies  which  do  not 
include  CDC.     Housing  of  homeless  TB  patients  is  a  necessity  and  also 
supported  by  other  state,   local,  and  Federal  agencies. 

Tuberculosis  -  Strategic  Plan 


Mr.  Mrzaek:  Has  the  recent  outbreak  of  TB  cases  caused  a 
reevaluation  of  HHS ' s  1989  "Strategic  Plan  for  the  Elimination  of 
Tuberculosis"? 

Dr.  Roper:  Yes.     The  outbreaks  of  multidrug-resistant  TB  (MDR 
TB)  has  caused  CDC  to  rethink  the  strategic  plan.     In  response  to  the 
outbreaks  of  MDR  TB,  CDC  spearheaded  the  forming  of  a  federal  TB  Task 
Force.     The  Task  Force  is  in  the  process  of  developing  a  National 
Action  Plan  to  Combat  Multidrug-resistant  Tuberculosis.     That  plan 
will  become  a  supplement  to  the  1989  strategic  plan.     However,  we 
must  keep  in  mind  that  some  of  the  TB  control  problems  we  are  facing 
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today,  such  as  drug- resistant  outbreaks,  are  evidence  of  failed 
treatment  systems. 


Mr.   Mrazek:     What  is  the  status  of  the  CDC  TB  Task  Force 
"National  Action  Plan"  for  multidrug-resistant  TB? 

Dr.   Roper:     The  National  Action  Plan  to  Combat  Multidrug- 
resistant  TB  (MDR  TB)   is  to  be  provided  to  me  within  the  next  few 
weeks.     After  my  review  I  will  forward  the  plan  to  the  Assistant 
Secretary  for  Health  and  the  Department,   and  if  approved,   the  plan 
will  soon  after  that  be  made  public. 

Tuberculosis   -  Demonstration  Project 


Mr.  Mrazek:     In  their  FY  1992  reports,  both  the  House  and 
Senate  encouraged  CDC  to  expand  its  support  of  pharmacy-based  AIDS 
education  and  prevention  programs.     I  was  pleased  to  note  that  in 
response  increased  funding  has  been  provided  to  support  an  existing 
demonstration  project  in  Alabama. 

Please  provide  additional  details  about  this  project  and  how  FY 
1992  funds  are  being  spent.     Are  there  plans  to  expand  this  project 
state -wide? 

Dr.   Roper:     The  state -wide  Project  currently  underway  in 
Alabama  is  designed  to  educate  pharmacists  throughout  Alabama  about 
HIV  and  AIDS  so  that  they  in  their  pharmacy  locations  can  serve  as 
information  sources  for  the  public,   as  well  as  referral  points  to 
other  HIV/AIDS  services  in  the  community. 

Funds  are  being  provided  to  educate  pharmacists,   to  let  the 
public  know  that  information  is  available  from  pharmacies  and 
pharmacists,   and  to  evaluate  the  effects  of  the  program  on 
pharmacists  and  the  public. 


Mr.   Mrazek:     Has  CDC  made  an  evaluation  of  the  Alabama 
demonstration  project? 

Dr.   Roper:     The  Alabama  demonstration  project,   which  grew  out 
of  the  original  pilot  project  with  Harco  Drugs  in  Alabama,    is  still 
in  the  planning  stage.     The  evaluation  component  of  the  project  is  a 
major  focal  point  in  that  planning. 


Mr.  Mrazek:     What  has  been  the  general  reaction  of  health 
administrators  and  educators  familiar  with  the  project? 

Dr.   Roper:     Response  by  staff  from  the  Schools  of  Pharmacy  at 
Stanford  and  Auburn,   the  Alabama  Pharmacy  Association,   the  School  of 
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Public  Health,  University  of  Alabama -Birmingham,  and  the  Alabama 
Department  of  Health  to  participation  by  pharmacists  in  HIV 
prevention  has  been  very  favorable. 


Pharmacy- Based  AIDS  Programs 


Mr.  Mrazek:       What  other  activities  is  CDC  undertaking  related 
to  pharmacy-based  AIDS  programs? 

Dr.  Roper:     The  CDC  is  not  involved  in  any  other  pharmacy -based 
AIDS  programs . 


Mr.  Mrazek:     What  has  been  budgeted  and  planned  for  in  Fiscal 
Year  1993? 

Dr.  Roper:     Specific  plans  for  Fiscal  Year  1993  funding  for  the 
project  cannot  be  determined  until  the  implementation  and  evaluation 
plans  are  finished.     These  will  be  completed  in  May. 


Mr.  Mrazek:     Are  additional  pharmacy-based  AIDS  demonstration 
projects  in  other  states  being  contemplated? 

Dr.  Roper:     Additional  projects  are  not  planned  at  this  time. 
Future  plans  will  be  contingent  upon  the  success  of  the  Alabama 
demonstration  project  and  the  availability  of  additional  funds. 


Mr.  Mrazek:     I  know  New  York  is  very  interested;  have  other 
states  expressed  an  interest  in  similar  projects? 

Dr.  Roper:     Yes,  pharmacists  in  several  other  states  have 
expressed  interest. 


Mr.  Mrazek:     Has  there  been  any  private  sector  support  and 
involvement  in  the  Alabama  project,  or  in  any  other  pharmacy-based 
AIDS  activities? 

Dr.  Roper:     Yes,   the  Alabama  project  has  received  $115,000  from 
pharmaceutical  companies . 


Mr.  Mrazek:     Has  the  pharmacy  industry  shown  interest  in 
providing  matching  funds  for  this  type  of  initiative? 
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Dr.  Roper:     The  pharmaceutical  industry  has  demonstrated 
support  for  the  Alabama  demonstration  project  and  has  indicated 
further  interest  if  the  Alabama  project  is  successful. 


Municipal  Landfills 


Mr.  Mrazek:     Citizens  groups  in  my  congressional  district  who 
have  submitted  requests  for  studies  on  the  health  effects  of 
municipal  landfills  have  reported  considerable  delays  receiving  final 
reports.     Is  this  due  to  the  fact  that  the  agency  is  understaffed  or 
has  there  been  a  sizable  increase  in  requests? 

Dr.  Roper:     Response  from  the  public  for  petitioned  public 
health  assessments  has  been  high.     The  Agency  for  Toxic  Substances 
and  Disease  Registry  (ATSDR)  has  on  hand  143  petitioned  public  health 
assessments,  approximately    a  three  year  back  log.     During  the  last 
five  years,  ATSDR  has  averaged  50  petitioned  public  health 
assessments  per  year.     In  the  first  six  months  of  FY  1992,  ATSDR  has 
received  51  petitioned  public  health  assessments  and  expects  to 
exceed  100  this  fiscal  year. 


Mr.  Mrazek:     How  would  you  suggest  resolving  this  problem? 

Dr.  Roper:     ATSDR  has  a  number  of  public  health  priorities. 
The  output  on  petitioned  public  health  assessments  is  consistent  with 
the  ATSDR  budget  agreement  with  the  Environmental  Protection  Agency. 

Headache  Classification 


Mr.  Mrazek:     What  is  the  current  status  of  efforts  to  update 
the  classification  of  headache  for  the  ICD  manual  for  coding  of 
medical  illnesses? 

Dr.  Roper:     The  Director  of  CDC's  National  Center  for  Health 
Statistics  (NCHS)  has  approved  the  following  change  to  the 
International  Classification  of  Diseases ,  Ninth  Revision ,  Clinical 
Modification  (ICD-9-CM)  which  has  been  submitted  to  the  Administrator 
of  the  Health  Care  Financing  Administration  (HCFA)  for  approval. 

346  Migraine 

The  following  fifth-digit  subclass if icat ion  is  for 
use  with  category     346 : 

0  without  mention  of  intractability 

1  with  intractable  migraine .   so  stated 
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Mr.  Mrazek:  I  understand  that  there  have  been  efforts  for  over 
a  year  to  accomplish  this,  yet  there  has  been  no  resolution.  Is  this 
delay  the  result  of  a  policy  consideration,  conflict  between  staff  at 
NCHS  and  HCFA  or  another  reason? 

Dr.  Roper:  When  this  change  was  originally  proposed,  HCFA  was 
concerned  about  the  policy  implications  of  such  a  change  and  required 
time  to  study  the  matter  more  fully.  Over  the  last  year,  there  have 
been  extensive  discussions  between  staff  at  NCHS  and  HCFA  concerning 
the  best  mechanism  for  accomplishing  the  objectives  of  this  request. 
These  discussions  have  resulted  in  the  above  proposal. 


Mr.  Mrazek:     Delays  in  this  reclassification  are  costly  in  that 
we  have  no  accurate  data  that  reflects  the  magnitude  of  the  problem, 
the  number  of  headache  sufferers ,   the  types  of  headaches  they  have 
and  in  that  insurance  companies  are  reluctant  to  pay  when  the  codes 
are  antiquated.     When  can  we  expect  this  coding  process  to  be 
completed? 

Dr.  Roper:     The  ICD-9-CM  classification  of  headaches  currently 
allows  the  differentiation  of  tension  headaches,  classical  migraine, 
common  migraine,  variants  of  migraine,  other  forms  of  migraine, 
unspecified  migraine,  and  other  types  of  headache.     The  proposed 
modification  will  allow  the  collection  of  data  on  migraine  headaches 
specified  by  the  attending  physician  as  "intractable". 

Changes  to  the  ICD-9-CM  classification  are  made  on  October  1  to 
coincide  with  the  HCFA  payment  year.     If  the  current  proposed  change 
is  approved  by  the  HCFA  Administrator,   it  would  be  published  in  the 
Federal  Register  for  public  comment.     The  next  possible 
implementation  date  would  be  October  1,  1992. 


Mr.  Mrazek:     Do  you  classify  headache  disorders  as  chronic 
disease? 

Dr.  Roper:     Generally,  headache  disorders  are  classified  as 
symptoms  or  conditions,  not  diseases.     Although  recurrent  or  severe 
headache  can  result  in  substantial  impairment  or  disability,  we  do 
not  classify  headaches  as  chronic  disease. 


Mr.  Mrazek:     If  not,  why? 

Dr.  Roper:     A  substantial  majority  of  headaches  are  transient 
events.     These  headaches  may  be  associated  with  a  wide  variety  of 
diseases  or>conditions  in  diverse  organ  systems.     Some  of  causes  of 
headaches  include  infectious  diseases;  psychological  factors  such  as 
stress,  personality  type,   and  depression;   ingestion  of  food 
substances  such  as  alcohol;  physical  factors  such  as  disorders  of  the 
ears,  eyes,   facial  joints,   or  teeth;  and  history  of  heart  attack  or 
stroke.     Even  when  headaches  become  chronic  or  long-  term/frequent 
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occurrences,   they  are  frequently  symptoms  of  other  diseases  or 
conditions . 

Some  individuals  experience  especially  severe  or  frequent  headaches 
such  as  migraine  and  cluster  or  other  headaches  associated  with  some 
underlying  chronic  condition  or  disease.     CDC  would  thus  address  the 
issue  of  headaches  according  to  the  underlying  cause. 
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Chronic  Fatigue  Syndrome  (CFS) 


Mr.  Porter:     Dr.  Roper,  how  many  Americans  suffer  from  CFS? 
Many  people  in  the  CFS  community  argue  that  your  case  definition  is 
too  restrictive,  and  doesn't  suggest  the  true  magnitude  of  the 
disorder.     Do  you  agree  with  that  argument,  and  do  you  believe  the 
case  definition  should  be  re -evaluated? 

Dr.  Roper:     A  preliminary  estimate  based  on  our  on- going 
surveillance  system  is  that  approximately  10,000  persons  over  age 
18  in  the  United  States  meet  the  CDC  case  definition  of  CFS. 

The  CDC  case  definition  was  developed  for  research  purposes. 
It  is  deliberately  restrictive  to  ensure  that  all  persons  that  we 
study  as  CFS  patients  have  a  similar  illnesses.     We  recognize  that 
a  less  stringent  definition  would  identify  a  number  of  other 
individuals  who  also  have  CFS ,  but  would  also  identify  a  number  of 
patients  with  other  illness.     In  order  to  study  the  cause  and 
course  of  CFS,  we  need  a  homogeneous,  well-defined  group  of 
patients.     This  is  particularly  important  for  diseases  such  as  CFS 
that  currently  have  no  specific  diagnostic  laboratory  test  or 
associated  markers. 

We  hope  that  one  result  of  our  case -control  study  will  be  the 
development  of  a  sign  or  marker  that  can  be  used  to  identify  CFS 
patients.     The  results  of  our  surveillance,   along  with  those  of 
other  studies,  will  be  used  to  evaluate  the  advisability  of 
changing  the  current  case -definition. 


Mr.  Porter:     You  have  a  very  good  program  of  research  on  CFS, 
and  I  hope  you  will  continue  to  expand  your  commitment  in  this  area. 
Please  bring  me  up  to  date  on  the  research  you  are  conducting  on  CFS 

Dr.  Roper:     Thank  you.     Our  surveillance  system  in  four 
communities  in  Georgia,  Kansas,  Michigan,  and  Nevada  has  completed 
almost  three  years  of  operation.     We  are  analyzing  descriptive 
epidemiologic  data  from  this  system.     The  objective  is  to  calculate 
prevalence  rates,  characterize  the  course  of  illness,  and  refine  the 
working  case  definition. 

The  second  phase  of  our  research,   the  case -control  study,  will 
begin  in  June,  1992,  and  be  completed  by  the  end  of  the  summer.  Thi 
study  will  compare  CFS  patients  identified  by  surveillance  in  the 
Atlanta  area  with  normal  individuals  selected  randomly  from  the 
population.     Both  groups  of  individuals  will  be  asked  about  past 
exposure  to  a  number  of  substances,   and  about  certain  behaviors, 
travel,  health,  etc.     All  subjects  will  also  have  extensive  testing 
of  white  blood  cells  for  evidence  of  retroviral  infection.  Their 
sera  will  be  tested  for  antibodies  to  a  wide  range  of  viruses  and 
other  pathogens,  and  comprehensive  immunologic  studies  will  be  done. 

The  direction  of  further  work  will  be  dictated  by  the  results 
from  these  two  major  efforts. 


1620 


Mr.  Porter:     What  are  you  doing  on  immunological  studies?  Are 
we  close  to  a  breakthrough  on  that  front? 

Dr.  Roper:     Immunologic  studies  are  a  major  component  of  our 
CFS  research  program  since  this  disease  appears  to  affect  the  immune 
system  and  may  be  related  to  both  exposure  to  an  agent  as  well  as  to 
host  factors. 

We  have  created  a  new  CFS  Immunology  Studies  Group  within  the 
Division  of  Viral  and  Rickettsial  Diseases.     We  have  hired  a  senior- 
level  immunologist  to  head  the  section,   and  one  new  technician  to 
work  full  time  on  CFS.     In  addition,  we  have  equipped  a  new 
laboratory  specifically  to  run  the  exhaustive  immunologic  tests 
associated  with  the  CFS  case -control  study.     We  have  much  hard  work 
ahead  of  us  and  it  is  too  early  to  predict  possible  breakthroughs. 


Mr.  Porter:     Dr.  Walter  Gunn  who  coordinated  your  CFS  research 
recently  left  the  CDC.     Can  you  tell  us  who  has  replaced  Dr.  Gunn? 
Does  he/she  have  full  responsibility  for  coordinating  all  CFS 
research  at  CDC,   as  well  as  coordinating  with  the  National  Institutes 
of  Health? 

Dr.  Roper:     Dr.  William  Reeves,   a  senior- level  epidemiologist 
with  broad  experience  in  infectious  and  chronic  diseases,  currently 
has  the  responsibility  of  directing  all  CFS  research  at  CDC.     He  is 
also  responsible  for  coordinating  our  activities  with  the  National 
Institutes  of  Health  and  with  other  national  and  international  CFS 
research  groups. 

We  are  conducting  an  international  search  for  a  new  full-time 
leader  of  the  CDC  CFS  program,   to  work  within  Dr.  Reeves'  Branch.  We 
are  also  searching  for  a  more  junior  level  clinical  epidemiologist  to 
collaborate  full-  time  in  the  program. 


Mr.   Porter:     To  what  extent  do  you  collaborate  with  other 
Public  Health  Service  organizations  on  CFS? 

Dr.  Roper:     We  collaborate  closely  with  the  National  Institutes 
of  Health.     Dr.  Reeves  serves  on  the  Public  Health  Service 
Interagency  Committee  on  CFS;  we  are  collaborating  with  Dr.  Strauss' 
NIH  group  in  a  clinical  trial  which  utilizes  CFS  cases  enrolled  in 
our  surveillance  system;   and,  we  are  collaborating  with  NIH  CFS 
grantees  in  study  design  and  data  analysis.     Laboratory  investigators 
from  the  CDC  CFS  research  group  are  routinely  in  contact  with  their 
NIH  counterparts  to  discuss  new  developments  in  CFS. 


Mr.   Porter:     Congress  provided  $2.8  million  in  the  1992 
appropriation  for  CFS -related  activities  at  CDC.     The  House  report 
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which  accompanied  the  1992  bill  specified  on  pages  47-48  several 
activities  for  which  the  funding  was  to  be  used.     On  pages  18-19  of 
your  budget  justification  under  the  heading  "Significant  Items  in 
House  and  Senate  Appropriation  Committee  Reports,"  you  respond  to  the 
suggestions  contained  on  page  48  of  the  House  report  regarding 
functional  health  status  for  CFS-af f licted  individuals,  standardized 
laboratory  protocols  and  storing  of  sera  and  leucocyte  samples.  Yet 
the  justification  makes  no  reference  to  the  directive  contained  on 
page  47  of  the  same  report.     Nor  does  the  budget  justification  make 
any  further  reference  to  CFS .     Why  does  the  justification  omit 
reference  to  these  important  items? 

Dr.  Roper:     Our  current  CFS  program  addresses  all  suggestions 
on  pages  47  and  48  of  the  House  Report.     We  are  continuing  the 
surveillance  network  and  expanding  it  to  include  children;  we  are 
conducting  exposure  histories;  we  provide  prompt  team  reactions  to 
possible  CFS  outbreaks;  we  have  expanded  laboratory  studies;  and,  we 
are  conducting  long-term  followup.     We  have  shifted  responsibilities 
of  existing  staff,   and  we  have  dedicated  two  FTEs  in  retrovirology . 
Since  the  House  Report,  we  have  identified  that  immunologic  studies 
are  particularly  important  and  have  dedicated  2  FTEs  to  this  effort. 
As  detailed  in  previous  responses  a  national  prevalence  survey  is 
premature,  and,   therefore,  we  have  put  additional  emphasis  into  our 
surveillance  program. 


Mr.  Porter:     Are  you  continuing  the  CFS  surveillance  network 
system? 

Dr.  Roper:     Yes,  we  have  extended  the  current  contract  for  the 
surveillance  system  for  another  year.     Based  on  analyses  currently  in 
progress  we  will  plan  necessary  modifications  for  continuing  this  in 
the  future. 


Mr.  Porter:     Do  you  plan  to  expand  the  surveillance  system  to 
new  areas  as  was  directed  by  the  house  report?     If  not,  why  not? 
Should  the  surveillance  network  be  expanded  beyond  the  currently 
planned  sites? 

Dr.  Roper:     We  do  not  plan  to  expand  the  surveillance  system  to 
new  areas.     The  objective  of  the  surveillance  system  is  to  allow 
estimates  of  prevalence,   incidence,   clinical  course  and  impact  of  CFS 
in  defined  populations,  and  to  identify  patients  for  etiologic  and 
other  studies.     It  is  important  to  limit  these  initial  studies  to 
well  defined,   limited  populations  for  scientific  and  logistic 
reasons.     At  present  there  is  no  reason  to  expand  beyond  the  current 
sites.     If  necessary,  we  will  plan  changes  in  the  surveillance  system 
as  results  from  the  current  system  have  been  examined  in  detail. 


Mr.   Porter:     Have  you  expanded  the  surveillance  system  to 
include  children  ages  8-18?     If  not,  do  you  plan  to  do  so  in  fiscal 
1992.     If  not,  why  not? 
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Dr.  Roper:    We  are  expanding  the  surveillance  system  to  include 
adolescent  patients  between  ages  12  and  18.     We  have  extended  the 
current  contract  for  an  additional  year  to  accomplish  this  within 
existing  norms.     Surveillance  and  testing  of  younger  children  is  more 
difficult,  so  we  have  chosen  to  begin  with  this  slightly  older  age 
group . 


CFS  -  Patient  Histories 


Mr.  Porter:    Are  you  conducting  exposure  histories  of  patients? 
If  so,  how  many  histories  have  you  conducted?  How  many  do  you  expect 
to  conduct  this  year? 

Dr.  Roper:     Exposure  histories  from  21  CFS  patients  have 
already  been  taken  as  part  of  an  investigation  of  a  group  of  patients 
in  Atlanta.  In  the  case-control  study  which  is  just  starting, 
exposure  histories  will  be  taken  from  25  patients  and  50  control 
subjects.     In  addition  to  histories  we  will  measure  various 
laboratory  markers  for  exposures. 


Mr.  Porter:     Please  describe  your  efforts  to  respond  to 
outbreaks  of  CFS  as  directed  by  the  1992  House  report.     Are  these 
efforts  adequate?    How  can  they  be  improved?    How  much  additional 
funding  is  required  to  provide  adequate  response? 

Dr.  Roper:     CDC  responds  to  any  outbreak  that  is  reported  to  us 
and  for  which  the  state  health  department  requests  assistance.  It 
was  CDC's  response  to  the  Lake  Tahoe  outbreak  in  1987  that  initiated 
our  current  research  program.     In  1992,  we  were  asked  by  the  state  of 
Georgia  to  assist  in  examining  a  large  number  of  patients  in  the 
Atlanta  area.     This  response  included  epidemiologic,  retrovirus 
laboratory,  and  immunology  expertise  and  testing.     We  were  also 
contacted  regarding  a  possible  outbreak  on  the  Pacific  coast,  but 
have  not  yet  been  formally  asked  to  assist  the  State.  Informal 
contact  is  continuing  with  state  and  local  officials. 

Our  CFS  research  program  is  highly  visible,  and  we  feel  that 
both  physicians  and  state  health  department  officials  will  contact  us 
when  an  outbreak  occurs.     We  also  remain  in  close  contact  with  CFS 
support  groups  throughout  the  country,   so  that  a  backup  notification 
system  is  in  place.     Possible  outbreaks  are  handled  in  a  two-stage 
process  of  case-verification  preceding  on-site  investigation. 

No  additional  funding  beyond  that  contained  in  the  President's 
budget  request  is  necessary  for  this  activity  at  this  time.  Contacts 
to  date  have  been  readily  handled  with  existing  staff  or  through 
existing  contracts. 
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CFS  -  Expanded  Efforts 


Mr.  Porter:     Please  describe  your  efforts  to  expand 
immunologic,  virologic  and  toxic  studies  of  CFS. 

Dr.  Roper:     Immunologic,  virologic  and  toxicologic  studies  form 
the  basis  of  our  case-control  study.     Serum  and  lymphocytes  from 
cases  and  controls  will  undergo  complete  immunologic  testing  in  both 
the  new  CDC  immunology  laboratory  and  in  other  highly  specialized 
laboratories  around  the  country.     Sera,   lymphocytes,  urine,  saliva, 
and  stools  from  cases  and  controls  will  be  cultured  for  all  of  the 
known  human  herpes  viruses  (including  HHV-6),  for  enteroviruses,  and 
for  human  retroviruses  at  various  laboratories  within  the  Division  of 
Viral  and  Rickettsial  Diseases.     Sera  from  cases  and  controls  will  be 
examined  by  laboratories  in  the  Division  of  Viral  and  Rickettsial 
Diseases  for  past  infection  with  viral  and  rickettsial  agents; 
vector-borne  agents  will  be  tested  for  in  Ft.  Collins;  bacterial  and 
parasitic  agents  and  some  heavy  metals  will  be  tested  for  by  other 
CDC  laboratories. 

In  order  to  better  coordinate  laboratory-based  epidemiologic 
studies  we  have  established  the  responsibility  for  CFS  research  at 
CDC  in  the  Viral  Exanthems  and  Herpesvirus  Branch  within  the  Division 
of  Viral  and  Rickettsial  Diseases.     Dr.  Reeves  and  his  staff  are 
highly  experienced  at  this  sort  of  study.     In  addition,  as  described, 
we  have  created  a  new  CFS  Immunology  Studies  Group  within  the  Branch. 
We  have  hired  a  senior- level  immunologist  to  head  the  section,  and 
hired  one  new  technician  to  work  full  time  on  CFS.     In  addition,  we 
have  equipped  a  new  laboratory  specifically  to  run  the  exhaustive 
immunologic  tests  associated  with  the  CFS  case-control  study. 

CFS  -  Long-Term  Followup 


Mr.  Porter:     Are  you  conducting  long-term  follow  up  reviews  of 
CFS  patients  identified  through  the  surveillance  program?     If  so,  how 
many  people  are  involved  in  the  follow  up  reviews? 

Dr.  Roper:     Long-term  follow-up  is  a  major  component  of  the 
surveillance  system.     Analysis  of  the  follow-up  data  will  be 
conducted  by  the  new  full-time  staff  being  recruited  for  the  study. 
They  will  collaborate  with  Dr.  Reeves  and  other  epidemiologists  in 
the  Viral  Exanthems  and  Herpesvirus  Branch  (who  are  currently  working 
on  the  problem) ,  with  staff  of  the  Division  of  Viral  and  Rickettsial 
Diseases  Biometrics  Activity,  and  with  personnel  working  for  the 
primary  contractor  on  the  surveillance  system.     At  present,  six 
doctoral -level  staff  at  CDC  are  involved  in  this  activity. 
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CFS  -  Research  on  Retrovirus 


Mr.  Porter:     Please  describe  your  research  on  retroviruses  and 
CFS .     Have  you  added  personnel  as  directed  by  the  House  report? 
Please  list  the  names  of  these  new  personnel. 

Dr.  Roper:     CDC  has  spent  8  months  searching  for  a  retrovirus 
in  cells  from  patients  with  CFS  and  this  has  been  in  close 
collaboration  with  Dr.  Elaine  deFreitas  of  the  Wistar  Institute. 
Following  the  report  suggesting  a  connection  with  CFS  and  a  * 
retrovirus,  CDC  began  a  special  study  to  examine  CFS  patients  and 
controls .     We  did  not  add  new  personnel  (which  would  have  resulted  in 
considerable  delays)  but  rather  used  existing,  highly  experienced 
staff  in  the  Division.     Full  time  doctoral  level  staff  working  on 
this  included  Drs .  W.  Gunn  and  A.  Khan  (medical  epidemiologists),  and 
Dr.  W.  Heneine  (molecular  biologist).     They  collaborated  closely  with 
Drs.  L.  Schonberger,  L.  Chapman,  and  H.  Gary  (senior 

epidemiology /biostatistics  staff  expending  at  least  50%  effort) ,  and 
Dr.  T.  Folks  (senior  molecular  biologist  expending  at  least  50% 
time).     One  new  position,  for  a  laboratory  technician  to  assist  Drs. 
Heneine  and  Folks,  has  been  filled  by  Ms.  Toni  Woods. 

CFS  -  Public  Information 


Mr.  Porter:     Has  CDC  contracted  for  public  information, 
outreach,  conference  and  training  services  as  directed  by  the  House 
report?     If  not,   do  you  plan  to  do  so  in  fiscal  year  1992?  Please 
describe  the  services  you  have  contracted  or  will  contract  for. 

Dr.  Roper:     We  have  done  this  through  CDC  resources.     Our  major 
public  information  system  has  been  an  automated  telephone  information 
line.     The  telephone  number  for  this  service  has  been  distributed  by 
CFS  support  groups  throughout  the  country.     We  receive  approximately 
1,000  calls  per  month.     We  also  respond  actively  to  requests  from  CFS 
support  groups,   individual  patients,   and  other  interested  parties  for 
written  information  and  send  approximately  300-400  mailings  per 
month.     We  also  send  senior  research  staff  to  CFS  support  group 
meetings  around  the  country  to  discuss  our  current  research  and  to 
answer  questions. 

CFS  -  Prevalence  Among  Racial  Groups 


Mr.  Porter:     What  efforts  have  you  made  to  improve  assessments 
of  CFS  prevalence  among  major  racial  groups? 

Dr.  Roper:     Although  there  are  large  differences  in  prevalence 
between  blacks  and  whites,  we  currently  have  no  reason  to  believe 
that  this  difference  is  due  to  underreporting.     We  have  compared  the 
race  of  the  patient  population  enrolled  by  the  physicians  in  our 
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surveillance  system  with  the  race  of  the  general  US  population,  and 
there  are  no  differences.     In  addition,  we  have  increased  our  efforts 
to  include  black  physicians  in  the  system. 


Mr.  Porter:     Are  you  conducting  a  survey  of  CFS  in  health 
professionals?  If  not,  why  not? 

Dr.  Roper:     The  final  decision  on  what  occupations  require 
special  studies  will  be  determined  by  the  results  from  the 
surveillance  system.     We  maintain  a  separate  file  of  all  reports  of 
CFS  among  health  professionals.     This  information  will  then  be 
available  if  we  decide  to  conduct  a  separate  study  of  health 
professionals . 


Mr.  Porter:     Please  provide  a  detailed  description  or  chart 
showing  how  the  $2.8  million  provided  in  1992  for  CFS  activities  has 
been  allocated.     Do  you  plan  to  allocate  the  full  $2.8  million  in 


Dr.  Roper:     The  final  appropriation  for  FY  92  was  $2.7  million, 
and  we  do  plan  to  allocate  the  full  amount  in  1992.     The  following 
estimated  budget  breakdown  is  anticipated: 


Mr.  Porter:     Are  you  storing  sera  and  leucocyte  samples  from 
CFS  patients?    Do  you  plan  to  do  so  in  the  future?    How  many  samples 
are  involved? 

Dr.  Roper:     Yes,  we  currently  have  specimens  from  over  100 
patients,  and  we  will  continue  to  store  any  material  we  obtain  in  our 
own  studies  as  well  as  samples  sent  to  us  by  others.     CDC  is 
constantly  receiving  suggestions  on  new  agents  that  might  be  causing 
CFS,  and  in  some  cases  we  are  able  to  use  these  stored  samples  to 
rapidly  test  these  hypotheses.     In  addition,  CDC  has  archived 
specimens  from  various  defined  populations  which  can  be  used  to 
retrospectively  examine  the  occurrence  of  putative  CFS  markers  in  the 
general  population. 


CFS  -  Health  Professionals 


CFS  -  Funding 


1992? 


Personnel  costs: 

Travel  (Site  Visits,  Moves,  etc.) 
Transportation,  Telephone,  Printing 
Surveillance  Contract 

Supplies,   Equipment  and  Equipment  Maintenance 


$  725,000 
$  30,000 
$  120,000 
$  875,000 
$  950,000 


CFS  -  Sample  Storage 
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CFS  -  Full -Time  Employees 


Mr.   Porter:     How  many  individuals  work  full  time  on  CFS 
activities  at  the  CDC?     How  many  part  time?     What  are  the 
qualifications  of  these  individuals? 

Dr.  Roper:     We  currently  have  two  people  who  are  full  time  on 
CFS;  however,  we  are  recruiting  for  a  new  project  leader  and  a 
clinical  epidemiologist  who  will  also  work  full  time  on  CFS.     We  have 
25  other  people  who  work  part  time  on  CFS,  of  which  four  expend  more 
than  60%  of  their  time  on  CFS.     We  also  have  two  vacant  positions 
which  when  filled  will  work  part  time  on  CFS.     The  total  staff  effort 
is  9.2  full  time  equivalents  (FTEs)  plus  2.6  FTE  vacancies.     We  have 
7  M.D.s,   11  Ph.D.s,  9  Laboratory  technicians  (most  of  whom  have  at 
least  a  B.S.  degree  in  biology,  microbiology  or  chemistry),  two 
administrative  people  (representing  only  0.2  FTEs,  but  each  with  a 
science  degree)  and  an  epidemiology  assistant.     We  are  recruiting  for 
two  doctoral  level  people,   one  statistician  and  one  technician  in  the 
vacant  positions. 

CFS  -  Technical  Data 


Mr.   Porter:     When  will  the  technical  data  from  the  Surveillance 
system  be  available  generally  to  the  medical  profession?    How  will 
this  data  be  presented? 

Dr.  Roper:     The  first  presentation  of  the  technical  data  from 
the  surveillance  system  will  be  made  at  an  international  symposium  on 
CFS  in  mid-May,   1992  and  will  be  published  in  the  proceedings  of  that 
symposium.     We  will  be  meeting  with  all  of  our  collaborators  in  June, 
1992  to  begin  designing  and  writing  a  series  of  manuscripts 
describing  the  results  of  the  surveillance  system.     At  this  meeting 
we  will  also  plan  papers  for  presentations  at  meetings  of  scientific 
societies  including  the  Infectious  Disease  Society  of  America,  the 
American  Epidemiologic  Society,  and  the  first  Scientific  Meeting  of 
the  National  CFS  Advisory  Council. 

CFS  -  Budget 


Mr.   Porter:     How  much  have  you  requested  in  the  1993  budget  for 

CFS-related  activities.     Please  provide  a  detailed  description  or 

chart  outlining  how  these  funds  will  be  used  if  the  budget  request  is 
approved  by  Congress. 
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Dr.  Roper:     We  have  requested  $2.46  million  in  the  1993  budget 
for  CFS- related  activities.     The  budget  would  be  allocated  as 
follows : 


Personnel  costs:  $  950,000 

Travel  (Site  Visits,  Moves,  etc.)  $  30,000 

Transportation,  Telephone,  Printing  $  130,000 

Surveillance  Contract  $  650,000 

Supplies,   Equipment  and  Equipment  Maintenance  $  700,000 
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Prevention  Activities 


Mr.  McDade :     It  has  been  said  that  many  of  CDC's  prevention 
activities  are  cost  effective  in  the  long  run.     Please  explain  the 
process  by  which  the  cost  effectiveness  of  prevention  activities  is 
evaluated. 

Dr.  Roper:     First,   I  want  to  respond  to  how  CDC  is  using 
cost-effectiveness  to  evaluate  prevention  activities.     We  have 
conducted  both  cost- effectiveness  and  cost-benefit  analyses  for 
many  years  in  certain  programs  like  immunization.     One  of  my  top 
priorities  at  CDC  is  prevention  effectiveness .  Prevention 
effectiveness  includes  cost-effectiveness  as  well  as  other  measures 
of  efficacy  and  effectiveness.     I  plan  to  apply  these  analyses 
systematically  across  programs  at  CDC  so  that  we  will  have  better 
information  for  improving  decision-making.     We  are  starting  that 
process  through  expanding  training  in  economic  analysis  and 
establishing  standards  for  methods  so  that  the  results  of  economic 
evaluations  will  be  comparable. 


Mr.  McDade:     If  death  and  disease  are  prevented  in  the  short 
term,  won't  the  federal  government  face  increased  social  security 
and  Medicaid  costs  in  the  long  run?     How  are  these  costs  balanced 
against  averted  short-term  medical  costs  and  an  extended, 
productive  life? 

Dr.  Roper:     Prevention  of  death  and  disease  prolongs  life. 
This  will  result  in  increased  costs  to  the  federal  government  for 
social  security  payments  in  the  long  run.  The  impact  of  prevention 
on  medicaid  costs,  which  are  primarily  nursing  home  care,  might  be 
much  less  than  expected  from  the  extrapolation  of  current  rates  of 
nursing  home  admissions  into  the  future.     Since  prevention  prolongs 
a  person's  independence,   it  could  reduce  the  future  rates  of 
nursing  home  admission  with  advancing  age.     Also,   other  changes  in 
the  future  personal  environment  and  social  services  should  lower 
reliance  on  nursing  homes.     Both  living  arrangements  designed 
specifically  for  the  needs  of  the  elderly  and  community  programs 
for  the  elderly  will  contribute  to  lowering  the  rate  of  nursing 
home  admissions.     These  factors  would  result  in  either  slow  the 
annual  increases  in  medicaid  costs  to  the  federal  government  or 
possibly  lead  to  a  reduction. 

At  CDC  we  have  not  conducted  economic  studies  with  the 
intention  to  balance  or  minimize  overall  costs  resulting  from  a 
preventive  intervention.     Normally,  economic  studies  in  health  and 
at  CDC  use  a  societal  perspective,   choose  positive  health  outcomes 
such  as  quality  of  life,   and  provide  information  to  decision  makers 
about  the  tradeoffs  between  additional  health  benefits  at  different 
levels  of  additional  costs  for  preventive  services. 
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Mr.  McDade:     For  each  of  the  following  prevention  activities 
or  investments,  please  provide:     a)  the  number  of  lives  saved  or 
disease  cases  averted  for  every  dollar  invested  in  FY  1992  and  the 
additional  lives  saved  or  averted  for  the  additional  investment  in 
FY  1993,  and  b)  if  the  activities  are  cost-effective,   indicate  in 
what  Federal  and  non-Federal  programs  savings  will  accrue,  how  much 
will  be  saved,  and  when  these  savings  will  occur. 

-a-  Immunizations: 

Dr.  Roper:     The  prevention  of  illness  and  death  from 
childhood  diseases  remains  one  of  the  single  most  effective 
strategies  in  public  health.     Since  the  introduction  and  widespread 
use  of  vaccines  in  the  United  States,   90  percent  or  greater 
reductions  in  reported  occurrence  have  been  achieved  for 
diphtheria,  measles,  mumps,  pertussis,  rubella,  congenital  rubella 
syndrome,  and  tetanus.     In  addition,   the  occurrence  of  Haemophilus 
influenzae  type  b  has  decreased  approximately  75  percent  since 
immunization  was  recommended  and  universal  immunization  programs 
began  a  little  over  one  year  ago.     Universal  immunization  for 
prevention  of  hepatitis  B  has  recently  been  recommended  and 
estimates  of  program  effectiveness  have  been  calculated  for  the 
Year  2000  and  beyond. 

The  Centers  for  Disease  Control  provides  for  the  purchase  of 
approximately  60  percent  of  the  public  sector  vaccine  need.  This 
translates  into  vaccine  necessary  to  immunize  approximately  30 
percent  of  the  annual  birth  cohort  in  the  United  States.  Past 
estimates  of  the  cost-effectiveness  of  vaccination  programs  have 
indicated  that  over  $14  is  saved  for  every  dollar  spent  for 
prevention  of  measles,  mumps,  and  rubella,  and  $2-3  is  saved  for 
every  dollar  spent  on  pertussis.     Therefore,  savings  would  be  over 
$1  billion  per  year  of  federal  spending.     In  addition,  reductions 
of  up  to  75  percent  in  the  occurrence  of  Hemophilus  influenzae  type 
b  disease  have  been  realized  since  licensure  of  the  vaccine, 
approximately  38  percent  due  to  the  CDC  program  (50  percent  of  the 
75  percent  reduction).     In  FY  1993,  additional  reductions  in 
disease  incidence  will  be  realized  due  to  increased  Haemophilus 
influenzae  type  b  vaccine  coverage  and  the  application  of  a 
universal  immunization  program  against  hepatitis  B  in  a  number  of 
states . 


-b-      Breast  and  cervical  cancer  screening 

In  FY  1992  it  is  anticipated  that  the  Breast  and  Cervical 
Cancer  Screening  Program  in  the  12  funded  states  will  provide 
approximately  250,000  breast  and  cervical  cancer  screenings  and 
approximately  340,000  screenings  in  FY  1993.     It  is  projected  that 
25,500  women  in  FY  1992  and  38,800  women  in  FY  1993  will  have 
abnormalities  on  breast  screening  that  will  require  follow-up 
diagnostic  procedures.     It  is  estimated  that  15,100  women  in  FY 
1992  and  23,000  women  in  FY  1993  will  have  abnormalities  or 
precancerous  lesions  (dysplasia)  detected  by  Pap  smears.  The 
average  Federal  investment  would  be  $590  per  screening  abnormality 
detected. 
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It  is  impossible  to  forecast  precisely  the  total  number  of 
new  cancers  detected,  but  the  literature  would  support  a  cost  of 
$8 , 000 -$11 , 000  per  year  of  life  saved  in  women  over  50.     This  would 
be  highly  cost-effective  when  compared  to  other  programs  such  as 
hypertension  control  and  cholesterol  reduction. 

In  addition  to  these  direct  benefits,  because  so  few 
(<50  percent)  women  who  already  have  insurance  (private  or  public) 
have  currently  been  screened,  we  anticipate  many  thousands  of  women 
with  insurance  getting  mammograms  due  to  the  public  and  provider 
education  components  of  the  program.     This  would  further  enhance 
the  cost-effectiveness  of  this  program. 

b)   if  the  activities  are  cost-effective,   indicate  in  what 
Federal  and  non- Federal  programs  savings  will  accrue,  how  much  will 
be  saved,  and  when  these  savings  will  occur. 

There  is  virtually  no  debate  regarding  the  benefits  of  breast 
and  cervical  cancer  screening.     An  estimated  one -third  of  the 
deaths  from  breast  cancer  and  almost  all  deaths  from  cervical 
cancer  could  be  prevented  if  existing  screening  technology  were 
applied  to  all  women. 

In  addition  to  the  significant,  humane  aspects  of  disease 
prevention  and  early  detection,  breast  and  cervical  cancer 
screening  is  cost  effective.     The  lifetime  costs  of  treatment  of 
advanced  disease  is  2  to  3  times  that  of  early  disease.  Widespread 
screening  programs  may  decrease  total  treatment  costs,  offer  more 
treatment  options,   and  offer  more  favorable  outcomes.     A  potential 
savings  in  treatment  costs  of  $42,000  per  individual  are  realized, 
when  breast  cancer  is  detected  at  an  early  stage  versus  a  late 
stage.     With  regard  to  cervical  cancer,   significant  cost  savings 
will  be  achieved  by  detecting  and  treating  pre-cancerous 
(dysplasia)  lesions  before  they  progress  to  invasive  carcinoma. 
Among  low- income  and  many  minority  women,   these  significant 
treatment  cost-savings  as  a  result  of  breast  and  cervical  cancer 
screening  could  be  accrued  in  Federal  programs  such  as  Medicaid  and 
Medicare.     Similarly,   state-based  savings  in  treatment  costs  could 
be  realized  by  public  hospitals  that  bear  a  disproportionate  burden 
of  uncompensated  care.     Overall,  however,  breast  cancer  screening 
does  not  save  dollars  but  saves  lives  at  a  reasonable  cost. 


-c-  Lead 

Dr.  Roper:     CDC  estimates  that  in  FY  1992,  225,000  high-risk 
children  will  be  screened  for  lead  poisoning  by  grant  supported 
program  communities.       Around  3,500  of  these  children  are  expected 
to  be  identified  with  elevated  blood  lead  levels  at  25ug/dL  and 
above . 

In  FY  1993,   CDC  an  estimated  300,000  high-risk  children  will 
be  screened.     Of  these,  around  6,000  children  are  expected  to  be 
identified  with  elevated  blood  lead  levels  at  25ug/dL  and  above. 
As  state  and  community-based  programs  implement  the  recommendations 
in  the  new  CDC  Statement  and  lower  the  threshold  of  concern  to 
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10ug/dL,  the  number  of  children  identified  with  elevated  blood  lead 
levels  will  increase  significantly. 

-d-  Injury  Control 

In  the  field  of  injury  control,  and  that  includes  violence, 
there  are  interventions  that  we  know  are  effective  in  saving  lives 
and  dollars.     For  example,  a  research  study  sponsored  by  the  CDC 
injury  control  program  showed  that  wearing  a  bicycle  helmet  reduced 
the  risk  of  head  injury  in  a  crash  by  85%.     This  is  important 
because  it  demonstrates  the  potential  for  lives  and  dollars , saved 
from  one  of  many  interventions  that  can  prevent  injuries.     Let  me 
explain  what  I  mean. 

Between  1984  and  1988,  bicycle  crashes  among  children  5-14 
years -old  accounted  for  over  1,800  deaths,   1.65  million  emergency 
department  treated  injuries,  and  economic  costs  over  $1  billion. 
Head  injury  caused  65%  of  the  deaths  and  34%  of  the  nonfatal 
injuries.     Currently,   less  than  10%  of  children  who  ride  bicycles 
wear  helmets.     Based  on  these  figures,  we  estimate  that  if  all 
child  bicyclists  above  had  worn  helmets,   972  lives  could  have  been 
saved,  472,000  emergency  department- treated  head  injuries,  32,000 
hospitalizations,  and  5,100  severe  nonfatal  head  injuries  could 
have  been  prevented. 

The  economic  implications  of  this  potential  prevention  are 
profound.     Assuming  an  average  emergency  department  visit  of  $100, 
an  average  hospitalization  of  $1,000,  and  a  yearly  cost  of  $30,000 
for  a  severe  head  injury,  universal  use  of  bicycle  helmets  among 
children  of  this  age  could  have  saved  $386  million  in  medical  care 
costs  alone  ($48  million  in  emergency  department  visits,  $32 
million  in  hospitalizations,   and  $306  million  for  rehabilitation  of 
the  severely  head  injured) . 

In  1988,   the  lifetime  cost  of  injuries  was  estimated  at  $180 
billion,  including  over  $24  billion  in  direct  federal  outlays. 
Those  costs  and  more  importantly  the  over  150,000  lives  that  are 
lost  to  injuries  each  year  are  comprised,   in  many  instances,  of 
cases  like  those  mentioned  above  where  simple  interventions  could 
have  made  a  difference . 

Other  interventions  known  to  be  effective  in  preventing 
injuries  include  child  safety  seats,   safety  belts,  helmets,  smoke 
detectors,   sprinklers,   isolation  pool  fencing  and  improved 
playground  surfaces  and  equipment  design.     Promising  interventions 
in  preventing  violence  include  conflict  resolution  training,  nurse 
home  visits  and  mentoring  programs. 

-e-  Violence  Prevention 

We  know  less  than  we  would  like  to  know  about  effectively 
preventing  death  and  injury  from  violence  (homicide,  assaults,  and 
suicides).     We  do  know  that  there  appears  to  be  no  simple  solution. 
However,  there  are  promising  interventions  for  preventing  violence 
including  conflict  resolution  training,  family  support/home  visitor 
programs  for  high  risk  families,   social  and  cognitive  skills 
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education  and  mentoring  programs  for  children  and  adolescents,  and 
nursing  home  visitation  programs.     We  do  not  yet  have  data  on  the 
efficacy  or  cost  effectiveness  of  these  programs,  but  we  are 
initiating  community  demonstration  programs  to  evaluate  their 
effectiveness . 


-f-      Diabetes  control 

a)  the  number  of  lives  saved  or  disease  cases  averted  for 
every  dollar  invested  in  FY  1992  and  the  additional  lives  saved  or 
averted  for  the  additional  investment  in  FY  1993,  and  b)  if  the 
activities  are  cost-effective,  indicate  in  what  Federal  and  non- 
Federal  programs  savings  will  accrue,  how  much  will  be  saved,  and 
when  these  savings  will  occur. 

As  the  cost  of  health  care  in  this  country  continues  to  rise, 
it  becomes  increasingly  clear  that  we  must  begin  to  answer 
important  questions  such  as  these.     Although  this  information  is 
not  presently  available,  we  have  recently  brought  experts  to  the 
staff  of  our  diabetes  program  to  enable  us  to  address  these  issues 
in  the  future . 

CDC's  diabetes  program  is  employing  three  broad  strategies 
for  reducing  the  burden  of  diabetes  mellitus:     primary  prevention, 
or  efforts  to  decrease  the  development  of  diabetes;  secondary 
prevention,  or  programs  designed  to  decrease  the  development  of 
diabetes  complications;  and  tertiary  prevention,  or  procedures  to 
detect  and  treat  complications  early  so  that  they  do  not  cause 
major  problems  for  people  with  diabetes.     Within  that  framework, 
several  existing  clinical  and  public  health  approaches  have  been 
validated  as  effective  and  economical,  and  are  being  applied 
through  our  state-based  diabetes  control  programs: 

•  Recent  studies  indicate  that  moderate  exercise  can  help  to 
reduce  significantly  the  development  of  adult-type  diabetes. 
Although  the  benefits  of  an  education  program  to  encourage 
sustained  exercise  are  not  realized  in  the  short  term,  those 
benefits  last  15-20  years. 

•  It  has  been  convincingly  demonstrated  that  outpatient 
education  programs  result  in  fewer  expensive  hospitalizations 
for  severely  high  blood  sugars  and  for  diabetic  acidosis. 
These  benefits  are  noted  within  one  year  of  the  education 
program,  and  accumulate  during  the  life -time  of  the  patient. 

Furthermore,  careful  cost-benefit  investigations  have 
indicated  that  for  every  dollar  spent  on  education  during  the  pre- 
conception period  for  persons  with  diabetes,  society  saves 
approximately  $1.64  in  short-  and  long-term  care,  primarily  in  the 
prevention  of  devastating  and  permanent  neonatal  congenital 
malformations . 

Finally,  the  scientifically  established  benefits  of  programs 
to  control  blood  pressure,  blood  fats,  and  smoking  in  reducing 
vascular  disease  in  non- diabetic  populations  are  now  being  applied 
systematically  with  persons  with  diabetes. 
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•  There  are  three  other  situations  in  which  the  benefits  are 

noted  within  one  to  two  years,  and  magnified  during  the 
lifetime  of  the  person  with  diabetes.     Diabetes  is  the  single 
greatest  cause  of  blindness,  amputations,  and  renal  failure 
in  the  United  States.     Effective  interventions  exist  now  to 
change  this  situation. 

Careful  cost-effectiveness  studies  of  screening  strategies 
for  detecting  and  treating  diabetic  retinopathy  indicate  that  for 
every  1,000  people  with  diabetes,  between  60  and  320  sight-years 
are  saved  with  these  programs.     Likewise,  simple  and  inexpensive 
education  and  footwear  programs  have  been  shown  to  decrease  the 
amputation  rates  in  persons  with  diabetes  by  one -half.  Finally, 
blood  pressure  and  blood  glucose  regulation  appear  to  decrease  the 
likelihood  of  the  development  of  renal  failure. 

-g-      Preventive  Health  Services  Block  Grant 

a)  the  number  of  lives  saved  or  disease  cases  averted  for 
every  dollar  invested  in  FY  1992  and  the  additional  lives  saved  or 
averted  for  the  additional  investment  in  FY  1993,  and  b)  if  the 
activities  are  cost  effective,   indicate  in  what  Federal  and  non- 
Federal  programs  savings  will  accrue,  how  much  will  be  saved,  and 
when  these  savings  will  occur. 

Using  selected  programs  from  the  Public  Health  Foundation 
reporting  system,  we  estimate  that  approximately  24,820,857  people 
were  served  by  prevention  activities  with  funds  provided  by  the 
Prevention  Health  and  Health  Services  Block  Grant.     This  grant  is 
expected  to  be  funded  at  the  same  level  in  FY  1993,   and  we  would 
estimate  the  same  number  of  persons  receiving  benefit  of  these 
prevention  services.     Because  many  of  these  funds  are  spent  in 
preventive  chronic  disease  activities,   the  specific  number  of  lives 
"saved"  is  difficult  to  determine. 

b)  if  the  activities  are  cost  effective,   indicate  in  what 
Federal  and  non-Federal  programs  savings  will  accrue,  how  much  will 
be  saved,  and  when  these  savings  will  occur. 

The  federal  and  nonfederal  programs  that  would  accrue  saving 
would  most  likely  be  the  medicare  and  medicaid  programs.  The 
dollars  saved  would  be  difficult,  if  not  impossible,  to  specify, 
and  the  savings  from  today's  activities  will  occur  in  the  next  10, 
20,  and  30  years. 

-h-  STD 

Dr.  Roper:     Federal  resources  for  STD  prevention  focus  mainly 
on  the  prevention  of  syphilis,   gonorrhea,  and  chlamydia,  and  their 
complications.     The  loss  of  lives  to  syphilis  among  adults  has  been 
virtually  eliminated  over  the  past  40  years.     However,  congenital 
syphilis  remains  a  too  common  consequence  of  early  syphilis  in 
women,  who  recently  comprise  an  increasing  proportion  of  cases. 
Prevention  of  the  loss  of  life,  diminished  quality  of  life,  and 
heavy  societal  costs  from  this  complication  of  syphilis  is  a  major 
objective  of  the  program.     In  FY  1992,   it  is  expected  that  disease 
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detection,  treatment,  and  outreach  efforts  of  the  STD  prevention 
program  will  result  in  the  prevention  of  more  than  7,500  cases  of 
congenital  syphilis.     The  prevention  of  these  cases  will  save 
almost  $1  billion  in  medical  care,  special  education,  and  other 
costs.     STD  prevention  program  efforts  in  FY  1992  to  prevent 
congenital  syphilis  will  also  prevent  an  estimated  2,200  cases  of 
syphilitic  stillbirth. 

During  FY  1992,  numerous  STD  prevention  program  activities 
that  identify  and  treat  gonorrhea  and  chlamydia,  and  chlamydial 
syndromes,  will  translate  into  the  prevention  of  between  36,500  and 
132,000  cases  of  pelvic  inflammatory  disease  (PID) .     The  range 
comes  from  studies  of  each  disease  disclosing  that  without 
intervention,  between  8%  and  40%  of  infected  women  will  progress  to 
PID.     Furthermore,  studies  show  that  1  of  every  34  women  with  PID 
will  experience  an  ectopic  pregnancy  and  that  1  in  every  6  women 
with  PID  will  require  treatment  for  infertility.     Thus,  the 
program's  prevention  of  PID  from  ever  occurring  will  yield  major 
additional  savings  in  both  dollars,  human  suffering,  and,   in  the 
case  of  ectopic  pregnancy,  a  real  risk  of  death  to  the  mother. 
Cost  savings  from  preventing  these  PID  cases,  ectopic  pregnancies, 
and  cases  of  infertility  that  would  occur  as  sequelae,  will  amount 
to  between  $104  and  $376  million. 

The  cost  savings  from  prevention,  which  may  exceed  17  times 
the  Federal  resources  invested  in  the  STD  prevention  program,  are 
realized  mainly  by  other  Federal  and  non- federal  sources  of  funds 
for  health  care  delivery.     Many  STD  patients  are  medically  indigent 
or  have  limited  private  health  insurance  coverage.     Therefore,  the 
Medicaid  program  would  be  a  major  beneficiary  of  STD  prevention 
benefits.     To  the  extent  special  educational  and  social  services 
would  also  be  required  for  children  with  congenital  syphilis,  and 
Federally  subsidized  counseling  services  related  to  infertility  are 
involved,   the  cost  savings  will  be  spread  widely. 

Since  most  of  the  costs  from  syphilis,   gonorrhea,  and 
chlamydia  complications  are  for  health  care  services,  most  of  the 
cost  savings  would  occur  in  FY  1992.     Savings  in  long-term 
educational  and  social  service  costs  from  congenital  syphilis,  and 
cost  of  cases  of  ectopic  pregnancy  and  infertility  prevented  would 
occur  in  the  future  over  time . 

-i-     HIV  Prevention- 

Dr.  Roper:     This  question  deals  with  the  cost-effectiveness 
of  HIV-prevention  services.     Recently,  CDC  staff  completed  a  cost- 
benefit  analysis  designed  to  determine  whether  CDC's  investment  in 
one  particular  class  of  prevention  services  was  outweighed  by  the 
accrued  economic  benefits.     This  study  looked  at  CDC's  provision  of 
counseling,   testing,   referral  and  partner  notification  (CTRPN) 
services  in  FY  1990.     CTRPN  represents  CDC's  largest  investment  in 
any  single  prevention  activity.     In  that  year,  CDC  spent 
$117,636,000  on  CTRPN  services  and  these  activities  led  to  more 
than  1.3  million  tests  in  publicly  funded  clinics.     A  total  of 
36,505  persons  returned  for  posttest  counseling  and  received 
positive  HIV  test  results  through  this  process,   indicating  an 
average  cost  of  $3,222  for  each  HIV- seropositive  case  if  all  costs 
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of  the  program  activities  are  allocated  to  these  36,505  persons. 
According  to  the  Agency  for  Health  Care  Policy  and  Research,  the 
average  lifetime  cost  of  treating  a  person  with  AIDS  is 
approximately  $85,000.     Dividing  $85,000  by  $3,222  equals  26. 
Therefore,   if  only  one  HIV  infection  is  prevented  for  each  26 
persons  who  learns  they  are  HIV-positive  through  CDC  supported 
counseling  and  testing  services,   the  expenditures  would  be  less 
than  the  treatment  costs.     The  CDC  will  be  using  this  economic 
evaluation  methodology  to  evaluate  other  prevention  services. 

- j -  TB  Control 

Dr.  Roper:     a.)  It  is  illusive  to  relate  the  number  of  lives 
saved  or  disease  cases  averted  to  specific  "Federal"  investment 
because  such  benefits  are  harvested  over  many  years  subsequent  to 
the  year  in  which  the  money  was  invested.     Furthermore,   these  kinds 
of  calculations  do  not  usually  take  into  account  (1)  the  vast 
investment  by  local,   state,  and  private  sources,    (2)  a  value  for 
the  enhanced  quality  of  the  lives  saved  or  disease  cases  averted, 
(3)  the  economic  and  social  contributions  to  society  made  by  these 
"saved"  people  throughout  their  extended  life  times,    (4)  the 
alarming  increased  costs  of  treating  the  emerging  problems  of 
coexisting  HIV  infection  or  multidrug-resistant  organisms,  or  (5) 
the  impact  of  the  uneven  distribution  of  tuberculosis, 
geographically,   socio -economically  and  ethnically,   throughout  our 
nation. 

FY  1992  lives  saved:     In  terms  of  CDC  dollars,  $31.5  million 
is  being  invested  in  tuberculosis  control  activities  in  FY  1992. 
An  estimated  16,397  deaths  will  be  averted  through  the  timely  and 
appropriate  treatment  of  persons  with  disease  yielding  an  average 
investment  of  $1,921  per  "life  saved". 

In  terms  of  total  expenditures  by  all  sources  (state,  local, 
private,  and  Federal),   it  is  estimated  that  at  least  $300-million 
is  being  invested  in  tuberculosis  control  activities  in  FY  1992. 
Using  the  same  estimated  deaths  averted  figure  cited  previously,  an 
average  of  $20,217  is  being  invested  per  "life  saved". 

FY  1992  cases  averted:     In  terms  of  CDC  dollars,  an  estimated 
7,745  cases  will  be  averted  through  the  timely  and  appropriate 
application  of  preventive  therapy  to  persons  at  risk  of  developing 
disease,  yielding  an  average  investment  of  $4,067  per  "case 
averted" . 

In  terms  of  total  expenditures  by  all  health  care  providers 
and  using  the  same  estimate  of  cases  averted  cited  previously,  an 
average  of  $38,742  is  being  invested  per  "case  averted". 

b.)     By  all  measures  and  standards  monies  invested  in 
tuberculosis  control  are  cost-effective.     Over  time,  all  health 
jurisdictions,  local,  state  and  Federal,  will  share  proportionately 
in  the  savings  in  the  following  manner: 

The  total  number  of  tuberculosis  cases  occurring  each  year  in 
the  United  States  will  be  reduced  to  1  case  per  100,000 
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population  or  approximately  2 , 500  total  cases ,  resulting  in 
savings  of  hundreds  of  millions  of  dollars  to  all  health  care 
providers . 

The  number  of  tuberculosis  deaths  occurring  each  year  will  be 
reduced  to  approximately  100  throughout  the  nation. 

The  occurrence  of  drug- resistance  will  be  held  in  check. 
Patients  who  have  organisms  resistant  to  two  or  more  drugs 
are  very  expensive  to  treat  (frequently  exceeding  $250,000 
apiece)  and  have  a  very  high  death  rate. 

-k-     Occupational  Safety  and  Health 

Dr.  Roper:     Unfortunately,  there  is  no  way  to  broadly 
estimate  the  number  of  lives  saved  or  disease  cases  averted  for 
CDC's  investment  in  occupational  safety  and  health  for  a  specific 
year  or  in  total.     The  Department  of  Labor  could  give  its  estimates 
of  these  numbers  for  each  occupational  regulation  it  has 
promulgated  or  plans  to  promulgate  in  FY  1992  and  1993,  but  there 
may  be  no  justifiable  approach  to  estimating  the  role  of  our 
research  and  prevention  recommendations  in  the  regulatory  process. 
Nor  could  we  estimate  the  role  of  our  research  and  recommendations 
outside  of  their  impact  through  DOL  worker  safety  and  health 
regulation.     In  other  words,  we  cannot  estimate  the  extent  of 
disease  and  injury  prevented  as  a  result  of  broadly  disseminating 
our  research  findings  and  prevention  recommendations  to  other 
researchers  and  professionals  in  occupational  safety  and  health, 
and  to  employers  and  employees.     The  problems  are  manifold. 

First,   surveillance  systems  for  occupational  diseases  and  injuries 
are  a  long  way  from  giving  a  reliable  accounting  of  cases  of 
occupational  diseases  and  injuries  across  the  breadth  of  this 
field.     Occupational  diseases  are  particularly  challenging  to  count 
due  to  problems  of  latency  of  disease,  recognition  of  occupational 
cause,  unavailability  of  occupational  data,  etc. 

Second,  even  if  reliable  incidence  and  prevalence  data  were 
available,  much  of  our  program,  which  is  research  on  identifying 
causes  of  disease  and  injury  and  methods  for  prevention,   cannot  be 
mathematically  associated  with  reductions  in  cases.  Unlike 
immunizations,  which  can  be  reported  and  counted  and  have  a  direct 
impact  on  prevention,   the  prevention  impact  of  dissemination  of 
information  to  employers,  professionals,  and  other  researchers  is 
indirect.     Even  our  training,  which  prepares  occupational  safety 
and  health  professionals  to  prevent  work-related  disease  and 
injury,  cannot  be  directly  connected  with  prevention  achieved. 
There  may  be  no  manageable  way  to  track  the  impact  of  the 
professionals  we  train  in  terms  of  injury  and  disease  prevented. 

To  further  complicate  an  assessment  of  impact,  many  occupational 
diseases  and  injuries  can  be  the  result  of  multiple  factors 
including,  but  not  limited  to,   occupational  exposures.  For 
example,  cancers,  neurologic  and  reproductive  effects,  and 
cardiovascular  diseases  may  be  caused  by  a  combination  of 
occupational  exposure, 
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environmental  exposure  outside  of  the  workplace,  diet,  genetic 
susceptibility,  and  possibly  psychological  factors.     It  would  be 
frequently  impossible  to  sort  out  cause  (prevention  action)  and 
effect  (disease  reduction)  in  these  complex  circumstances  where 
there  are  multiple,  changing  factors. 

Finally,   the  dynamic  nature  of  our  industries  challenges  such  an 
assessment.     Technology,  chemicals  and  substances,  and  work 
practices,  which  are  implicated  in  occupational  disease  and  injury, 
are  constantly  changing  as  a  result  of  scientific  progress  and 
economic  factors ,  as  well  as  in  response  to  occupational  safety  and 
health  findings ,  recommendations ,  and  regulations . 

Polio  Eradication 


Mr.  McDade :     In  your  testimony,  you  mentioned  that 
eradicating  polio  on  a  global  scale  will  save  our  society  $300 
million  a  year.     Please  explain  where  these  savings  will  appear  and 
explain  the  components  of  the  yearly  savings. 

Dr.  Roper:     Annually,  approximately  20  million  doses  of  polio 
vaccine  are  administered  in  the  United  States.     About  half 
(10  million  doses)  are  administered  in  the  public  sector  and  half 
in  the  private  sector.     In  the  public  sector,   the  cost  of  vaccine 
is  about  $2  per  dose  and  the  cost  of  administering  the  vaccine  is 
estimated  to  be  $3  per  dose  for  a  total  cost  of  $50  million.  In 
the  private  sector,   the  cost  of  the  vaccine  is  about  $10  per  dose 
and  the  cost  of  administering  the  vaccine  is  estimated  to  be  $15 
per  dose  for  a  total  cost  of  $250  million.     Therefore,  if  polio  is 
eliminated  from  the  globe,   total  annual  savings  for  vaccine  and 
vaccine  administration  would  be  $300  million.     This  excludes  costs 
associated  with  the  5-10  cases  of  vaccine-associated  polio  which 
occur  in  the  United  States  each  year. 

HIV/AIDS  -  Counseling  and  Testing 


Mr.  McDade:     In  your  testimony,  you  claim  that  if  one  out  of 
every  26  people  who  learns  through  CDC  funded  counseling  and 
testing  programs  that  they  are  HIV-positive  takes  steps  to  prevent 
just  one  other  HIV- infection,  then  the  CDC  program  exceed  the 
costs.     Do  you  have  any  evidence  that  the  CDC  program  helps  prevent 
this  one  infection  for  every  26  HIV-positives? 

Dr.  Roper:     It  should  be  noted  that  the  figure  of  "one  out  of 
26"  is  based  on    a  conservative  analysis  prepared  by  CDC  staff. 
Under  base-case  assumptions,   it  is  estimated  that  if  only  one  out 
of  80  people  who  learn  through  CDC -funded  CTRPN  services  they  are 
HIV  seropositive,  takes  steps  to  prevent  just  one  other  HIV 
infection,  then  the  economic  benefits  accrued  from  the  investment 
exceed  the  costs. 

\ 
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It  is  not  possible  to  obtain  from  the  literature  just  one 
point -estimate  for  the  effectiveness  of  someone  learning  that  they 
are  HIV  seropositive.     A  reviewed  paper  published  in  the  Journal  of 
Che  American  Medical  Association  (the  authors  are  CDC  staff)  found 
that  learning  that  one  is  HIV  seropositive  does  tend  to  reduce 
risky  behavior  (although  the  magnitude  of  this  finding  varies  by 
specific  populations).     McKay  and  Phillips  (in  the  journal, 
Inquiry) ,  estimated  in  the  cost-benefit  analysis  of  premarital 
screening  strategies,   that  between  20  and  80  percent  of  those  who 
learn  of  their  HIV  seropositivity  then  go  on  to  practice 
consistently  safe  sex.     Weinstein  et  al.  estimated,  for 
"illustrative  purposes,"  that  75%  of  those  informed  of  their* 
seropositivity  proceed  to  practice  consistently  safe  sex  (although 
they  noted  the  lack  of  sufficient  empirical  evidence  for  the  use  of 
a  single  point  estimate).     Therefore,   it  seems  reasonable  to  assume 
from  the  literature  that  the  "break  even"  point  of  one  in  26  cases 
is  well  within  plausible  bounds. 

It  is  important  to  note  that  CDC  is  conducting  a  longitudinal 
outcome  evaluation  study  of  current  versus  enhanced  counseling  and 
testing  (CT) .     This  study  will  provide  additional  data  on  the  short 
and  long  term  impact  of  HIV  CT  on  high-risk  behaviors. 


Mr .  McDade  :    jfow  Jgg^  JLh Ls,_compare— to— ctrans^l^g^ricT  t e s  t  ing 
—programs operated  by  other  entities  such  as  states,   localities  and 
private  non-profits  organizations? 

Dr.  Roper:     We  know  of  no  studies  that  compare  the  relative 
effectiveness  of  publicly  funded  CTRPN  services  to  those  provided 
by  other  entities  such  as  states,   localities,  and  private  non- 
profit organizations. 

Training  Grants  -  NIOSH 


Mr.  McDade:     Please  provide  for  the  record  the  number  of 
training  grant  proposals  received  by  NIOSH  for  Fiscal  Years  1991 
and  1992.     Include  the  number  of  awards  that  were  actually  funded 
in  those  years,   as  well  as  the  success  rates. 

Dr.  Roper:     In  FY  1991,  NIOSH  received  34  applications  for 
training  project  grants,   approved  all  34,  and  funded  31  of  them. 
The  success  rate  for  training  grants  in  FY  1991  was     91%.     In  FY 
1992,  NIOSH  received  and  approved  37  applications,  and  funded  30. 
The  success  rate  was  81% 


Mr.  McDade:     How  do  these  success  rates  compare  to  other  CDC 
training  programs? 

Dr.  Roper:     There  are  no  other  CDC  training  grant  programs 
to  compare  with  the  NIOSH  program. 
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Mr.  McDade :     Does  the  CDC  believe  that  it  is  currently 
funding  the  most  promising  training  proposals?     If  not,  why? 

Dr.  Roper:     Proposals  are  peer  reviewed  and  scored  in 
priority  order,  based  on  their  technical  merit.  Approved 
applications  are  also  ranked  with  recommended  funding  levels.  We 
fund  these  ranked  proposals  in  priority  order. 


Facility  Needs 


Mr.  McDade:     Dr.  Roper,   I  understand  that  CDC  has  about  4,000 
employees  in  the  Atlanta  area  spread  out  in  number  of  locations , 
the  majority  being  leased  space.     I've  also  been  told  by  someone 
who  recently  visited  CDC  that  your  older  laboratory  buildings  look 
like  "his  high  school  biology  lab"  and  that  the  building  may  pose 
significant  fire  and  electrical  hazards. 

Dr.  Roper,   in  your  professional  judgment,  what  needs  to  be 
done  to  make  sure  that  in  all  areas,   including  facilities,  CDC 
maintains  its  preeminence  as  the  nation's  prevention  agency? 

Dr.  Roper:  We  need  construction  funding  for  the  laboratory 
and  office  buildings  that  we  already  have  authorized.  That  will 
not  return  all  employees  from  rented  space.  Before  we  can  solve 
that  problem  we  will  require  additional  land  on  which  to  build. 

A  &  E  Design 


Mr.  McDade:     I  understand  that  this  committee  provided 
appropriations  a  few  years  back  for  the  design  phase  of  a  new  CDC 
building.     What  is  the  status  of  that  phase  and  when  can  the 
committee  expect  a  request  for  the  actual  construction  costs  of  the 
facilities? 

Dr.  Roper:  The  Congress  in  1991  authorized  A  &  E  design  of  a 
new  office  building.  It  will  take  a  year  to  select  the  A  &  E  firm 
and  another  year  to  design. 

In  1992  funds  for  the  design  of  a  laboratory  to  replace 
obsolete  laboratories  was  provided  in  1992.     It  will  take  a  year  to 
select  the  A  &  E  firm  and  two  years  to  design.     For  both  of  these 
facilities,  requests  for  construction  funding  will  then  have  to  be 
weighed  against  other  competing  priorities  within  CDC,  PHS ,  or  HHS . 
It  is  therefore,  not  possible  to  predict  when  construction  funding 
might  be  added  into  budget  request  to  Congress. 
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Discretionary  Fund 


Mr.  McDade:     Dr.  Roper,   in  FY  1991,  this  committee  created  an 
annual  discretionary  fund  for  the  director  of  NIH.     This  fund  is 
intended  to  correct  imbalances  and  be  more  responsive  to  emerging 
and  unexpected  needs  or  issues. 

The  CDC  is  continuously  confronted  with  public  health  issues 
that  require  immediate  action,   such  as  the  cholera  epidemic  in  the 
Americas,   disease  screening  in  Haitian  refugees,  and  the  multi-drug 
resistent  outbreaks  of  TB  of  which  we  are  all  aware. 

Is  a  similar  annual  discretionary  fund  needed  at  the  CDC? 

Dr.  Roper:     While  a  discretionary  fund  would  give  CDC 
additional  flexibility  to  quickly  respond  to  emerging  health 
problems  such  as  TB,  no  funds  are  requested  for  this  in  the  1993 
President's  budget.     Instead,   funding  increases  are  proposed  for 
priority  program  expansions,   such  as  immunization,   lead  poisoning 
prevention,   tuberculosis  elimination,  breast  and  cervical  cancer 
prevention,  HIV/AIDS  education,  and  smoking  prevention. 


Mr.  McDade:     If  so,  why,  and  what  would  be  an  appropriate 
funding  level? 

Dr.  Roper:     My  professional  judgement  is  that  a  $10,000,000 
discretionary  fund  would  be  appropriated  based  on  the  size  of  the 
CDC  appropriation.     However,   given  the  other  priorities  for 
increases  in  the  President's  budget,   such  as  immunization,  TB,  lead 
poisoning,  breast  and  cervical  cancer  prevention,  HIV/AIDS 
education  and  smoking  prevention,  no  funds  for  such  a  discretionary 
fund  have  been  requested  for  1993. 
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CENTERS  FOR  DISEASE  CONTROL 
Disease  Control,  Research,  and  Training 

To  carry  out  titles  III,  Section  794  of  title  VII,  XV,  XVII,  XIX,  and 
section  1102  of  the  Public  Health  Service  Act,  sections  101,  102,  103,  201,  202, 
and  203  of  the  Federal  Mine  Safety  and  Health  Act  of  1977,  and  sections  20,  21, 
and  22  of  the  Occupational  Safety  and  Health  Act  of  1970;  including  insurance  of 
official  motor  vehicles  in  foreign  countries;  and  hire,  maintenance,  and  operation 
of  aircraft,   [$1,504,924,000]  $1,600,685,000  of  which  [$25,600,000]  $15,000,000 
shall  remain  available  until  expended  for  equipment  and  construction  and 
renovation  of  facilities,  and  in  addition,   such  sums  as  may  be  derived  from 
authorized  user  fees,  which  shall  be  credited  to  this  account:-^    Provided,  That  of 
the  funds  made  available  under  this  heading,  $134,000,000  shall  not  become 
available  for  obligation  until  September  30,   [1992]  1993:     Provided  further.  That 
training  [of  private  persons       shall  be  made  subject  to  reimbursement  or  advances 
to  this  appropriation  for  not  in  excess  of  the  full  cost  of  such  training: 
Provided  further,  That  funds  appropriated  under  this  heading  shall  be  available 
for  payment  of  the  costs  of  medical  care,  related  expenses,  and  burial  expenses 
hereafter  incurred  by  or  on  behalf  of  any  person  who  had  participated  in  the  study 
of  untreated  syphilis  initiated  in  Tuskegee,  Alabama,  in  1932,  in  such  amounts  and 
subject  to  such  terms  and  conditions  as  prescribed  by  the  Secretary  of  Health  and 
Human  Services  and  for  payment,  in  such  amounts  and  subject  to  such  terms  and 
conditions,  of  such  costs  and  expenses  hereafter  incurred  by  or  on  behalf  of  such 
person's  wife  or  offspring  determined  by  the  Secretary  to  have  suffered  injury  or 
disease  from  syphilis  contracted  from  such  person:     [Provided  further,  That 
collections  from  user  fees  may  be  credited  to  this  appropriation:  Provided 
further,  That  amounts  received  by  the  National  Center  for  Health  Statistics  from 
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reimbursable  and  interagency  agreements  and  the  sale  of  data  tapes  may  be  credited 
to  this  appropriation  and  shall  remain  available  until  expended:  Provided 
further,  That  in  addition  to  amounts  provided  herein,  up  to  [29,400,000] 
$34,206,000  shall  be  available  from  amounts  available  under  section  2711  of  the 
Public  Health  Service  Act,  to  carry  out  the  National  Center  for  Health  Statistics 
surveys[:     Provided  further,  That  employees  of  the  Public  Health  Service,  both 
civilian  and  Commissioned  Officer,  detailed  to  States  or  municipalities  as 
assignees  under  authority  of  section  214  of  the  Public  Health  Service  Act  in  the 
instance  where  in  excess  of  50  percent  of  salaries  and  benefits  of  the  assignee  is 
paid  directly  or  indirectly  by  the  State  or  municipality,  and  employees  of  the 
National  Center  for  Health  Statistics,  who  are  assisting  other  Federal 
organizations  on  data  collection  and  analysis  and  whose  salaries  are  fully 
reimbursed  by  the  organizations  requesting  the  services,  shall  be  treated  as 
non-Federal  employees  for  reporting  purposes  only].-^    (Department  of  Health  and 
Human  Services  Appropriations  Act,  1992.) 

—       Language  has  been  moved  to  provide  for  better  continuity  of  items  in  law, 
through  improved  editorial  clarity  (see  . 

H       Language  has  been  deleted  to  agree  with  the  FY  1992  President's  Budget 
request.     Provides  specific  authorization  for  depositing  funds  to  this 
appropriation  which  are  collected  for  training  up  to  the  cost  of  the  training 
provided.     Returns  language  to  the  less  restrictive  form  used  in  the  FY  1988 
appropriation . 

Language  has  been  moved. 

i£       Language  on  reporting  of  state  assignee  employees  has  been  deleted.  The 

establishment  of  staffing  ceilings  is  an  administrative  management  tool  and 
need  not  be  determined  through  appropriation  law.     In  FY  1993  all  requested 
staff  will  continue  to  be  assigned  to  States,  in  lieu  of  grant  funds,  for 
assistance  in  managing  sexually  transmitted  diseases,  immunization,  and  other 
general  prevention  programs.     Furthermore,  previous  categories  of  employees 
exempts  from  Federal  staffing  ceilings  have  involved  employees  not  doing 
Federal  work  and  who  had  more  than  50  percent  of  their  salaries  and  benefits 
paid  by  non-Federal  entities.     Such  conditions  are  not  compatible  in  the  case 
of  reimbursable  employees  of  the  National  Center  for  Health  Statistics  whose 
salaries  and  benefits  are  paid  completely  by  the  Federal  government  and  who 
are  carrying  out  work  for  the  benefit  of  other  Federal  government  agencies. 
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Preventive  Health  Services 
Language  Analysis 


Language  Provision 


Explanation 


"...including  insurance  of 
official  motor  vehicles  in 
foreign  countries  " 


No  specific  authorization  exists 
for  the  provision  regarding  in- 
surance; however,  experience  of  the 
Centers  for  Disease  Control  in 
stationing  Public  Health  Service 
officials  overseas  and  at  the  Mexican 
Border  indicates  that  this  provision  is 
essential.  Unless  adequate  automobile 
insurance  is  provided,  Public  Health 
Service  officials  could  be  subject  to 
arbitrary  arrest  if  they  were  involved 
in  an  accident. 


"...and  hire,  maintenance, 
and  operation  of 
aircraft  " 


"...of  which  $15,000,000  shall 
remain  available  until  expended 
and  shall  be  for  construction 
and  renovation  of 
facilities  " 


"...such  sums  as  may  be  derived 
from  authorized  user  fees,  which 
be  credited  to  this  account  ' 


"...That  of  the  funds  made 
available  under  this  heading, 
$134,000,000  shall  not  become 
available  for  obligation  until 
September  19,   1993  " 

"...That  training  [of  private 
persons]   shall  be  made 
subject  to  reimbursement  or 
advances  to  this  appropriation 
for  not  in  excess  of  the  full 
cost  of  such  training..." 


The  Centers  for  Disease  Control 
must  maintain  the  ability  to  hire 
aircraft  for  testing  of  new 
insecticides  and  formulations  and  for 
applying  the  insecticides  when 
outbreaks  of  mosquito -borne  disease, 
such  as  encephalitis,  occur  in  populous 
areas  where  no  other  method  can  be  used 
to  control  the  spread  of  the  disease. 

Repair  and  construction  projects 
require  lead  time  for  planning, 
designing,   and  contracting 
procedures,  which  require  longer 
than   the    fiscal   year   to   complete  and 
obligate  funds. 

Provides  specific  authorization  to 
allow  all  funds  collected  as  user  shall 
fees  to  be  deposited  to  this 
appropriation . 

Reflects  timing  of  obligations  to 
conform  to  discretionary  spending 
limits  under  the  Budget  Enforcement 
Act  of  1990. 


Provides  specific  authorization  for 
depositing  funds  to  this  appropria- 
tion which  are  collected  for  train- 
ing up  to  the  cost  of  the 
training  provided. 
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Language  Provision 


Explanation 


"...that  funds  appropriated 
under  this  heading  shall  be 
available  for  payment  of  the 
costs  of  medical  care,  related 
expenses ,   and  burial  expenses 
hereafter  incurred  by  or  on  be- 
half of  any  person  who  had 
participated  in  the  study  of 
untreated  syphilis  initiated  in 
Tuskegee,  Alabama,   in  1932,  in 
such  amounts  and  subject  to 
such  terms  and  conditions  as 
prescribed  by  the  Secretary  of 
Health  and  Human  Services  and 
for  payment,   in  such  amounts 
and  subject  to  such  terms  and 
conditions,  of  such  costs  and 
expenses  hereafter  incurred  by 
or  on  behalf  of  such  person's 
wife  or  offspring  determined  by 
the  Secretary  to  have  suffered 
injury  or  disease  from  syphilis 
contracted  from  such  person..." 


Provides  specific  authorization 
for  payment  of  cost  of  medical 
care,  related  expenses,  and  burial 
expenses  for  participants  in  the 
study  of  untreated  syphilis.  It 
also  provides  for  payment  of  cost 
and  expenses  incurred  by  or  on 
behalf  of  the  participant's  spouse 
or  offspring  who  have  suffered 
injury  or  disease  from  syphilis 
contracted  from  such  participants. 


"...that  amounts  received  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  and  the 
sale  of  data  tapes  may  be 
credited  to  this  appropriation 
and  shall  remain  available  until 
expended:  " 


Provides  specific  authorization  to 
allow  all  funds  collected  by  the 
National  Center  for  Health 
Statistics  from  reimbursable  and 
interagency  agreements  to  be 
deposited  to  this  appropriation 
and  to  remain  available  until 
expended. 


"...that  in  addition  to  amounts 
provided  herein,  up  to  $34,206,000 
shall  be  available  from  amounts 
available  under  section  2711  of  the 
Public  Health  Service  Act,   to  carry 
out  the  National  Center  for  Health 
Statistics  surveys  " 


Provides  specific  authorization  for 
use  of  evaluation  funds  by  the 
National  Center  for  Health 
Statistics  to  finance  health  surveys 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
DISEASE  CONTROL,   RESEARCH,  AND  TRAINING 
CENTERS  FOR  DISEASE  CONTROL 
Amounts  Available  for  Obligation  - 


Appropriation: 

Annual  

Less  P.L.  101-517,Sec.514 
Less  P.L.  102-170, 

Subtotal,  adjusted 

appropriation  , 


Comparative  transfer  from: 
Office  of  Minority  Health 
for  HIV  minority  grants 

Comparative  transfer  from: 
HRSA 

Minority  Health  Statistics 


1991 
Actual 


$1,350,747;000 
39,179,000 


1,311,568,000 


975,000 


2,300,000 


1992 
Appropriation 


1993 
Estimate 


$1,504,924,000  $1,600,685,000 
19,191,000 


1,485,733,000  1,600,685,000 


975,000 


2,500,000 


Subtotal,  adjusted  budget 
authority 

Receipts  and  reimbursements 
from: 
CRADA 

Unobligated  balance, 

start  of  year  

Unobligated  balance, 

end  of  year  

Unobligated  balance  lapsing. . 

Total  obligations  


1,314,843,000        1,489,208,000  1,600,685,000 


1,358,000 


700,000 


722,000 


8,508,000  35,136,000   

(35,136,000)     

(252.000)       

$1,289,321,000  $1,525,044,000  $1,601,407,000 


Excludes  the  following  amounts  for  reimbursable  activities  carried  out  by  this 
account:     FY  1991  -  $97,343,000  and  530  FTE;  FY  1992  -  $129,885,000  and  572  FTE; 
FY  1993  -  $129,885,000  and  645  FTE. 
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Centers  for  Disease  Control 
Disease  Control,  Research,  and  Training 
Summary  of  Changes 

1992  Appropriation   $1,489,208,000 

1993  Request   1.600.685.000 

Net  Change   +$  111,477,000 


1992  Current 

Estimate  Base  Change  from  Base 

Pos.  Budget  Pos.  Budget 

(FTE)  Authority  (PTE)  Authority 

Increases : 

A.  Built-in: 

1.  Annual izat ion  on  new  positions        +$3,176,000 

2.  Pay  raise  effective 

January  1993         +7,129,000 

3.  Annualization/Restore  1/2  of 

1992  pay  raise         +6,050,000 

4.  Within  grade  &  FICA  increases..        +4,051,000 

5.  ADP  &  Telecommunication         +541,000 

6.  Buildings  and  facilities         +4,971,000 

7.  Health  Statistics  Surveys          +1,706,000 

8.  Utilities  and  Fuel  Oil          +180,000 

9.  Rental  payments  to  GSA         +753,000 

10.  FTS                                                                     —  —  —  +72,000 

11.  PHS  service  and  supply  fund         +971,000 

12.  DHHS  Working  Capital  Fund  and 

DOE  Employee  Compensation  ...        +108,000 

13.  Vaccine  price  increase          +3,832,000 

14.  Inflation  costs  on  contract 

and  Cooperative  Agreements   ..        +2,031,000 

15.  Inflation  Costs  on  Other  Objects        +2,388,000 


Subtotal   ---                     ---            ---  +37,959,000 

Program: 

1.  Immunization: 

Grants  to  States      258,822,00    +26,618,000 

Program  Operations    226        37,822,000            +70  +14,984,000 

Vaccine  Stockpile          +5,000,000 

2.  Tuberculosis  Elimination  Grants    15,321,000    +19,679,000 

3.  Chronic  and  Environmental 
Diseases  Prevention: 

Tobacco  and  Health    12         7,343,000            —  +3,000,000 

4.  Lead  Poisoning  Prevention    30        21,302,000              +3  +17,762,000 

5.  Breast  and  Cervical  Cancer 

Prevention    40        49,961,000              +8  +18,110,000 

6.  HIV/AIDS: 

HIV  in  High  Risk  Women   ---        17,989,000            +13  +5,000,000 

HIV  Related  Tuberculosis      10,793,000  +31  +15,000,000 

Complications  Associated  With 
Hemophilia  and  Other 

Bleeding  Disorders      11,888,000    +1,000,000 
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1992  Current 
Estimate  Base  Change  from  Base 

Pos.  Budget  Pos.  Budget 

(PTE)        Authority  (PTE)  Authority 

Program  Increases  (Continued): 

7.    Building  and  Facilities: 

Backlogged  Safety  Repairs 

and  Improvements      6,000,000    +4,029,000 

8.  Reimbursable: 

Health  Statistics       +21   

AT  SDR   —    +52 

Subtotal      +198  +$130,182,000 

Total  Increases   —  —  +198  +$168,141,000 

Decreases 


Built-in 

1.    One  Less  Day  of  Pay  .  .  

Program: 

1.  Preventive  Health  Block  Grants: 

Program  Operations: 

Scientific  Equipment   , 

2.  Infectious  Diseases: 

Scientific  Equipment  ........ 

3 .  Chronic  and  Environmental 
Disease  Prevention: 

Scientific  Equipment   , 

Disabilities  Program   

Chronic  Fatigue  Syndrome 

Spina  Bifida  

Comprehensive  School  Health  . 

Birth  Defects   , 

Fetal  Alcohol  Syndrome  

Wheeling  Project   , 

4 .  Injury : 

Scientific  Equipment   , 

5.  Occupational  Safety  and  Health: 

Research  Program  Operations: 

Scientific  Equipment   

Farm  Safety  and  Health 

6.  HIV/AIDS: 

Prevention  Programs  

7.  Building  and  Facilities: 

A  &  E  Morgantown  Laboratory. . , 
Equipment  for  Morgantown 

Laboratory   

Subtotal  

Total  Decreases  

Net  Program  change  

Adjustment  of  health  statistics 

Net  change  on  Budget  Authority.. 


12,852,000 
2,706,000 
2,312,000 
3,612,000 
1,778,000 
1,779,000 
889,000 


36  21,485,000 


14,600,000 
5,000.000 


-36 
-36 
+162 


-$710,000 


-180,000 
-1.180,000 


1, 293, 000 
-954,000 
-239,000 
-701.000 
-954,000 
-547,000 
-547,000 
-267,000 

-191,000 


-1,443,000 
-21,485,000 

-567,000 

-14,600,000 

-5,000,000 
-51.148.000 
-51.858.000 
116.283.000 
-4.806.000H 
+$111.477.000 


■£±      Increase  for  the  National  Center  for  Health  Statistics  of  $4,806,000  financed 
through  1Z  evaluation  funds. 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
Centers  for  Disease  Control 


Disease  Control,  Research  and  Training 
Budget  Authority  by  Activity 


1991 

1992 

FY 

1993 

Actual 

Approp . 

Estimate 

FTE  BA 

FTE  BA 

FTE 

BA 

0 

$90,845,000 

0 

$129,000,000 

0 

5129,000,000 

_6 

1,857,000 

18 

5.512.000 

18 

5,521, 000 

6 

92,702,000 

18 

134,512,000 

18 

134,521, 000 

/.  "^£7  nnn 

4,  jO/  , UUU 

^  i  q /,  nnn 
J  ,  10m-  ,  UUU 

0 

5 , 184 , 000 

0 

73,638,000 

0 

77,525,000 

0 

77,638,000 

166 

164 

ii   o  q a  nnn 

164 

11.872.000 

166 

84,968,000 

164 

88,821,000 

164 

89,510,000 

0 

182,004,000 

0 

258,822,000 

0 

289 , 272  000 

189 

32,599,000 

226 

37,822,000 

296 

54  |  842  ,000 

 0 

2,928,000 

0 

0 

0 

5.000.000 

189 

217,531,000 

226 

296,644,000 

296 

349,114,000 

502 

38,317,000 

505 

40,625,000 

505 

41,518,000 

0 

9,109,000 

0 

15,321,000 

0 

35,000,000 

5.372.000 

5.372.000 

5,372,000 

45 

14,481,000 

45 

20,693,000 

45 

40,372,000 

538 

51,408,000 

586 

67,744,000 

586 

66,943,000 

15 

7,790,000 

30 

21,302,000 

33 

40,000,000 

25 

29,259,000 

40 

49,961,000 

48 

69,961,000 

72 

24,036,000 

72 

27,377,000 

72 

27,498,000 

Preventive  health  &  health 
services  block  grants: 

Grants  

Program  operations  

Subtotal  

Prevention  Centers  

Sexually  transmitted  diseases 

Grants  

Program  operations  

Subtotal  

Immunization: 

Grants  

Program  operations  

Vaccine  stockpile  

Subtotal  

Infectious  diseases  

Tuberculosis  elimination 

Grants  

Program  Operations  

Subtotal  

Chronic  and  environmental 
disease  prevention  

Lead  poisoning   

Breast  &  cervical  cancer. . 

Injury   

Occupational  safety  and  health: 

Research                                    815  86,508,000  936  92,478,000  900  73,594,000 

Training    0  10,472,000   0  10.972.000   0  10,972.000 

Subtotal                                   815  96,980,000  936  103,450,000  900  84,566,000 
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DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
Centers  for  Disease  Control 


Disease  Control,  Research  and  Training 
Budget  Authority  by  Activity 
(Dollars  in  Thousands) 


1991 
Actual 


1992 
Approp . 


FY  1993 
Estimate 


FTE 


BA 


FTE 


BA 


FTE 


931 

$68, 

714,000 

941 

$73, 

022,000 

941 

$77 

711 

,000 

Health  statistics: 

446 

49, 

276,000 

456 

48, 

310,000 

456 

47 

591 

,000 

Program  Support  

54 

3, 

105.000 

54 

2 

988.000 

54 

3 

021 

,000 

Subtotal  

500 

52, 

381,000 

510 

51 

298,000 

510 

50 

612 

,000 

HIV/ AIDS : 

846 

496, 

960,000 

848 

480 

132,000 

892 

504 

678 

,000 

Buildings  &  facilities.. 

0 

31, 

951,000 

0 

25 

600,000 

0 

15 

000 

,000 

67 

3, 

016.000 

 Z0 

2 

843.000 

 70 

3 

497 

,000 

Total  budget  authority. . 

.  4,765 

$1,314, 

861,000 

4,991 

$1,489 

208,000 

5,080 

$1,600 

685 

,000 

Reimbursable  FTE  n-   

530 

572 

645 

Total  FTEs  

5,247 

5,563 

5,725 

Includes  284  FTE  for  the  Agency  for  Toxic  Substances  and  Disease  Registry  in  FY 
1991,  321  FTE  in  FY  1992,  and  373  for  FY  1993.     FY  1993  reflects  21  FTE  carried  as 
ceiling  exempt  in  FY  1991  and  FY  1992  by  the  National  Center  for  Health  Statistics. 
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CENTERS  FOR  DISEASE  CONTROL 
Budget  Authority  by  Object 


1992 
Appropriation 


Total  number  of  full-time 

permanent  positions  

Total  compensable  workyears : 

Full-time  equivalent  employment  

Full-time  equivalent  of 
overtime  and  holiday  hours  

Average  SES  salary  

Average  GS  grade  

Average  GS  salary  

Average  grade,  grades  established 
by  act  of  July  1,  1944 
(42  U.S.C.  207)  

Average  salary,  grades  established 
by  act  of  July  1,  1944 
(42  U.S.C.  207)  

Average  salary  of  ungraded  positions 


5,799 
39 

$100,955 
10.19 
$41,394 


$38,853 
$27,415 


1993 
Estimate 


39 

$100,544 
10.46 
$41,576 


$39,381 
$27,415 


Increase 
or 

Decrease 


-$411 
+  .27 
+182 


h$528 
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Budget  Authority  by  Obiect  (Continued 

1992 
AppropriEt ion 

1993 

Inc  r6B  s6 
or 

D©c res  sg 

Personnel  compensation: 

6  9  n  A     QOO  AAA 

9ZUH ,oZj , UUU 

?ziy , uoo , uuu 

itl  /.      O/.  Q  AAA 

15,422,000 

16,478,000 

+1,056,000 

in  17^  nnn 

1 1   9nA  nnn 

11 ,iU1 , UUU 

4-1   n^i  nnn 

^nqn    A1Q  nnn 

m/,£   7  ^  n  nnn 
0 , / jU , UUU 

t?XO , j iZ , UUU 

57,123,000 

61,234,000 

+4,111,000 

Travel  and  transportation  of 

9  981  000 

11  374  000 

+1  393  000 

J,7UU,UUU 

*;  190  nnn 

->  ,  3         ,  UUU 

+1   ifii  nnn 

TJ.  ,  JO  J  ,  UUU 

Rsnt ,  c onnnuni c a t i on s  and  utilities  •  •  •  • 

10,510,000 

12,359,000 

+1,849,000 

Communications,  utilities,  and 

i Q7n  nnn 

J.U,7/U,UUU 

1 0  non  nnn 

13sU3UtUUU 

■4.9  191  nnn 

ft  7qa  nnn 

0  ifi^  nnn 

37  ,  JUJ  ,  uuu 

.4-^71  nnn 

09  ofi^  nnn 

7^, 7UJ , UUU 

01    590  nnn 

7l,JL7,UUU 

i   A^fi  nnn 

-  X  ,  *4  .50  ,  uuu 

on  a^s  nnn 

7U,HJ^,UUU 

i n7  no7  nnn 

1U/ ,  u    / ,uuu 

4-T  a  fiA 9  nnn 

TIO  ,  OHZ.  ,  UUU 

170   fi^l  000 

10ft   7S9  000 

170) / J£,UUU 

4.1  q  191  nnn 

Tl?  ,  X  C X  ,  UUU 

37  888  000 

22  924  000 

_ia   QgA  nnn 

"1H , , UUU 

8,367,000 

2,599,000 

-5,768,000 

Grants,  subsidies,  and  contributions . . 

742.139.000 

812,281,000 

+70,142,000 

Total  budget  authority  by  obj.  class 

$1,489,208,000 

$1,600,685,000 

+$111,477,000 

Differs  from  President's  Budget  Appendix  in  order  to  reflect  congressional  direction. 
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Significant  Items  in  House  and  Senate 
Appropriation  Committee  Reports 

Preventive  Health  and  Health  Services  Block  Grant 

The  1992  Senate  Report  #102-104  stated  the  Committee  is  concerned  that  at  a 
time  of  rapidly  increasing  health  care  costs,  Federal  support  for  state  and 
local  disease  prevention  and  health  promotion  programs,  perhaps  our  best  hope 
for  controlling  health  care  costs,  has  been  severely  reduced.     While  total 
spending  on  health  care  nearly  doubled  during  the  1980's,   the  main  program  to 
support  state  and  local  disease  prevention  and  health  promotion  programs,  the 
PHHSBG,  has  been  reduced  by  nearly  one-half .. .not  accounting  for  loss  due  to 
inflation.     This  has  resulted  in  tremendous  unmet  public  health  needs  at  the 
state  and  local  level  and  is  severely  limiting  the  Nation's  ability  to  meet 
the  Surgeon  General's  disease  prevention  and  health  promotion  goals  for  the 
year  2000.     While  this  increase  does  not  bring  the  program  back  to  its  level 
of  1980,   it  does  represent  a  significant  reinvestment  in  prevention  programs 
and  should  greatly  assist  the  states  and  localities  achieve  the  year  2000 
disease  prevention  and  health  promotion  objectives   (page  60). 

Action  to  be  taken:   CDC  will  provide  technical  support  to  states  to  maximize 
their  investment  in  the  Preventive  Health  and  Health  Services  Block  Grant 
(PHHSBG)  program  and  assist  states  in  achieving  Healthy  People  2000 
objectives.     For  each  $1  million  provided  to  states  through  the  PHHSBG, 
prevention  services  are  provided  to  50,000  Americans.     Such  services  detect 
and  prevent  chronic  diseases  and  dental  diseases,  provide  immunizations  for 
childhood  illnesses,   treat  tuberculosis,  provide  laboratory  analyses,  provide 
rape  prevention  education,   train  and  certify  emergency  medical  technicians, 
and  provide  safe  food  supplies. 

Sexually  Transmitted  Diseases 

The  1992  Senate  Report  #102-104  stated  the  Committee  is  shocked  that,  even 
though  the  case  definition  for  congenital  syphilis  has  been  broadened, 
reported  cases  have  still  increased  from  less  than  700  in  1988  to  more  than 
7,000  in  1990.     To  address  this  problem,  we  have  included  an  increase  of 
$4,000,000  in  grants  to  States  and  localities  which  will  fund  efforts  to 
develop  better  techniques  to  reach  women  who  do  not  receive  adequate  prenatal 
care  to  prevent  congenital  syphilis,   including:     ensuring  syphilis  screening 
in  the  first  and  third  trimesters  and  at  delivery  for  high-risk  pregnant 
women;   communications  between  STD  programs  and  hospitals  that  deliver  large 
numbers  of  high-risk  infants  to  ensure  that  their  mothers  are  screened  for 
syphilis  at  delivery  and  that  the  infants  of  those  who  are  positive  are 
treated  before  they  leave  the  hospital;   and  working  with  prenatal  care 
providers  and  community -based  organizations  to  identify  high-risk  mothers 
early  in  their  pregnancy  and  to  increase  their  utilization  of  prenatal  care 
services   (page  61) . 

Action  to  be  taken:   Congenital  syphilis  control  activities  focus  on  disease 
intervention  activities  including  surveillance,   case  detection,   and  education 
to  assure  that  pregnant  women  are  included  in  the  prenatal  care  system  as 
early  as  possible,   and  that  those  identified  with  syphilis  are  treated  to 
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prevent  infection  of  the  fetus.     Case  detection  includes  the  follow-up  of 
reactive  serologic  tests  for  syphilis,  which  in  1991  resulted  in  the  treatment 
of  54,000  previously  unknown  cases  of  syphilis.     Sex  partner  notification 
efforts  provided  to  individuals  with  infectious  syphilis  resulted  in  19,800 
new  cases  of  syphilis  identified  and  treated  and  49,000  exposed  sex  partners 
receiving  prophylactic  treatment.     These  screening  and  outreach  efforts 
prevented  an  estimated  12,000  new  cases  of  syphilis.    CDC  has  been 
concentrating  on  human  and  financial  resources  in  the  35  counties  which 
account  for  the  majority  of  infectious  syphilis  cases  and  to  focusing  on 
coalition  building  activities  in  those  communities  at  highest  risk. 

Sexually  Transmitted  Diseases 

The  1992  Senate  Report  #102-104  stated  the  Committee  disagrees  with  the 
administration's  deletion  of  language  on  reporting  of  State  assignees.  States 
and  localities  are  very  supportive  of  this  mechanism  to  obtain  experienced 
public  health  professionals  in  lieu  of  grant  funds  (page  78). 

Action  To  Be  Taken:  The  establishment  of  staffing  ceilings  is  an 
administrative  management  tool  and  need  not  be  determined  through 
appropriation  law.     In  FY  1992  all  requested  staff  will  continue  to  be 
assigned  to  States,  in  lieu  of  grant  funds,  for  assistance  in  managing 
sexually  transmitted  diseases,  immunization,  and  other  general  prevention 
programs.     This  language  deletion  will  have  no  impact  on  these  programs  nor 
any  impact  on  the  administratively  approved  ceiling  exempt  status  of  their 
program's  State  assignees. 

Immunization 

The  1992  Senate  Report  #102-104  stated  the  Committee  rejects  the 
administration  recommendation  that  these  funds  be  awarded  to  State  and  local 
health  agencies  which  have  been  most  successful  in  developing  and  implementing 
strategies  to  improve  immunization  levels  among  2  year  olds.     The  targeting  of 
resources  proposed  by  the  administration  could  leave  those  States  and  cities 
in  great  need  without  any  additional  resources.     The  Committee  believes  CDC 
can  target  these  additional  funds  to  cities  that  are  having  measles  outbreaks 
and  suffering  strains  in  vaccine  delivery,  and  through  aggressive  oversight 
can  prevent  States  and  cities  from  using  new  Federal  funds  to  replace  State 
and  local  funds  (page  63). 

Action  to  be  taken:     CDC  pians  to  award  funds  to  existing  immunization 
grantees  to  improve  the  existing  vaccine  delivery  infrastructure  at  the  local 
level.     These  funds  will  be  used  to  supplement,  not  supplant,  state  and  local 
efforts  to  remove  barriers  to  immunization,  such  as  inadequate  nursing  staff 
and  inconvenient  clinic  hours  and  locations.     The  use  of  these  funds  will  be 
closely  monitored  by  headquarters  staff  and  federal  personnel  assigned  to 
state  immunization  programs  to  ensure  that  the  funds  are  used  as  intended. 
The  funds  to  enhance  local  infrastructure  will  be  phased  out  by  the  end  of 
1997  to  ensure  that  state  and  local  funds  will  not  be  supplanted. 

Immunization 

The  1992  Senate  Report  #102-104  stated  the  Committee  feels  that  it  is 
essential  for  CDC  to  continually  monitor  how  effective  certain  vaccines  are  in 
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specific  populations.     The  increase  should  focus  efforts  on  recent  advances  in 
the  fields  of  microbiology  and  immunology  and  how  this  information  can  be 
applied  to  vaccines.     CDC  should  also  begin  to  identify  any  promising  vaccine 
candidates  and  begin  appropriate  evaluations  of  such  vaccines  (pages  63-64). 

Action  to  be  taken:     CDC  intends  to  continue  its  full  participation  in  the 
application  of  the  advances  of  molecular  biology  that  have  provided  unique 
opportunities  to  develop  vaccines  against  a  number  of  bacterial,  viral,  and 
parasitic  pathogens.     Using  recombinant  DNA  technology,  scientists  can 
identify  specific  genes  that  produce  potential  vaccine  antigens.     These  genes 
can  be  moved  to  other  organisms  to  produce  potential  vaccine  components  in 
vitro  or  inserted  into  recombinant  vector  vaccines  candidates.     Scientists  can 
also  use  monoclonal  antibodies  to  produce  anti- idiotypic  antibodies  as 
potential  vaccines.     These  methods  have  also  provided  researchers  with  new  and 
powerful  tools  to  evaluate  vaccine  efficacy. 

Also,  CDC  intends  to  enhance  and  expand  its  critical  role  in  developing  and 
evaluating  new  and  existing  vaccines.     The  new  knowledge  of  antigen  delivery 
systems,  adjuvants,  and  immune  response  modulators  should  permit  a  significant 
increase  in  the  number  of  available  vaccines,   including  combination  products 
to  permit  simultaneous  immunization  against  multiple  diseases  at  younger  ages. 

Immunization 

The  1992  House  Report  #102-121  stated  that  while  almost  all  children  entering 
school  are  adequately  immunized,   the  Committee  is  concerned  that  immunization 
levels  for  young  children  in  some  large  metropolitan  inner  cities  are  reported 
to  be  as  low  as  50%.     Many  of  these  children  are  from  families  that  have  not 
accessed  traditional  health  care  services  for  reasons  such  as  language 
barriers  and  recent  immigration.     The  Committee  recommends  that  within  the 
increase  provided,   CDC  initiate  a  demonstration  project  directed  at  a  large 
metropolitan  inner  city  population  confronted  with  these  problems.  The 
project  should  be  coordinated  between  the  local  city  health  department  and 
community  based  organizations  to  evaluate  the  effectiveness  of  such  outreach 
(page  45) . 

Action  to  be  taken:     CDC  has  awarded  supplemental  grant  awards  to  two  state 
immunization  programs,  Georgia  and  Texas,   to  work  with  community-based 
organizations  (CBOs)  in  Atlanta  and  Austin,  respectively,  and  intends  to  award 
funds  directly  to  additional  CBOs  in  FY  1992.     These  demonstration  projects 
will  assess  the  effectiveness  of  CBOs  in  enhancing  the  availability  of 
immunizations  to  high-risk  preschool  children.     Activities  to  be  undertaken  by 
the  CBOs  include:     (1)  employing  full-time  outreach  workers  to  identify  and 
locate  under- immunized  children;    (2)  referring  these  children  to  health 
department  clinics  with  expanded  hours  or  to  a  mobile  van  where  immunizations 
are  available;   (3)  recruiting  other  community  organizations  to  assist  with 
these  activities;    (4)  removing  barriers  to  immunization  which  exist  at 
community  and  local  clinics;  and,   (5)  developing  educational  and  promotional 
campaigns  to  increase  patient  demand  for  immunization. 
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Immunization 

The  1992  Senate  Report  #102-216  stated  an  additional  $90,000,000  is  provided 
for  immunization  programs.    Appropriate  administration  of  safe  and  effective 
vaccines  remains  the  most  cost-effective  method  of  preventing  vaccine- 
preventable  disease.     The  Committee  remains  concerned  over  the  number  of  cases 
of  preventable  disease,  and  the  large  number  of  children  who  are  not  immunized 
(page  25). 

Action  to  be  taken:     The  final  1992  appropriation  included  an  increase  of 
$79.1  million  over  1991  for  the  childhood  immunization  program.  These 
additional  funds  will  be  used  to  reduce  the  number  of  unimmunized  children  and 
thus  reduce  the  number  of  preventable  diseases  by:     increasing  the  amounts  of 
MMR  and  Hib  vaccines  purchased  for  the  States;  eliminating  structural, 
procedural,  and  staffing  barriers  to  State/local  vaccine  delivery  that  may 
have  discouraged  some  parents  from  seeking  immunizations  for  their  children; 
initiating  a  program  for  universal  vaccination  of  children  against  hepatitis 
B;  and  expanding  research  and  evaluation  of  new  vaccines  and  disease 
diagnostic  methods. 

Infectious  Diseases 

The  1992  House  Report  #102-121  stated  the  Committee  directs  that  with  funds 
included  in  this  bill,  CDC  continue  to  place  a  high  priority  on  its  mosquito- 
borne  disease  surveillance  and  research  program.     In  this  regard,  it  is 
expected  that  CDC  will  continue  to  work  closely  with  State  and  local  public 
health  officials  to  develop  strategies  for  preventing  possible  outbreaks  of 
the  disease  and  to  ensure  that  should  an  outbreak  occur,  proper  response 
mechanisms  are  in  place  to  provide  for  an  immediate  and  comprehensive  strategy 
for  its  control  and  treatment.     (page  46) 

Action  to  be  taken:     CDC  has  been  working  with  State  and  local  health 
departments  to  develop  and  implement  a  standardized,  nationwide  surveillance, 
prevention  and  control  program  for  arbovirus  encephalitis  viruses  that  will 
ultimately  prevent  major  epidemics  and  reduce  incidence  of  human  disease.  The 
surveillance  data  will  be  used  to  develop  a  more  timely  and  effective 
emergency  response  that  will  prevent  human  and/or  domestic  animal  cases  of 
disease.     Components  of  the  program  include  human  and  animal  case  reporting, 
surveillance  for  virus  activity  in  mosquito  vectors  and  vertebrate  reservoir 
hosts  and  development  of  improved,  standardized,  economical  laboratory 
diagnostic  tests  that  can  be  transferred  to  State  and  local  laboratories. 

Lyme  Disease 

The  1992  Senate  Report  #102-104  stated  the  Committee  is  concerned  by  the 
continued  actions  of  CDC  to  maintain  the  Lyme  disease  case  surveillance 
definition.     Concern  has  been  expressed  that  the  criteria  are  too  restrictive 
and  are  now  proving  to  exclude  many  cases  which  do  not  display  a  particular 
set  of  symptoms.     The  lack  of  an  increase  in  reported  cases  in  1990,  following 
a  doubling  of  cases  for  3  years,  1987-89,  has  been  used  to  support  this  claim. 
Since  the  new  case  definition  was  not  adopted  for  use  by  the  Council  of  State 
and  Territorial  Epidemiologists  until  January  1991,  6  months  after  the  1990 
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Lyme  disease  season,  and  some  States  reported  increased  numbers  of  cases  in 
1990  while  others  reported  decreased  numbers  of  cases,  or  comparable  numbers 
as  in  1989.     CDC  is  instructed  to  review  its  surveillance  definition  after  the 
Lyme  disease  transmission  season,  and  adjust  accordingly,   (pages  67-68) 

Action  to  be  taken:     As  instructed  by  the  Committee,   CDC,   in  December  1991, 
reviewed  the  first  11  months  of  use  of  the  standardized  Lyme  disease  cases 
definition  for  national  surveillance.     In  the  period  January  1  through 
November  30,   1991,  8,682  cases  were  reported  by  states  to  the  CDC.     This  is 
the  largest  number  of  cases  of  Lyme  disease  reported  for  any  year,  and  exceeds 
the  1990  total  by  9%.     It  should  be  noted  that  there  is  a  lag  of  several  weeks 
to  months  in  the  reporting  of  Lyme  disease  cases,   and  that  annual  totals  are 
usually  arrived  at  in  March  of  the  year  following  the  reporting  year  in 
question.     On  this  basis,   the  final  total  for  1991  is  expected  to  exceed  9,000 
cases . 


Tuberculosis  Elimination  Grants 

The  1992  Senate  Report  #102-104  stated  tuberculosis  has  been  a  curable  and 
preventable  disease  for  almost  four  decades;  however,   the  number  of  cases  have 
recently  been  increasing.     The  United  States  is  at  a  critical  period  with 
regard  to  tuberculosis.     The  Committee  is  concerned  that,  unless  action  is 
taken  to  more  aggressively  attack  the  TB  problem,   it  is  likely  to  worsen  (page 
65). 

Action  to  be  taken:     With  $6  million  in  increased  funding  provided  by  the 
Congress  in  FY  1992  and  $20  million  increase  requested  for  FY  1993  CDC  is 
implementing  activities  outlined  in  the  three  steps  of  the  Department's 
Strategic  Plan  for  the  Elimination  of  Tuberculosis.     These  steps  include:  (1) 
Intensification  -  more  effective  application  of  known  prevention  and  control 
measures;    (2)  Research  -  development  of  more  effective  tools  to  prevent  and 
control  TB;   and  (3)  Technology  Assessment  and  Transfer  -   rapid  and  effective 
assessment  of  new  prevention  and  control  technologies  and  transfer  into 
clinical  and  public  health  practice. 

Tuberculosis  Elimination  Grants 

The  1992  House  Report  #102-121  stated  the  Committee  requests  that  CDC 
establish  a  demonstration  program  designed  to  address  the  serious  problem  of 
TB  in  the  minority  populations  in  the  inner  city  (page  46). 

Action  to  be  taken:     In  FY  1992,   CDC  will  request  and  encourage  the  submission 
of  projects  to  demonstrate  the  effectiveness  of  TB  prevention  activities  in 
high-risk  groups,   including  inner-city,  minority  populations.     Activities  to 
be  funded  would  include  an  increase  in  the  identification  and  screening  of 
high-risk,   inner-city  populations  to  prevent  TB  infection  and  assure 
successful  preventive  therapy  so  that  future  cases  of  disease  are  prevented. 
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Chronic  and  Environmental  Disease  Prevention 

The  1992  Senate  Report  #102-104  stated  the  Committee  is  encouraged  by  the 
progress  CDC  is  making  in  arctic  health  prevention  initiatives,  including 
fetal  alcohol  syndrome  and  occupational  safety  and  health,  and  is  especially 
pleased  with  the  cooperative  20-year  relationship  between  the  CDC  laboratory 
in  Anchorage  and  the  Alaska  Area  Native  Health  Service  in  the  area  of 
infectious  diseases.     The  Committee  urges  expansion  of  the  current 
relationship  with  the  Indian  Health  Service  in  Alaska,  and  exploration  of 
joint  projects  with  the  University  of  Alaska  in  the  future,   (page  67) 


Action  to  be  taken:     CDC  conducts  research  on  the  prevention  and  control  of 
infectious  diseases  in  the  U.S.  Arctic  through  its  field  station,  the  Arctic 
Investigations  Program  (AIP)   in  Anchorage,  Alaska.     In  past  years,   this  field 
station  has  conducted  research  in  respiratory  disease,  botulism,  and 
streptococcal  disease  among  many  others.     AIP  works  closely  and 
collaboratively  with  the  Alaska  Area  Native  Health  Service,   Indian  Health 
Service  (IHS) .     The  research  conducted  in  Alaska  by  AIP  and  IHS  is  an 
outstanding  example  of  focused  interagency  cooperation.     More  recently,  the 
AIP  has  extended  its  collaboration  to  state  Alaska  Native  agencies  and 
organizations.     New  and  continuing  research  planned  for  1992  are: 
Meningitis  --  Haemophilus  influenzae  type  b  (Hib) ;  Hepatitis;  Pneumonia; 
Cancer;   and  Alveolar  Hydatid  Disease. 

During  1990,   the  Director  of  the  Arctic  Investigations  Program  was  appointed 
to  a  task  force  by  the  Chancellor  of  the  University  of  Alaska-Anchorage.  This 
task  force  developed  a  series  of  recommendations  to  reorganize  the  health 
sciences  efforts  at  the  university  under  a  single  School  of  Health  Profession. 
This  would  allow  health  care  research  resources  to  be  more  efficiently 
utilized  in  the  university  system. 

Chronic  and  Environmental  Disease  Prevention 

The  1992  House  Report  #102-121  stated  that  Spina  Bifida  and  related 
complications  are  among  the  most  severe  and  common  birth  defects  and  are  major 
causes  of  paralysis  and  infant  mortality.'    The  cause  of  Spina  Bifida  in  most 
babies  is  not  known.  The  Committee  understands  that  there  are  encouraging  data 
suggesting  that  something  as  simple  as  multivitamins  may  prevent  half  of  these 
serious  birth  defects.  To  obtain  the  evidence  needed  to  develop  a  public 
health  recommendation  on  this  important  issue,   a  control  study  must  be  done. 
The  CDC  and  Beijing  Medical  University  initiated  a  pilot  for  such  a  study  in 
Northern  China  in  FY  1991.     We  understand  this  area  of  China  was  selected 
since  multivitamins  are  not  used  and  there  is  a  high  incidence  of  Spina  Bifida 
and  related  complications.  The  Committee  strongly  believes  that  this  important 
study  must  continue  and  directs  that  it  continue  in  FY  1992  at  least  at  the 
1991  level  (page  47) . 

Action  to  be  taken: 

The  Collaborative  study  between  CDC  and  Beijing  Medical  University  on  the 
prevention  of  Spina  Bifida  has  been  started.  CDC  has  assigned  two  staff 
epidemiologists  to  Beijing  and  both  are  already  on  site  and  working  with  their 
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counterparts  in  Beijing.     The  pilot  phase  started  in  December  1991  with  the 
initiation  of  a  public  campaign  announcing  the  study  and  the  start  of  the 
training  for  the  county  and  local  health  staff  on  recruitment  procedures.  The 
level  of  funding  for  the  project  for  FY  1991  was  $1.2  million  and  has  been 
increased  to  $2.6  million  for  FY  1992.     Depending  upon  the  results  of  the 
pilot  study,  CDC  will  consider  a  full  study. 

Chronic  and  Environmental  Disease  Prevention 

The  1992  House  Report  #102-121  stated  that  the  Committee  understands  that 
diabetes  currently  affects  some  14  million  Americans- -an  18  percent  increase 
since  1980.     The  annual  cost  of  diabetes  in  terms  of  direct  medical  care  and 
lost  productivity  has  soared  above  $21  billion.     The  burden  of  this  disease  is 
particularly  heavy  in  minority  populations,   as  evidenced  by  substantially 
higher  prevalence  rates  among  Black  Americans  and  Hispanic  Americans  as 
compared  with  White  Americans.     The  Committee  is  impressed  with  CDC ' s  efforts 
to  demonstrate  effective,  community-based  interventions  to  prevent  diabetes 
and  its  complications  in  black  populations.     The  results  of  this  project  can 
be  rapidly  translated  into  widespread  clinical  and  public  health  practice 
elsewhere  in  the  United  States.     The  Committee  encourages  a  demonstration 
project  directed  at  community  intervention  in  black  populations,    (page  47). 

Action  to  be  taken:     CDC  has  initiated  a  major  demonstration  project  in  two 
metropolitan  communities  in  North  Carolina  with  large  black  populations.  The 
project,   in  which  CDC  is  collaborating  with  the  Agency  for  Health  Care  Policy 
and  Research  (AHCPR) ,  has  two  objectives:     (1)  to  demonstrate  that  the 
incidence  of  diabetes  in  the  general  black  population  can  be  reduced  through 
community-based  interventions  designed  to  prevent  and  control  obesity  and 
increase  physical  activity;  and  (2)  to  demonstrate  that  the  occurrence  of 
complications  of  diabetes  in  a  population  of  black  persons  with  diabetes  can 
be  reduced  through  interventions  designed  to  change  the  clinical  practices 
employed  by  the  health  care  system.     The  promising  results  of  this  project  can 
be  readily  implemented  through  a  network  of  state-based  diabetes  control 
programs   (DCPs) .     CDC  is  currently  providing  financial  assistance  to  state 
health  departments  for  DCPs  in  26  states  and  one  territory. 

Chronic  and  Environmental  Disease  Prevention 

The  1992  House  Report  #102-121  stated  the  Committee  suggests  that  the  CDC 
collaborate  with  the  NIAID  to  develop  recommendations  regarding  evaluation  of 
functional  health  status  for  individuals  with  CFS ,  establish  standardized 
protocols  for  CFS  laboratory  tests,   and  store  sera  and  leucocyte  samples  from 
CFS  patients  for  future  testing  (page  48). 

Action  to  be  taken:   CDC  has  been  working  to  develop  a  prototype  CFS 
surveillance  and  followup  system  to  better  estimate  the  prevalence,  incidence, 
course,   and  impact  of  CFS.     Utilizing  well  characterized  patients  identified 
through  the  CFS  surveillance  system,   the  CID  has  initiated  case -control 
studies  of  CFS  in  the  Atlanta  area  designed  to  identify  associated  objective 
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laboratory  markers  of  CFS  and  to  test  viral  etiologic  hypotheses.     CDC  is 
initiating  a  collaoration  with  NIAID  to  further  such  activity. 

CID  is  currently  maintaining  the  CFS  surveillance  and  long-term  follow-up 
system  in  four  sites  --  Kent  County,  Michigan;   Sedgwick  County,  Kansas;  Reno 
area,  Nevada,   and  the  5  metropolitan  Atlanta  area  counties,  Georgia.     Of  the 
initial  250  patients  referred  and  classified  in  the  system,   65   (26%)  fulfill 
the  published  criteria  for  CFS.     An  additional  15%  meet  the  two  major  criteria 
for  CFS  but  do  not  have  all  eight  required  minor  criteria. 

Chronic  Fatigue  Syndrome 

The  1992  Senate  Report  #102-104  stated  the  Committee  commends  the  CDC  for  the 
progress  that  is  being  made  on  the  surveillance  networking  system.  The 
Committee  suggests  that  the  CDC  work  to  develop  recommendations  to  the  U.S. 
biomedical  community  standardized  clinical  data  collection  instruments  and 
procedures  for  evaluation  of  functional  health  status  in  CFS,   advise  on  the 
establishment  of  standardized  protocols  for  CFS  laboratory  tests,  and  store 
sera  and  leucocyte  samples  from  CFS  patients  for  future  testing.     Some  of  this 
work  can  be  cooperative  with  NIAID.    (page  67). 

Action  to  be  taken:     As  a  part  of  the  development  of  the  methodology  for 
surveillance  of  CFS,   CDC  has  developed  standardized  clinical  data  collection 
instruments,   developed  procedures  for  evaluation  of  functional  health  status, 
and  determined  a  minimum  set  of  diagnostic  laboratory  tests  (used  to  exclude 
other  possible  causes  of  fatigue).     This  information  has  been  provided  to 
NIAID  to  help  standardize  the  diagnosis  and  classification  of  CFS  cases. 

Drawing  on  patients  identified  through  the  surveillance  system,   CDC  has 
carried  out  a  pilot  case-control  study  during  1991  and  has  developed  a 
protocol  for  an  expanded  study  designed  to  identify  clinical  or  laboratory 
markers  for  CFS  to  be  initiated  during  this  coming  year.     CDC  has  stored  sera 
from  patients  who  have  participated  in  its  1991  CFS  case-control  study  and 
plans  to  continue  this  practice  in  future  laboratory  studies. 

Chronic  and  Environmental  Diseases   (Adult  Chronic  Disease) 

The  1992  Conference  Committee  Report  #102-282  stated  the  conferees  expect  that 
the  increase  provided  for  the  disabilities  prevention  program  will  be  used  to 
expand  the  number  of  States  supported  and  to  increase  support  for  currently 
supported  States.     Because  significant  increases  to  programs  aimed  at  the 
prevention  of  adult  chronic  disease  have  been  provided,   funds  should  not  be 
utilized  for  similar  activities  under  the  disabilities  prevention  program 
(page  22). 

Action  to  be  taken:   Funds  for  state-based  capacity  building  projects  for 
prevention  of  disabilities  have  been  awarded  to  21  states  (9  continuation 
awards,   12  new  awards).     CDC  plans  to  fund  7  to  9  additional  state  capacity 
building  projects  and  h  to  6  demonstration/epidemiology  projects  by  the  end  of 
FY  1992.     Selected  developmental  disabilities,  head  and  spinal  cord  injuries, 
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and  secondary  conditions  in  persons  with  selected  developmental  disabilities 
are  targeted  for  disabilities  prevention. 

Lead  Poisoning  Prevention 

The  1992  House  Report  #102-121  stated  childhood  lead  poisoning  prevention 
programs  funded  by  CDC  should  work  in  tandem  with  the  Department  of  Housing 
and  Urban  Development  lead-based  paint  abatement  programs.     Both  agencies 
should  work  together  to  determine  where  program  efforts  should  be 
concentrated.     The  Committee  feels  very  strongly  that  CDC  and  HUD  should  place 
emphasis  on  those  areas  where  children  are  identified  with  lead  poisoning  from 
lead  paint  (page  44). 

Action  to  be  taken;  The  CDC  childhood  lead  poisoning  prevention  program  has 
focused  its  efforts  on  those  areas  with  demonstrated  childhood  lead  poisoning 
problems.    All  of  the  programs  funded  so  far  have  been  in  communities  where 
children  have  been  identified  with  lead  poisoning  from  lead-based  paint. 

For  the  past  several  years,  CDC  has  been  participating  with  HUD  and  other 
agencies  on  interagency  task  to  address  issues  related  to  lead-based  paint. 
This  task  force  meets  approximately  once  a  month  and  has  been  extremely  useful 
in  ensuring  coordination  of  Federal  activities  related  to  lead-based  paint. 
In  addition,  CDC  contributed  to  HUD's  Comprehensive  and  Workable  Indian 
Housing .  and  HUD  participated  in  the  development  of  the  HHS  Strategic  Plan  for 
the  Elimination  of  Childhood  Lead  Poisoning.     Besides  their  formal 
relationship  on  the  task  force,   staff  from  CDC  and  HUD  also  work  together  on 
an  informal  basis.     For  example,  HUD  and  CDC  have  jointly  assisted  the 
Pennsylvania  Department  of  Health  development  a  plan  for  spending  funds 
appropriated  by  the  state  for  abatement  of  lead-based  paint.     Discussions  have 
already  begun  on  how  the  childhood  lead  poisoning  prevention  programs  funded 
by  CDC  will  work  with  lead-based  paint  abatement  programs  to  be  funded  by  HUD. 

Cancer  in  Native  Americans 

The  1992  Senate  Report  #102-104  stated  the  Committee  urges  that  this  effort  be 
done  in  cooperation  with  CDC  to  establish  an  Indian  women's  cancer  initiative 
to  encourage  more  research  related  to  cancer  and  Indian  women  with  regard  to 
epidemiology,  effective  detection  and  prevention  programs,  culturally 
sensitive  education  and  outreach,  aad  improved  treatment  for  Indian  women  with 
cancer  ( page  87 ) . 

Action  to  be  taken: 

The  CDC,  through  implementation  of  the  Breast  and  Cervical  Cancer  Mortality 
Prevention  Act  of  1990,  has  encouraged  states  receiving  awards  to  develop  and 
implement  breast  and  cervical  cancer  early-detection  programs  for  Native 
American  women  collaboratively  with  the  Indian  Health  Service  (IHS).  In 
addition,  collaborative  efforts  with  the  IHS  in  Alaska  have  provided 
epidemiologic  support  and  funding  for  support  of  the  IHS  Cancer  registry.  The 
CDC  has  entered  into  a  memorandum  of  agreement  with  the  IHS  to  promote 
interagency  activities  in  cancer  control.     A  CDC  employee  will  be  assigned  to 
Albuquerque,  New  Mexico  to  assist  IHS  with  their  cancer  control  activities. 

Injury  control 

The  1992  Senate  Report  #102-104  stated  the  Committee  is  concerned  that 
although  suicide  is  considered  to  be  one  of  the  major  public  health  hazards 
facing  our  nation  today,  there  does  not  appear  to  be  any  systematic  planning 
to  address  this  problem,  either  for  the  adolescent  population  or  the  elderly. 
The  Committee  urges  CDC  to  develop  a  special  planning  task  force  on  this 
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subject  and  to  consider  utilizing  appropriate  expertise,  such  as  that  of  the 
Institute  of  Medicine,   (page  70). 


Action  to  be  taken:  In  FY  1992,  CDC  will  lead  an  effort  to  develop  a  set  of 
case  definitions  for  suicide  and  related  phenomena.  This  action  is  a  critical 
step  in  advancing  epidemiologic  research  on  the  causes  and  interventions  for 
suicide.  Currently,  it  is  difficult  for  researchers  to  compare  and  contrast 
their  findings  because  of  the  absence  of  uniform  definitions  in  the  field  of 
suicide  research. 

CDC  will  work  in  conjunction  with  the  National  Center  for  the  Study  and 
Prevention  of  Suicide  to  sponsor  a  series  of  workshops  where  scientists  from 
CDC,   the  National  Institute  of  Mental  Health,  and  key  researchers  and 
research-oriented  practitioners  working  in  the  field  of  suicidology  can  work 
together  to  standardize  and  operationalize  the  nomenclature  and  definitions 
used  in  suicide  research.     These  standardized  definitions  will  greatly 
facilitate  the  conduct  and  interpretation  of  future  suicide  research  and 
program  evaluation  efforts. 


Injury  Control 

The  1992  Senate  Report  #102-104  stated  head  injury  is  a  major  cause  of  death 
and  lifelong  functional  limitations  in  children  as  well  as  adults.  The 
Committee  urges  CDC  to  make  head  injury  a  priority  in  order  to  prevent  and 
decrease  the  high  urges  of  mortality  and  morbidity  in  children,  youth,  and 
adults.     The  Committee  urges  CDC  to  focus  on  the  implementation  of  the 
recommendations  set  forth  by  the  Federal  interagency  task  force  report  (page 
70). 


Action  to  be  taken:     CDC  is  making  head  injury  an  area  of  emphasis  for  the 
injury  control  program.     In  FY  1992,  CDC  will  work  towards  developing  uniform 
surveillance  guidelines  for  head  injuries  which  include  uniform  definitions 
for  head  injury,  a  minimum  set  of  core  variables  to  be  collected  by  federal, 
state,  and  local  surveillance  systems,  and  guidelines  for  reporting  data 
through  the  National  Electronic  Telecommunication  Surveillance  System.  CDC 
will  form  a  working  group  of  head  injury  experts  to  review  existing 
definitions  and  develop  surveillance  guidelines  for  uniform  reporting  of  head 
inj  ury . 

As  the  lead  agency  for  traumatic  brain  injury  coordination,  CDC  has  developed 
an  implementation  plan  for  the  6  national  strategy  recommendations  in  the 
Federal  Interagency  Head  Injury  Task  Force  report.     Progress  is  being  made 
toward  meeting  the  recommendations  of  the  Task  Force.     Most  notably,  the 
National  Institute  for  Neurologic  Disorders  and  Stroke  at  NIH  and  the  National 
Institute  for  Disability  and  Rehabilitation  Research  in  the  Department  of 
Education  are  well  on  the  way  toward  establishing  the  creation  of  a  national 
network  of  regional  head  injury  research  centers  and  systems  of  care 
(Recommendations  4  and  5).     Also,   the  National  Committee  on  Vital  and  Health 
Statistics  has  recommended  an  expansion  of  the  Uniform  Hospital  Discharge  Data 
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Set  to  incorporate  the  coding  of  external  cause  of  injury  for  hospitalized 
patients  (Recommendation  1) . 


Inlurv  control 

The  1992  House  Report  #102-121  stated  the  Committee  directs  that  the  entire 
program  increase  over  1991  be  devoted  to  extramural  research  grants,  as 
opposed  to  the  public  information  campaign  proposed  in  the  budget  request. 
The  Committee  has  no  objection  to  the  information  campaign,  but  it  believes 
that  it  is  of  lower  priority.     The  additional  research  grants  should  be 
concentrated  in  the  area  of  youth  violence.     Efforts  should  also  be  made  to 
fund  additional  biomechanics  research.     The  Committee  understands  that  no  new 
extramural  research  grants  are  being  funded  in  1991;  this  is  discouraging  to 
the  Committee  and  to  the  researchers  around  the  country  who  have  submitted 
proposals  that  have  been  approved  but  have  not  been  funded.     The  Committee 
encourages  CDC  to  examine  the  rather  erratic  pattern  of  extramural  funding  in 
this  program  in  recent  years  with  a  view  towards  improving  its  consistency 
(page  49). 


Action  to  be  taken:     In  fiscal  year  1992,  CDC  plans  to  spend  an  additional 
$1.5  million  extramurally  to  identify,  implement  and  evaluate  methods  for 
preventing  youth  violence.    An  additional  half  million  dollars  will  support 
biomechanics  research. 


Injury  control 

The  1992  House  Report  #102-121  stated  the  Committee  recommendation  includes 
funds  for  CDC  to  develop,  implement,  and  evaluate  community -based  programs 
designed  to  reduce  the  incidence  and  health  consequences  of  youth  violence  in 
minority  and  low- income  communities.    We  are  pleased  that  groundwork  for  this 
process  has  already  been  established  by  the  Forum  on  Youth  Violence  in 
Minority  Communities  which  recommended  the  following  strategies  to  establish 
effective  youth  violence  prevention  programs:   (1)  develop  community 
guidelines;   (2)  establish  community  demonstration  projects;   (3)  evaluate  new 
prevention  interventions;  and  (4)  mobilize  the  public  health  community  (page 
49). 

Action  to  be  taken:     The  additional  $1.5  million  CDC  plans  to  spend 
extramurally  in  the  area  of  youth  violence  will  support  efforts  to  develop, 
implement  and  evaluate  community-based  programs  designed  to  reduce  the 
incidence  and  health  consequences  of  youth  violence. 

Injury  control 

The  1992  House  Report  #102-121  stated  the  Committee  also  recommends  that  CDC 
address  the  issue  of  care  within  the  correctional  system,  particularly  as  it 
related  to  prevention  and  reduction  activities  for  incarcerated  youth  (page 
49)  . 
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Action  to  be  taken:     CDC  plans  to  fund  youth  violence  prevention  activities 
that  may  extend  to  persons  in  the  correctional  system,  but  current  funding 
does  not  permit  the  initiation  of  new  projects  targeted  to  incarcerated  youth 
compared  to  the  other  existing  projects. 

Occupational  Safety  and  Health 

The  1992  Senate  Report  102-104  stated  that  the  Committee  is  concerned  over 
increasing  reports  of  Federal  workers  developing  respiratory  and  other  health 
problems  that  are  related  to  sick  building  syndrome.     The  Committee  encourages 
NIOSH  to  conduct  health  hazard  evaluations  to  determine  health  and  safety 
problems  that  need  to  be  remedied.     While  the  Committee  strongly  feels  that 
Federal  workers  are  entitled  to  protection,  NIOSH  is  cautioned  to  use 
judgement  so  that  it  is  not  put  in  a  position  of  responding  to  frivolous 
requests  (page  72) . 

Action  to  be  taken:     At  the  end  of  1990,  NIOSH  received  numerous  requests  to 
conduct  health  hazard  evaluations  at  various  federal  facilities.  These 
requests  have  been  prioritized  and  NIOSH  will  respond  accordingly  by 
conducting  health  hazard  evaluations.  NIOSH  plans  to  conduct  six  of  these 
health  hazard  evaluations  between  January  and  March  of  1992. 

In  addition,  NIOSH  is  conducting  several  baseline  research  studies  in  federal 
facilities  to  investigate  potential  factors  contributing  to  indoor 
environmental  problems.     One  of  these  studies,   in  a  federal  facility  in  Silver 
Springs,  Maryland,   is  designed  to  evaluate  indoor  environmental  conditions  and 
health  concerns  as  they  relate  to  changes  in  building  occupancy  and  duration 
of  occupancy.     NIOSH  is  attempting  in  this  study  to  evaluate  the  changing 
impact  on  the  environment  of  emissions  from  furnishings,  use  of  office 
equipment,  human  occupancy,   etc.,   and  to  compare  such  changes  with  reported 
health  concerns  of  the  occupants.     Another  study  in  a  federal  facility  in 
Missouri  is  assessing  baseline  health  concerns  and  environmental  conditions  in 
a  building  in  which  there  are  not  known  indoor  environmental  concerns. 

Occupational  Safety  and  Health 

The  1992  Senate  Report  102-104  stated  that  the  Committee  recommends  that  NIOSH 
support  studies  which  will  enhance  understanding  of  work- related  exposure  of 
nurses  to  blood  and  bloodborne  pathogens,   including  HIV.     NIOSH  should 
initiate  studies  on  how  work-related  accidents  involving  nurses  in  acute  care 
settings  and  long-term  care  settings  can  be  prevented  (page  72). 

Action  to  be  taken:     In  FY  1992,  NIOSH  is  supporting  research  and  training 
activities  to  improve  understanding  and  to  prevent  work-related  exposure  of 
nurses  and  other  health-care  workers  to  blood  and  bloodborne  pathogens, 
including  HIV.     Research  is  evaluating  injuries  involving  sharps,  addressing 
both  the  use  and  disposal  of  sharps  in  various  health  care  settings.  This 
work  also  includes  the  evaluation  of  opportunities  for  engineering  solutions 
to  improve  the  safety  of  health-care  workers. 
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In  addition,  NIOSH  is  supporting  a  three  year  study,  which  will  be  completed 
in  FY  1992,  evaluating  compliance  of  physicians,  nurses,  and  other  health  care 
workers  with  CDC  guidelines  for  preventing  transmission  of  bloodborne 
pathogens.     Findings  from  this  study  will  help  NIOSH  prevalent  hazardous 
working  conditions  and  target  training  and  other  prevention  strategies. 

Increased  concerns  on  the  part  of  health  care  employers  and  health  care 
workers  regarding  the  hazards  of  bloodborne  disease  transmission  may  result  in 
an  increasing  number  of  requests  to  the  NIOSH  Health  Hazard  Evaluation  (HHE) 
program  to  evaluate  potentially  hazardous  working  conditions. 

Occupational  Safety  and  Health 

The  1992  Senate  Report  102-104  stated  that  the  Committee  is  concerned  that 
research  moneys  provided  by  the  OSHA  agreement  with  John  Morrell  Co.  remain 
unobligated.     The  Committee  directs  that  these  moneys  be  used  for  cooperative 
agreements  to  be  finalized  no  later  than  November  1,   1991.     The  cooperative 
agreement  approach  is  directed  because  of  the  impressive  resources  and 
expertise  available  to  NIOSH  in  the  private  sector,   including  both  nonprofit 
and  for  profit  organizations  (page  72) . 

Action  to  be  taken:     NIOSH  plans  to  award  a  cooperative  agreement  by  June 
1992.     The  cooperative  agreement  will  be  to  design  and  implement  a  project 
evaluating  the  effectiveness  of  methods  for  preventing  musculoskeletal 
disorders  in  the  red  meat  meatpacking  industry.     NIOSH  is  presently  evaluating 
available  research  and  data  regarding  the  design  of  this  prevention  project 
and  obtaining  peer  review  of  plans. 

Occupational  Safety  and  Health 

The  1992  Conference  Report  102-282  stated  that  the  conferees  are  concerned 
about  the  relative  distribution  of  funding  for  the  NIOSH  extramural  program. 
The  amount  used  to  fund  extramural  grants  represented  only  8  percent  of  the  FY 
1991  research  budget.     The  conferees  encourage  the  distribution  of  research 
funds  to  a  wider  spectrum  of  peer-reviewed  recipients  (page  22). 

Action  to  be  taken:  In  FY  1992,  approximately  31  percent  of  the  NIOSH 
research  program  is  extramural.  All  extramural  grants,  contracts,  and 
cooperative  agreements  go  through  a  peer-review  process. 

Occupational  Safety  and  Health 

The  1992  Senate  Report  #102-104  stated  the  Committee  was  pleased  to  learn  of 
NIOSH 's  efforts  during  the  past  year  to  work  with  the  American  Psychological 
Association  in  order  to  reduce  workplace  injuries  and  job  related  stress. 
According  to  NIOSH,  psychologic  injuries  are  one  of  the  leading  causes  of 
death  and  disability  in  the  Nation.     The  Committee  urges  NIOSH  to  continue  its 
efforts  in  this  particular  area.     The  Committee  would  be  especially  supportive 
of  postdoctoral  psychological  training  initiatives  targeted  toward  developing 
expertise  in  preventing  workplace  injuries  and  the  reduction  of  occupational 
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stress.     While  occupational  stress  issues  directly  impact  American  economic 
competitiveness,   the  Committee  is  concerned  that  historically  relatively 
little  has  been  undertaken  in  this  area.     The  Committee  encourages  NIOSH  to 
make  funds  available  for  workplace  stress  initiatives,   that  a  focus  be  given 
to:  knowledge  of  working  conditions  and  worker  populations  at  risk  for  job 
stress;  better  understanding  of  the  health  effects  and  related  social  and 
economic  costs  of  job  stress;   and  ways  to  control  stress,   including  job 
redesign  (page  73) . 


Action  to  be  taken:     NIOSH  will  continue  to  work  with  the  American 
Psychological  Association  (APA)  in  its  efforts  to  address  job-related  stress. 
NIOSH  and  the  APA  plan  to  hold  another  joint  conference  on  this  subject  in 
November  1992. 

NIOSH  is  planning  a  new  program,  beginning  in  1992,  to  support  postdoctoral 
training  of  psychologists  in  the  evaluation  and  control  of  job-related  stress 
and  psychological  disorders. 

NIOSH  is  conducting  various  research  evaluating  job-related  stress  and  its 
prevention.     This  includes  research:     to  establish  new  physiological  and 
psychological  indices  of  job  stress;   to  evaluate  the  interaction  of  job  stress 
and  worker  health  complaints  in  work  places  identified  as  having  indoor 
environmental  problems;  to  assess  job  stressors  in  information  processing  work 
and  the  relationship  between  this  job  stress  and  the  occurrence  of  cumulative 
trauma  disorders;   to  evaluate  the  potential  for  job  stress  resulting  from 
electronic  monitoring  of  work  performance;   and  to  develop  strategies  to 
control  stress  in  computer-mediated  work. 

NIOSH  is  planning  a  new  study  to  evaluate  organizational  factors  and  work 
practices  in  organizations  with  low  rates  of  stress-related  disorders.  This 
research  should  assist  NIOSH  in  developing  recommendations  for  reducing  job- 
related  stress. 


Epidemic  Services 

The  1992  Senate  Report  #102-104  and  the  House  Report  #102-121  stated  the 
Committees  have  learned  of  the  inconsistency  throughout  the  states  with 
respect  to  standard  autopsy  and  reporting  protocol  for  unexplained  infant 
deaths,  or  sudden  infant  death  syndrome.     To  improve  upon  this  situation,  the 
Committee  recommends  that  the  HHS  interagency  SIDS  panel  review  and  establish 
updated  standard  death  scene  protocol  for  sudden  infant  death  syndrome 
incidents.     The  Committee  encourages  the  interagency  panel  to  utilize  input 
and  advice  from  medical  examiners,  coroners,  forensic  and  pediatric 
pathologists,  epidemiologists,  experts  in  the  SIDS  field,  and  state 
jurisdictions  that  have  had  success  in  implementing  standard  protocols, 
(pages  74-Senate  and  51-52  House). 


Action  to  be  taken:  The  CDC  is  collaborating  with  the  National  Institute  of 
Child  Health  and  Human  Development  and  the  Indian  Health  Service  (IHS)  to 
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develop  standard  protocols  for  scene  investigation  and  autopsy  of  infant 
deaths  in  two  locations,  the  city  of  Chicago  and  the  Aberdeen  Area  of  IHS . 

There  are  three  major  national  associations  of  medical  examiners,  coroners, 
and  forensic  pathologists:     the  National  Association  of  Medical  Examiners,  the 
American  Academy  of  Forensic  Sciences,  and  the  International  Association  of 
Coroners  and  Medical  Examiners.     The  CDC,  through  its  Medical  Examiner/Coroner 
Information  Sharing  Program  (MECISP) ,  has  developed  a  close  working 
relationship  with  these  associations.     In  conjunction  with  the  HHS  interagency 
sudden  infant  death  syndrome  (SIDS)  panel,  CDC  will  obtain  comments  from  these 
forensic  associations,  as  well  as  other  experts  in  the  study  of  SIDS,  on  the 
standard  SIDS  protocols  under  development  and  on  the  best  approach  to 
implementing  such  protocols  nationwide. 

Epidemic  Services 

In  the  1992  Senate  Report  #102-104  the  Committee  stated  that  bringing  public 
health  problems  to  rapid  and  successful  conclusions  prevent  costly  morbidity 
and  mortality.     Even  without  considering  the  human  factor  involved,  the  cost- 
effectiveness  of  these  epidemic  services  has  been  well  documented.  Activities 
continue  to  range  from  identifying  cases  of  food  poisoning  from  contaminated 
food  to  the  large  investigations,  such  as  legionnaires  disease,  and  toxic 
shock  syndrome.     The  Committee  emphasizes  the  importance  of  CDC  continuing  to 
provide  the  United  States  with  a  ready  and  competent  staff  to  travel  to  any 
part  of  the  world  to  investigate  epidemics  which  impact  on  the  health  of  the 
U.S.  population  (page  73-74). 

Action  to  be  taken:     CDC  recognizes  the  increasing  need  and  demands  for 
trained  epidemiologists  in  the  U.S.  to  address  the  myriad  of  problems 
challenging  public  health  professionals  today,   including  chronic  and 
infectious  diseases,  environmental  hazards  and  injuries,  and  occupational 
health  problems.     CDC  will  increase  the  number  of  public  health  professionals 
with  appropriate  epidemiologic  experience  who  can  effectively  respond  to 
domestic  and  international  disasters  and  epidemics.     To  attain  this  goal  of 
increased  health  professionals,  CDC  will  collaborate  with  state  and  local 
health  departments,  other  federal  agencies,  and  international  organizations  to 
identify  and  use  reimbursable  mechanisms  and  other  appropriate  resources. 


Epidemic  Services 

The  1992  House  Report  #102-121  stated  the  Committee  recognizes  CDC's 
recruitment  and  in-house  training  programs.     However,  these  efforts  have  not 
produced  the  balanced  workforce  needed.     To  assist  in  this  effort  special 
training  initiatives  are  necessary  to  prepare  and  develop  underrepresented 
minority  groups  for  careers  in  public  health  prevention  programs.  The 
Committee  supports  a  multifaceted  program  of  training  in  the  biological, 
medical,  and  behavioral  sciences  to  be  undertaken  in  CDC's  Office  of  Minority 
Health  (page  51). 
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Action  to  be  taken:  CDC's  program  of  training  will  provide  learning 
experiences  to  undergraduate,  graduate,  and  professional  school  students 
throughout  the  U.  S.     The  focus  will  be  to  complement  their  current 
educational  backgrounds  to  enhance  the  probability  of  them  pursuing  public 
health  careers. 


Epidemic  Services 

The  1992  House  Report  #102-121  stated  that  the  Committee  urges  CDC  to  initiate 
a  community-based  prostate  cancer  prevention  and  control  program  in 
underserved  populations  to  diminish  morbidity  and  mortality  associated  with 
this  disease.     CDC  should  consider  beginning  demonstration  programs  for 
surveillance,  epidemiologic  studies,  assessment  of  patient  and  provider 
attitudes,  and  assessment  of  the  availability  of  screening  and  curative 
services  (page  51). 

Action  to  be  taken:     Current  CDC  resources  for  cancer  control  activities  are 
from  appropriations  for  implementation  of  the  Breast  and  Cervical  Cancer 
Mortality  Prevention  Act  of  1990  and  cannot  be  utilized  for  efforts  directed 
at  other  cancers. 


Health  Statistics 

The  1992  Senate  Report  #102-104  stated  that  the  Committee  is  concerned  that 
the  statistics  developed  by  CDC  do  not  accurately  reflect  the  ethnic  diversity 
of  the  State  of  Hawaii.     Native  Hawaiians,  for  example,  have  extraordinarily 
severe  health  care  needs,  as  do  American  Samoans.     CDC's  reporting  aggregate 
figures  for  the  State  as  a  whole  does  not  accurately  reflect  these  special 
needs.     CDC  should  work  closely  with  the  State  of  Hawaii  to  ensure  that 
accurate  data  is  reported  in  the  future  (page  75) . 


Action  to  be  taken:    Under  the  National  Vital  Statistics  System,  states 
cooperate  with  CDC's  National  Center  for  Health  Statistics  (NCHS)  to  produce 
national  data  on  births,  deaths,  and  other  vital  events.    Under  uniform 
guidelines  specified  by  NCHS,  states  code  these  events  by  racial  and  ethnic 
group.     These  guidelines  provide  a  separate  code  for  Native  Hawaiians.  NCHS 
obtains  data  for  Native  Hawaiians  from  all  states  and  registration  areas. 

Under  the  National  Notifiable  Diseases  Surveillance  System,  states  are 
required  to  provide  CDC  with  surveillance  data  on  selected  conditions  (e.g., 
measles,  sexually  transmitted  diseases).     State  health  departments  are 
required  to  report  race  in  one  of  six  categories:     American  Indian/Alaskan 
Native;  Asian  or  Pacific  Islander;  Black;  White;  Other;  and  Unknown.  Hispanic 
ethnicity  is  also  indicated  (yes,  no,  unknown).     States,  however,  may  expand 
their  own  race  coding  to  include  additional  categories  according  to  the 
specific  needs  of  the  state,  such  as  Hawaii.     The  Epidemiology  Program  Office, 
CDC,  assisted  the  State  of  Hawaii  in  the  design  of  a  system  that  includes 
about  36  different  codes  for  Asian/Pacific  Islander  groups,  one  of  which 
identifies  a  person  as  Hawaiian  or  Part-Hawaiian. 
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Human  Immunodef icjency  virus 

The  1992  Senate  Report  #102-104  and  the  1992  House  Report  #  102-121  stated 
that  the  Committee  disagrees  with  the  administration's  proposal  to  provide 
HIV/AIDS  counseling,  testing,  and  partner  notification  funds  under  the  Ryan 
White  Comprehensive  AIDS  Resources  Emergency  Act  of  1990  [CARE] .    As  a  result 
of  this  change,  more  than  40  States  will  receive  less  money  in  1992  than  they 
did  in  1991.     In  addition,  CARE  requires  that  at  least  35  percent  of  funds  be 
spent  for  other  clinical,  diagnostic,  and  therapeutic  HIV  services.  Many 
States  have  told  the  Committee  that  this  would  greatly  reduce  this  ability  to 
provide  counseling,  testing,  and  partner  notification  services  and  would 
require  separating  trained  health  employees.     It  is  important  to  have  a  system 
in  place  where  people  can  receive  counseling  and  testing  to  determine  whether 
they  have  HIV  infection,  and  then  provide  partner  notification  services  so 
infected  persons  can  change  their  behavior  to  stop  further  transmission  of  the 
disease  and  seek  treatment  for  themselves  (pages  76-Senate  and  52-53  House). 


Action  to  be  taken: 

Pursuant  to  instructions  from  Congress,  CDC  plans  to  continue  awarding  FY  1992 
funds  in  the  amount  of  $102  million  for  HIV- antibody  counseling,  testing, 
referral,  and  partner  notification  (CTRPN)  activities  through  its  existing  HIV 
prevention  cooperative  agreements  with  state  and  selected  local  health 
departments.     In  addition,  CDC  has  released  a  new  program  guidance  document 
for  optional  use  by  state  and  local  HIV  prevention  cooperative  agreement 
recipients  in  FY  1992.     HIV  prevention  programs  may  use  this  guidance  document 
to  redirect  FY  1992  funds  for  implementation  of  new  activities.     In  FY  1993, 
CDC  plans  to  incorporate  the  new  program  guidance  in  the  HIV  prevention 
cooperative  agreement  program  announcement. 

The  new  program  guidance  was  developed  in  consultation  with  representatives 
from  state  and  local  health  departments  and  national  organizations  involved  in 
HIV  prevention  efforts.     This  program  guidance  reflects  the  most  current  HIV 
prevention  strategies,  incorporates  many  of  the  activities  authorized  under 
the  CARE  Act,  and  provides  important  flexibility  to  state  and  local  health 
departments  so  that  they  may  utilize  their  resources  in  meeting  local  HIV 
prevention  needs. 

In  addition  to  the  standard  range  of  HIV-antibody  CTRPN  activities,  the  new 
program  guidance  authorizes  other  early  intervention  activities.     For  example, 
as  resources  permit,  programs  may  routinely  offer  tests  to  determine  immune 
system  functioning,  such  as  CD4+  cell  testing,  and  ongoing  prevention 
counseling  and  case  management.     Programs  are  strongly  encouraged  to  improve 
linkages  with  other  health,  medical,  and  psychosocial  service  providers. 


Human  Immunodeficiency  Virus 

The  1992  Senate  Report  #102-104  and  the  House  Report  #102-121  stated  that  the 
Committee  encourages  CDC  to  expand  its  support  of  projects  to  develop  pharmacy 
based  AIDS  education  and  prevention  (pages  77-Senate  and  55-House). 


Action  to  be  taken:  The  CDC  has  increased  annual  funding  to  the  Foundation  of 
Pharmacists  and  Corporate  America  For  AIDS  Education  (FPCA)  from  $60,000  to 
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$125,000  to  support  a  demonstration  project  in  Alabama.     This  project  builds 
upon  the  public/private  sector  collaboration  initiated  several  years  ago  by  an 
Alabama-based  drug  store  chain  (HARCO  Pharmacies)  which  expressed  an  interest 
in  preventing  the  further  spread  of  HIV  in  the  community  and  addressing  the 
needs  of  the  HIV-positive  clientele  served. 

The  project  will  distribute  HIV  prevention-related  materials  through  several 
hundred  pharmacy  locations  and  train  pharmacists  to  deliver  HIV  prevention 
information  in  those  pharmacies  and  in  the  community.     This  demonstration 
project  is  being  conducted  through  close  collaboration  between  CDC,  FPCA,  the 
Alabama  Department  of  Public  Health,  the  Alabama  AIDS  Task  Force,  the  Alabama 
pharmacy,  medical  and  nursing  associations,  and  others.     Private  sector  (e.g., 
pharmacy  and  pharmaceutical  industry)  support  and  involvement  in  the  project 
is  also  being  actively  sought. 

Human  Immunodeficiency  Virus  (HIV) 

The  1992  House  Report  #102 -i21  stated  the  Committee  urges  CDC  to  take 
advantage  of  the  relationships  formed  through  HIV/AIDS  education.  This 
Committee  recommends  that  funds  directed  towards  school  and  college -aged  youth 
be  used  to  ensure  that  our  young  people  begin  to  receive  the  health  education 
they  need.     The  time  to  prevent  health-damaging  behavior  patterns  is  before 
they  are  established;  comprehensive  health  education  in  schools  takes 
advantage  of  that  time  (page  53) . 

Action  to  be  taken: 

The  CDC  provides  fiscal  and  technical  assistance  to  all  state,  5  territorial, 
and  16  local  education  agencies  to  implement  HIV  education  for  school-aged 
youth.     The  CDC  encourages  these  agencies  to  implement  HIV  education  as  part 
of  a  locally  determined,  comprehensive  school  health  education  program.  The 
CDC  has  implemented  a  Youth  Risk  Behavior  Surveillance  System  to  monitor 
important  risk  behaviors  among  high  school  students  through  national,  state 
and  local  surveys.    To  help  state  and  local  agencies  implement  comprehensive 
school  health  education  programs ,  CDC  has  established  40  comprehensive  school 
health  education  training  centers  and  hopes  to  implement  such  centers  in  each 
state.     The  CDC  also  provides  fiscal  and  technical  support  to  23  national 
organizations  to  assist  state  and  local  education  agencies  in  implementing 
comprehensive  HIV  education.     The  CDC  also  provides  fiscal  and  technical 
assistance  to  two  national  associations  and  five  universities  to  prevent  HIV 
infection  among  college  students. 

Human  Immunodeficiency  Virus  (HIV) 

The  1992  House  Report  #102-121  stated  that  in  FY  1991  the  Committee  provided 
funding  for  development  of  a  National  AIDS  Exhibit  program  to  teach  the 
general  public  and  high-risk  youth  about  HIV  infection.     The  CDC  has  extensive 
experience  with  school-based  AIDS  education  program  evaluation.     The  Committee 
expects  that  the  CDC  will  help  to  ensure  that  the  National  AIDS  Exhibit  and 
the  accompanying  curriculum  are  effective  educational  tools.     The  Committee 
recommends  that  the  CDC  evaluate  the  effectiveness  of  the  Exhibit  and 
curriculum  in  increasing  knowledge  and  changing  behavior  (page  53-54). 
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Action  to  be  taken: 

The  CDC  is  providing  grant  funds  to  the  Corporation  for  AIDS  Exhibits  to 
improve  HIV  prevention  knowledge  among  the  general  public  and  especially  youth 
at  increased  risk  of  HIV  infection.     The  grantee,  as  required  by  CDC,  is 
establishing  a  subcontract  to  evaluate  those  efforts. 


Human  Immunnrief iciencv  Virus  (HIV) 

The  1992  House  Report  #102-121  stated  the  Committee  continues  to  believe  that 
prevention  funded  through  community  based  organizations  is  a  critical  means 
for  reaching  the  diverse  populations  affected  by  this  epidemic.    The  Committee 
believes  that  the  CDC,  directly  through  its  grants  to  these  organizations,  and 
indirectly  through  its  cooperative  agreements  with  the  States  and  cities, 
should  emphasize  the  use  of  this  mechanism.     Special  emphasis  should  be  given 
to  funding  organizations  with  strong  ties  to  those  local  populations  targeted 
by  education  programs  (page  54) . 

Action  to  be  taken: 

The  CDC  provides  HIV/AIDS  prevention  cooperative  agreement  funding  to  state 
and  local  health  agencies  and  through  them  to  community-based  organizations 
(CBOs)  to  conduct  HIV  health  education  and  risk  reduction  activities .The  CDC 
also  directly  provides  funds  and  technical  assistance  to  CBOs  in  the 
metropolitan  statistical  areas  most  heavily  affected  by  HIV  infection  and 
AIDS.     In  1991,  94  CBOs  that  represent  and  serve  minority  and  other 
populations  were  funded. 

Human  Immunodeficiency  Virus  (HIV) 

The  1992  House  Report  #102-121  stated  the  Committee  urges  that  the  CDC  convene 
a  consensus  conference  of  experts,  consisting  primarily  of  clinicians  who 
treat  HIV-positive  women,  for  the  purpose  of  determining  HIV-related  symptoms 
specific  to  women  for  inclusion  in  the  CDC  AIDS  case  definition.  The 
Committee  recognizes  the  further  research  is  needed  to  provide  a  comprehensive 
list  of  gender-specific  HIV-related  conditions;  however,  the  epidemic  among 
women  necessitates  immediate  attention  to  this  critical  issue.    The  omission 
of  women-specific  opportunistic  infections  and  cancers  may  have  resulted  in 
undercounting  of  the  extent  of  the  AIDS  epidemic  in  this  Nation.  The 
Committee  also  recognizes  that  this  omission  has  implications  for  the 
appropriate  and  timely  diagnosis  and  treatment  of  women  by  physicians  (page 
54). 


Action  to  be  taken: 

The  CDC  is  currently  seeking  public  comment  on  the  surveillance  case 
definition  for  AIDS  from  all  interested  individuals  and  organizations.  As 
part  of  the  dialogue  on  the  AIDS  surveillance  case  definition,  CDC  will 
continue  to  consult  with  clinicians  treating  HIV-infected  women  to  address  the 
issue  of  whether  there  are  HIV-related  symptoms  specific  to  women  which  should 
be  included  in  the  AIDS  surveillance  case  definition.     The  CDC  is  considering 
additional  HIV  surveillance  efforts  directed  towards  conditions  specific  to 
women. 
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Human  Immunodeficiency  Virus  (HIV) 

The  1992  Conference  Report  #102-282  stated  the  conferees  place  high  priority 
on  the  continued  provision  of  effective  HIV  prevention  services.  The 
conferees  encourage  CDC  to  exercise  its  funding  flexibility  under  general 
authority  to  assure  that  HIV  prevention  services  and  program  supported  through 
the  CDC/State  Cooperative  Agreements  are  maintained  in  the  FY  1992  period 
(page  22). 

Action  to  be  taken:     Under  general  authority  CDC  will  continue  to  provide 
financial  assistance  to  state  and  selected  local  health  department  through  the 
HIV  prevention  cooperative  agreements  in  FY  1992.    CDC  plans  to  award  an 
additional  $2  million  in  new  (FY  1992)  funds  to  state  and  local  health 
departments  for  HIV  prevention  activities. 


1674 


32 


Preventive  Health  Services 
Activity: 

1.  Preventive  health  and  health 

services  block  grant: 
Grants:  PHSA  Title  XIX 

Section  1901(a)  

Program  operations:  PHSA 
Sections  301,  304,  306, 

307,  308,  310,  311  

and  327 

2 .  Prevention  centers : 

PHSA  Section  1706(e)   . 

3.  Sexually  transmitted  diseases: 
Grants:  PHSA  Section 

318(d)(1)  

Program  operations:  PHSA 
Sections  301,  307,  310, 
311,  and  327  

4.  Immunization: 
Grants:  PHSA  Section 

317(j)(l)(A)  

Program  operations :  PHSA 
Sections  301,  307,  310, 
311,  327  and  352   

Vaccine  Stockpile  -  PHSA 
Section  317(j ) (1) (c) (6) 

5.  Infectious  disease  prevention: 

PHSA  Sections  301,  307, 
310,  311,  327,  352, 
and  1102  

6.  Tuberculosis  prevention  grants: 

PHSA  Section  317(j)(2)  

Program  Operations  

7 .  Chronic  and  environmental 

disease  prevention: 
PHSA  Sections  301,  307, 
310,  311,  327,  352, 
and  1102  

8.  Lead  poisoning  prevention. . . . 

PHSA  Section  317A  


Authorizing  Legislation 

1992  1993 

Amount              1992  Amount 

Authorized    Appropriation  Authorized 


1  $129,000,000  a 

Indefinite         5,512,000  Indefinite 


$10,000,000  5,184,000 


Indefinite  258,822,000 

Indefinite  37,822,000 

Indefinite  — 

Indefinite  40,625,000 


Indefinite  15,321,000 
Indefinite  5,372,000 


Indefinite 


'I  77,525,000  a 

Indefinite        11,296,000  Indefinite 


Indefinite 

Indefinite 
Indefinite 


Indefinite 


Indefinite 
Indefinite 


1993 
Budget 
Request 


$  129,000,000 
5,521,000 

5,184,000 

77,638,000 
11,872,000 

289,272,000 


Indefinite  67,744,000  Indefinite 
1  21,302,000  * 
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9.    Ereast  &  cervical 

cancer  prevention: 
PHSA  Section  1509. 

10.     Injury  control: 

PHSA  Section  394. 


11. 


12. 


13. 


1992 

Amount  1992 
Authorized  Appropriation 


Indefinite  49,961,000 


Indefinite  27,377,000 


1993 
Amount 
Authorized 


Indefinite 


Indefinite 


Occupational  safety  and  health: 
PHSA  Sections,  301,  304, 
306,  308,  310,  311,  327; 
the  Occupational  Safety 
and  Health  Act  of  1970, 
Sections  20,  21,  and  22; 
and  the  Federal  Mine  Safety 
and  Health  Act  of  1977, 
Sections  101,  102,  103, 
201,  202  and  203  


Indefinite  103,450,000 


Epidemic  services: 
PHSA  Sections  301,  307, 

310,  311,  322,  325,  327, 

352,  353,  361  thru  369 

and  1102   Indefinite  73,022,000 

Health  statistics: 
PHSA  Sections  301,  304,  305, 

306,  307,  and  308   Indefinite  51,298,000 

PHSA  Section  306 (n)   7,500,000  975,000 


Indefinite 


Indefinite 


Indefinite 
10,000,000 


1993 
Budget 
Request 


69,961,000 
27,498,000 


,566,000 


77,711,000 


50,612,000 
975,000 


14.  Human  immunodeficiency  virus: 
PHSA  Sections  301,  307, 

310,  311,  317,  327,  352, 
and  1102  

15.  Buildings  and  facilities: 
PHSA  Section  321(a)  


16.  Program  management: 

PHSA  Title  III,  XIX,  and 
Section  1102;  the  Federal 
Mine  Safety  and  Health 
Act  of  1977,  Sections  20, 
21,  and  22;  and  the  Occupa- 
tional Safety  and  Health 
Act  of  1970,  Sections  101, 
102,  103,  201,  202, 
and  203  

Total  appropriation 


Indefinite  480,132,000  Indefinite  504,678,000 
Indefinite        25,600,000        Indefinite  15,000,000 


Indefinite  2,843,000 
$1,489,208,000 


Indefinite  3,497,000 
$1,600,685,000 


Authorization  has  expired.     An  extension  is  pending. 
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Appropriation  History  Table 

Disease  Control,  Research,  and  Training 
Budget  Estimate  House  Senate 


to  Conpiress 

Al  Iowa,  rice 

Allowance 

Appropriation 

1984 

$270,023,000  a 

$373,405,000 

$369,896,000 

$374,504,000 

1985 

280,364,000  2 

198,802,000  S 

402,730,000 

410,530,000 

1986 

392,092,000 

441,194,000 

480,277,000 

471,861,000 

1986 

Sequester 

-20,290,000 

-20,290,000 

-20,290,000 

-20,290,000 

1987 

379,846,000  2 

518,254,000 

541,862,000 

539,067,000 

1988 

552,956,000 

221,977,000  « 

802,987,000 

771,772,000 

1989 

523,146,000  2 

819,941,000 

979,357,000 

993,830,000 

1990 

573,558,000  * 

1,080,180,000 

1,114,338,000 

1,106,559,000 

1990 

Supplemental   

30,500,000 

1990 

Reduction 

-1,553,000 

1990 

Sequester 

-14,217,000 

1991 

1,171,595,000 

997,701,000  2 

1,350,747,000 

1,350,747,000 

1991 

Reduction 

-39,161,000 

1992 

1,396,927,000 

1,390,662,000 

1,540,982,000 

1,485,733,000 

1993 

1,600,685,000 

-  Funds  for  the  preventive  health  and  health  services  block  grants  were  requested 
in  the  Grants  to  States  for  Health  appropriation. 

S      Preventive  health  and  health  services  block  grants,  venereal  disease  grants,  and 
immunization  grants  not  considered  due  to  pending  request  for  extension  of 
authorization  which  expired  in  1984. 

2      Funding  for  AIDS  in  1987  in  the  amount  of  $45,800,000  was  requested  under  the 
appropriation  "Priority  Disease  Control  and  Research",  Office  of  the  Assistant 
Secretary  for  Health,  but  House  allowance,  Senate  allowance,  and  appropriation 
included  funding  for  AIDS  in  "Disease  Control,  Research,  and  Training". 

-  Funding  for  preventive  health  service  block  grants,  prevention  centers,  sexually 
transmitted  diseases  grants ,  and  immunization  grants  was  deferred  pending 
reauthorization  legislation. 

2      Funding  for  AIDS  in  1989  in  the  amount  of  $400,719,000  was  requested  under  the 
appropriation  of  "AIDS  Research  and  Education,"  Office  of  the  Assistant 
Secretary  for    Health,  but  House  allowance,  Senate  allowance,  and  appropriation 
included  funding  for    AIDS  in  "Disease  Control,  Research,  and  Training". 

S      HIV  funding  in  1990  for  $474,022,000  was  requested  under  the  appropriation  of 
"AIDS  Research  and  Education",  Office  of  the  Assistant  Secretary  for  Health. 

-  Immunization,  tuberculosis,  and  health  statistics  not  considered  due  to  pending 
request  for  extention  of  authorization  which  had  expired. 
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JUSTIFICATION 
Disease  Control,  Research,  and  Training 
(Dollars  in  Thousands) 
1992 

Current                        1993  Increase  or 
 Appropriation  Estimate  Decrease 


PTE  BA  PTE  BA  FTE  BA 

Preventive  health  &  health 
services  block  grants: 


Subtotal  

0 
18 
18 

$129,000 
5.512 
134,512 

0 
18 
18 

$129,000 
5.521 
134,521 

0 
_0 
0 

0 
_9 
9 

Prevention  centers  

0 

5,184 

0 

5,184 

0 

0 

Sexually  transmitted  diseases: 

0 

164 
164 

77 ,525 
11.296 
88,821 

0 

164 
164 

77,638 
11,872 
89,510 

0 
0 
0 

113 
576 
689 

Immunization: 

0 

226 
 0 

226 

258,822 
37,822 
0 

296,644 

0 

296 
0 

296 

289,272 
54,842 
5.000 
349,114 

0 
70 

 0 

70 

30,450 
17,020 
5.000 
52,470 

505 

40,625 

505 

41,518 

0 

893 

Tuberculosis  elimination 
Grant  

Chronic  and  environmental 

0 
45 
45 

586 

15,321 
5.372 
20,693 

67,744 

0 
45 
45 

586 

35,000 
5.372 
40,372 

66,943 

0 
0. 
0 

0 

19,679 
0 

19,679 
(801) 

Lead  poisoning  prevention. 

30 

21,302 

33 

40,000 

3 

18,698 

Breast  &  cervical  cancer 
mortality  prevention.... 

40 

49,961 

48 

69,961 

8 

20,000 

72 

27,377 

72 

27,498 

0 

121 

Occupational  safety  and  health: 

936 
 0 

92,478 
10.972 

900 
 0 

73,594 
10.972 

(36) 
0 

(18,884) 
0 

936 

103,450 

900 

84,566 

(36) 

(18,884) 

941 

73,022 

941 

77,711 

0 

4,689 

Health  statistics: 

456 
54 

48,310 
2.988 

456 
54 

47,591 
3.021 

0 
0. 

(719) 
33 

Subtotal  

510 

51,298 

510 

50,612 

0 

(686) 

HIV/AIDS  

848 

480,132 

892 

504,678 

44 

24,546 

Buildings  &  facilities.... 

0 

25,600 

0 

15,000 

0 

(10,600) 

70 

2.843 

 70 

3.497 

 0 

654 

Total  budget  authority...  4 
Reimbursable  FTE  

,991 
572 

$1,489,208 

5,080 
645 

$1,600,685 

89 
73 

$111,477 

Total  FTEs 


5,563 


5,725 


162 
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General  Statement 


The  1993  President's  Budget  continues  to  place  a  high  priority  on  prevention 
activities.     The  Centers  for  Disease  Control,  the  Nation's  prevention  agency, 
will  direct  efforts  at  those  major  causes  of  death  and  disability  where  the 
most  public  health  benefit  will  be  derived.     In  an  era  when  more  than  ever  is 
known  on  how  to  prevent  illness  and  injury,  CDC  is  aware  that  our  most 
important  public  health  task  is  to  make  prevention  a  practical  reality,  or  to 
help  people  help  themselves  to  lead  active,  healthy  lives.     CDC  is  also  taking 
an  aggressive  approach  in  determining  what  technologies  are  cost-effective  and 
in  building  consensus  in  the  role  of  prevention  and  health  promotion  in 
national  health  programs. 

The  progress  the  Nation  has  made  toward  achieving  the  National  Health 
Objectives  for  1990  is  now  being  documented  and  the  record  will  show  that 
tremendous  strides  have  been  made  in  reducing  the  impact  of  many  health 
problems.     However,  many  serious  public  health  challenges  remain.     CDC,  along 
with  the  Public  Health  Service,  will  be  addressing  these  challenges  and  are 
developing  the  tools  to  measure  our  progress  towards  the  National  Health 
Objectives  for  the  Year  2000. 

The  President's  Budget  for  CDC  requests  $1,600,685,000,  and  an  additional 
$34,206,000  from  amounts  available  under  section  2711  of  the  Public  Health 
Service  Act.     The  amounts  include  funding  for  the  following  high  priority 
activities : 


o  Childhood  Immunization  -  This  activity  has  received  an  increase  of 

$52.5  million  over  the  FY  1992  amount,  or  an  increase  of  18 
percent.     The  delivery  of  vaccines  continue  to  demonstrate  high 
benefit  cost  ratios.     The  benefit-cost  ratio  of  measles,  mumps, 
and  rubella  vaccine  is  estimated  to  be  over  14:1    and  the  benefit- 
cost  ratio  for  polio  immunization  remains  over  10:1,  translating 
into  an  estimated  savings  of  approximately  $1  billion  per  year  for 
polio,  and  $500  million  per  year  for  measles.     In  addition,   it  is 
estimated  that  for  the  period  1963-1990,  more  than  77.5  million 
cases  of  measles  and  25,200  cases  of  mental  retardation  have  been 
averted  and  7,750  children's  lives  have  been  saved  because  of 
immunization.     The  budget  request  includes  an  increase  to  fully 
implement  CDC's  portion  of  the  recommendations  of  "Measles  White 
Paper".     Grant  funds  will  be  used  to  assist  states  and  localities 
in  removing  barriers  to  immunization  and  to  support  vaccine 
delivery  infrastructure.     Also,   included  is  an  increase  to  expand 
the  universal  immunization  of  infants  against  hepatitis  B.  With 
these  funds,  an  additional  336,000  infants  served  by  the  public 
sector  can  be  immunized  against  hepatitis  B.     The  request  will 
also  permit  expansion  of  the  vaccine  stockpile  to  include  Hib, 
hepatitis  B,  and  the  new  acellular  DTP  vaccine. 
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Tuberculosis  Elimination  -  This  activity  has  received  an  increase 
of  $19.7  million  over  the  FY  92  amount,  or  an  increase  of  95 
percent.     Tuberculosis  incidence  has  risen  significantly  in  many 
parts  of  this  country  due  to  the  occurrence  of  TB  in  HIV-infected 
persons,  in  immigrants  and  refugees  from  high  TB  prevalence 
countries,  and  in  high-risk  persons.    From  1985  through  1990,  TB 
cases  increased  16  percent.    The  largest  increases  have  occurred 
in  the  25-44  year  olds.     In  this  age  group,  from  1985-1990,  there 
was  a  12  percent  increase  among  Asians,  a  25  percent  increase 
among  non-Hispanic  whites,  a  55  percent  increase  among  blacks,  and 
a  77  percent  increase  among  Hispanics.    Approximately  200 
multidrug-resistant  cases  have  been  identified  in  hospitals, 
correctional  facilities,  and  the  community.    Most  of  the  patients, 
but  not  all,  have  been  HIV-infected.    Mortality  has  been  high — 
from  72-89  percent  with  the  median  interval  between  TB  diagnosis 
and  death  from  4  to  16  weeks.    The  President's  budget  will  provide 
increased  assistance  to  health  agencies  and  other  health-related 
organizations  in  up  to  68  states,  major  cities,  and  territories  to 
establish  and  maintain  basic  TB  surveillance  and  control  measures, 
outreach  workers  to  supervise  the  directly  observed  therapy, 
demonstrations  for  screening  and  providing  preventive  therapy  to 
high-risk  populations,  studies  to  develop  new  prevention, 
diagnostic,  and  treatment  technologies  and  to  evaluate  behavioral 
modification  intervention  techniques,  assistance  to  state  and 
local  laboratories  to  ensure  that  the  latest  in  diagnostic  tools 
are  used. 

Smoking  Cessation  -  This  activity  has  received  an  increase  of  $3 
million  over  the  FY  92  amount,  or  an  increase  of  30  percent. 
Smoking  remains  the  single  most  preventable  cause  of  death  in  the 
U.S.,  alone  causing  434,000  deaths  per  year.     Further,  those  most 
at  risk  from  the  ill  health  effects  of  smoking  tend  to  be 
minorities,  women,  and  the  young.    However,  smoking  cessation 
efforts  can  make  a  difference.    Over  40  controlled  clinical  trials 
have  examined  various  combinations  of  smoking  cessation 
counseling,  educational  literature,  and  nicotine  replacement 
therapy.     Studies  have  shown  that  these  efforts  can  succeed  in 
helping  up  to  40  percent  of  smokers  quit.     The  budget  will  provide 
the  resources  and  impetus  for  programs  we  know  work  by  directing 
particular  attention  to  groups  at  special  risk    including  pregnant 
women,  children,  and  adolescents. 

Lead  Poisoning  Prevention  -  This  activity  has  received  an  increase 
of  $18.7  million  over  the  FY  92  amount,  or  an  increase  of  88 
percent.  Lead  poisoning  is  the  most  common  environmental  disease 
of  young  children.    Millions  of  children  in  the  U.S.  suffer 
decreased  intelligence,  slower  development,  and  behavioral 
disturbances  as  a  result  of  lead  exposure.    Young,  minority 
children  in  the  inner  cities,  already  disadvantaged  by  poor 
nutrition  and  other  factors,  are  disproportionately  affected. 
However,  lead  poisoning  affects  children  of  all  races  and 
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ethnicities,  in  all  socioeconomic  groups,  in  all  geographic  areas. 
Lead  poisoning  is  particularly  tragic  because  it  is  entirely 
preventable.     The  budget  will  increase  the  number  of  State  and  local 
health  agencies  funded  for  childhood  lead  poisoning  prevention 
programs  from  23  to  35  and  increase  support  for  program  activities 
from  60  to  85  program  communities  resulting  in  the  screening  of  an 
estimated  500,000  high-risk  children    Expanded  funding  also  would 
provide  for  increased  laboratory,  data  management,  and  other 
support,  and  would  provide  for  increased  evaluation  of  the 
effectiveness  of  interventions  to  decrease  blood  lead  levels  and 
expanded  collaborative  efforts  with  other  Federal  agencies.  The 
request  of  $40,000,000  will  fully  fund  the  first  year  of  the 
Department  of  Health  and  Human  Services '  Strategic  Plan  for  the 
Elimination  of  Childhood  Lead  Poisoning. 

o        Breast  and  Cervical  Cancer  Mortality  -  This  activity  has  received  an 
increase  of  $20  million  over  the  FY  92  amount,  or  an  increase  of  AO 
percent.     Needless  deaths  from  breast  and  cervical  cancers  can  be 
prevented.    An  estimated  44,500  women  died  from  breast  cancer  and 
6,000  from  cervical  cancer  in  1991.    Among  cancers,  breast  cancer  is 
the  leading  cause  of  death  before  65  years-of-age  for  women.  Among 
black  women,  nearly  two-thirds  of  those  who  die  from  breast  cancer 
are  under  age  65.    As  the  women  born  during  the  baby  boom  have  now 
reached  the  age  when  their  risk  for  breast  and  cervical  cancer  is 
greater,  without  a  systematic  intervention  the  number  of  deaths  will 
increase  dramatically  into  the  next  century.     The  key  to  reducing 
illness  and  death  from  these  cancers  is  early  detection  and 
treatment.      The  budget  increase  will  enable  CDC  to  implement  3 
additional  state-based  comprehensive  breast  and  cervical  cancer 
programs,  including  funds  to  support  their  becoming  the  payer-of- 
last-resort  for  breast  and  cervical  cancer  screening  services.  In 
addition,  this  enhancement  will  allow  CDC  to  collaborate  with 
national,  state,  and  local  health  organizations,  professional  health 
societies  and  organizations  to  greatly  strengthen  Papanicolaou  (Pap) 
testing  for  cervical  cancer. 

o        Human  Immunodeficiency  Virus  (HIV)  -  activities  will  enhance  efforts 
to  prevent  HIV  infection  among  women,  and  to  establish  a  program 
designed  to  reduce  complications,  disability  and  death  resulting 
from  hemophilia  and  other  bleeding  disorders.     Funds  are  also 
included  to  coordinate  TB  elimination  among  HIV-infected 
individuals . 

The  President's  appropriation  request  of  $1,600,685,000  and  an  additional 
$34,206,000  from  amounts  available  under  section  2711  of  the  Public 
Health  Service  Act,  represent  current  law  requirements.    No  new  proposed 
law  amounts  are  included;  some  reauthorizations  are  pending. 
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Program  Accomplishments 

The  decade  of  the  1990 's  has  barely  begun,  yet  old  and  new  public  health 
adversaries  have  presented  additional  challenges  for  the  Centers  for  Disease 
Control  (CDC)  and  the  nation's  public  health  system.     CDC  continues  to  address 
the  challenges  of  the  unnecessary  deaths  of  our  infants ,  our  children  not 
protected  against  vaccine  preventable  diseases,  increases  in  tuberculosis 
especially  among  minority  populations,  reemerging  infectious  diseases  like 
cholera,  breast  and  cervical  cancer  that  take  an  unnecessary  toll  among  the 
nation's  women,  to  mention  a  few.     Some  of  CDC's  recent  accomplishments 
include : 

STD  intervention  activities  in  1991  included  the  testing  of  369,000 
syphilis  patients,  almost  5,200,000  gonorrhea  patients,  and  2,400,000 
chlamydia  patients.     From  this  testing,  almost  74,000  syphilis,  116,000 
gonorrhea,  and  207,000  chlamydia  cases  were  detected. 

STD  intervention  activities  in  1991  resulted  in  substantial  health  care 
cost- savings .     Syphilis  prevention  efforts  averted  an  estimated  550 
cases  of  congenital  syphilis  at  a  savings  of  $64  million;  gonorrhea 
prevention  activities  averted  an  estimated  35,000  to  63,000  PID  cases  at 
a  savings  of  $105  to  $192  million;  and  chlamydia  prevention  activities 
averted  an  estimated  33,000  to  105,000  PID  cases  at  a  savings  of  $100  to 
$319  million. 

Since  1963,  more  than  77.5  million  cases  of  measles  and  25,200  cases  of 
mental  retardation  have  been  averted  and  7,750  children's  lives  have 
been  saved  because  of  measles  immunization. 

No  indigenous  cases  of  wild  poliovirus  have  been  reported  in  the  United 
States  since  1979. 

For  the  first  time,  provided  support  to  state  and  local  health  agencies 
to  improve  the  existing  vaccine  delivery  infrastructure  and  remove 
barriers  to  immunization. 

Initiated  partial  implementation  of  a  universal  infant  hepatitis  B 
immunization  program  in  the  public  sector  (serves  approximately  24%  of 
the  public  sector  need) . 

Identified  and  distributed  tobacco  and  health  information,  through  a 
variety  of  media,  to  the  academic  and  scientific  community  and  to  the 
public  at  large.    Major  campaigns  included  "Sign  of  the  Times,"  designed 
to  encourage  smokers  to  resolve  to  quit  for  the  New  Year;   "Stroke  Belt," 
which  presented  a  smoking  and  stroke  risk  message;  and  "Vending 
Machines,"  to  support  and  encourage  legislation  on  minor's  access  to 
tobacco  products. 

Developed  a  program  focus  on  cardiovascular  disease  prevention  and 
provided  technical  assistance  to  states  for  program  development. 
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Initiated  a  collaborative  cardiovascular  disease  intervention  project 
with  the  Bemidji  Area,  Indian  Health  Service. 

Completed  the  planning  phase  of  a  major  demonstration  of  community 
health  care  models  for  diabetes  prevention  and  control,  and  undertook 
the  pilot  survey  phase.     The  innovative  approaches  demonstrated  through 
this  project,  targeted  to  African  Americans  in  two  North  Carolina 
communities,  subsequently  will  be  implemented  widely  through  the  network 
of  state-based  diabetes  control  programs  (DCPs) . 

Continued  state-based  diabetes  control  programs  (DCPs)  in  26  states  and 
one  territory.     These  DCPs  focus  on  community-based  approaches  for 
preventing  and  controlling  diabetic  eye  disease  and  other  major 
complications  of  diabetes. 

Began  implementing  the  Breast  and  Cervical  Cancer  Mortality  Prevention 
Act  of  1990;  CDC  provided  resources  to  eight  state  health  agencies  for 
comprehensive  breast  and  cervical  cancer  early  detection  and  control 
programs.     These  programs  will  provide  breast  and  cervical  cancer 
screening  services  to  low- income  women  who  would  not  otherwise  have 
access  to  these  potentially  lifesaving  services. 

Established  27  training  programs  to  accelerate  the  implementation  of 
comprehensive  school  health  education  programs  nationwide.     Two  state 
and  one  city  training/demonstration  centers  provide  training  to  teams 
representing  state  and  local  education  agencies  from  across  the  country 
on  how  to  implement  effective  HIV  education.     Twenty- four  regional 
centers  train  teachers  to  implement  comprehensive  school  health 
education,   including  education  to  prevent  HIV  infection;  13  of  these 
centers  were  established  in  1991. 

Provided  on-going  support  to  23  national  education  and  health 
organizations  to  increase  the  number  of  schools  and  youth- serving 
agencies  that  provide  effective  HIV  prevention  education.     Several  of 
these  organizations  target  minority  youth,   incarcerated  youth,  runaway 
youth,  and  college  and  university  populations. 

Expanded  the  Behavioral  Risk  Factor  Surveillance  System  to  include 
questionnaire  modules  designed  to  measure  the  dietary  frequency  of  fats, 
fruits,  and  vegetables.     These  modules  were  used  for  the  first  time  in 
1990  (by  17  states)  and  then  again  in  1991  (by  15  states).  Five 
validation  studies  of  the  dietary  modules  are  nearing  completion  in 
widely  diverse  demographic  settings  in  the  United  States. 

Expanded  and  initiated  programs  in  maternal  and  child  health:  (1) 

Pregnancy  Risk  Assessment  Monitoring  System  (PRAMS)  is  now  underway  in 

13  states  and  the  District  of  Columbia;   (2)  Maternal  and  Child  Health 
Epidemiology  Program  (MCHEP)  placements  have  been  made  in  4  states  and 

Puerto  Rico;   (3)  Prenatal  Smoking  Cessation  (PSC)  is  now  underway  in  12 

states;   (4)  Centers  for  Healthy  Infants  and  Pregnancies  Surveillance 
(CHIPS)  has  been  established  in  3  states. 
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Addressed  the  black/white  gap  in  infant  mortality  through  studies  which 
will  examine  psychosocial  and  physiologic  effects  of  being  black  in  the 
United  States  on  pregnancy  outcome.     More  than  200  researchers  from 
across  the  United  States,  Latin  America,  and  Europe  convened  to  develop 
a  research  strategy  for  reducing  preterm  delivery  among  black  women. 

Awarded  funds  to  assist  Florida  and  New  York  City  to  contain  outbreaks 
of  multidrug- resistant  TB,  and  initiated  extensive  investigative  TB 
control  efforts  in  schools  in  Missouri  and  Maryland;   in  several 
hospitals  in  New  York  City;  in  the  New  York  State  correctional  system; 
at  a  hospital  in  Puerto  Rico;  in  an  organ  transplant  unit  in 
Pennsylvania;  on  an  Indian  reservation,  and  aboard  a  cruise  ship. 

Formed  a  National  Coalition  to  Eliminate  Tuberculosis  comprising  more 
than  70  organizations.     The  Coalition  will  undertake  a  nationwide  TB 
education  effort  to  effectively  transfer  information  to  those  at  risk  of 
TB  and  also  to  caregivers,  policy  makers,  and  community-based 
organizations . 

CDC  funded  cooperative  agreements  for  surveillance  and  epidemiologic 
studies  for  the  prevention  and  control  of  infectious  diseases  and 
injuries  in  child  day  care  settings  with  local  health  departments  in  San 
Diego  County,  California,  and  King  County,  Washington.     These  agreements 
are  designed  to  develop  and  evaluate  targeted  prevention  strategies  to 
reduce  morbidity  among  children  attending,  and  staff  members  working  in, 
day  care  centers. 

In  the  past  year  epidemic  cholera  in  Latin  America  has  affected  nearly 
400,000  persons,  more  cases  than  were  reported  worldwide  during  the 
previous  5  years.     In  response  to  this  epidemic  CDC  has  conducted 
numerous  outbreak  investigations  and  provided  advice  and  assistance  to 
numerous  government  health  agencies  on  control  measures.  Training 
courses  have  been  provided  on  improved  laboratory  diagnostic  techniques 
to  technicians  and  laboratorians  throughout  Latin  America. 
Additionally,  CDC  has  conducted  an  extensive  public  awareness  campaign 
through  the  development  and  distribution  of  scientific  and  educational 
materials  in  the  U.S.  and  Latin  America. 

CDC  initiated  a  $3.0  million  lyme  disease  extramural  program  of 
cooperative  agreements  and  contracts  to  fund  research  on  improved 
diagnosis,  surveillance,  epidemiology,  education,  prevention,  and 
control.     Standardized  national  surveillance  was  initiated,  and  a  test 
to  standardize  diagnosis  in  state  public  health  laboratories  was 
developed. 

The  Public  Health  Service  (PHS)  Immunization  Practices  Advisory 
Committee  issued  on  November  22,  1991,  a  recommendation  for  universal 
immunization  of  infants  and  selected  adolescents  against  hepatitis  B. 
CDC  continued  efforts  to  immunize  infants  born  to  hepatitis  B-positive 
mothers,  the  first  phase  in  a  comprehensive  strategy  to  eliminate 
hepatitis  B  transmission  in  the  U.S.     CDC  conducted  four  regional 
immunization  training  programs,  reaching  580  state  and  local  health  care 
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providers.     Through  training  and  support  grants,  CDC  put  into  place  the 
essential  elements  to  begin  the  universal  infant  immunization  program  in 
1992. 

Tubercle  bacilli  resistant  to  three  to  five  drugs  have  been  isolated 
during  nosocomial  outbreaks  in  several  hospitals,  usually  from  persons 
who  are  also  HIV  infected.     CDC  conducted  DNA  fingerprinting  for 
isolates  of  Mycobacterium  tuberculosis    associated  with  outbreaks,  has 
successfully  identifying  epidemiologically  related  strains.  CDC 
developed  and  tested  a  PCR-based  assay  that  uses  one  pair  of  conserved 
primers  to  amplify  target  sequences  from  Mycobacterium  followed  by 
analysis  to  identify  the  species. 

In  1991,   CDC  in  collaboration  with  other  Federal  Agencies,  outside 
organizations  such  as  the  World  Health  Organization,  American  Academy  of 
Pediatrics,   and  the  Americ  an  Public  Health  Association,  will  jointly  co- 
sponsor  the  International  Conference  on  Child  Day  Care  Health:  Science, 
Prevention  and  Practice. 

1991  marked  the  40th  anniversary  of  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR) .     The  MMWR  is  considered  to  be  the  nation's  main 
communication  mode  for  disease  outbreaks  and  trends  in  health  and  health 
behavior.     New  topics,  such  as  behavioral  anthropology  and 
characteristics  of  State  and  local  health  departments,  and  new  features, 
such  as  theme  issues  on  international  health,  public  health  problems  in 
outdoor  settings,  smoking,  and  diabetes,  have  been  introduced. 

State-based  EIS  Officers  annually  conduct  approximately  500  disease 
outbreak  investigations.     CDC  Atlanta-based  EIS  Officers  conduct  each 
year  approximately  90  epidemiologic  investigations  such  as  Eosinophilia 
Myalgia  Syndrome,  Legionnaires  disease,   and  Lyme  disease. 

The  class  of  1991  had  77  EIS  Officers,   including  49%  women  and  25% 
minorities.     Of  the  296  officers  who  graduated  in  the  past  5  years,  over 
70  percent  are  in  public  health  today;  40  percent  are  employed  by  CDC, 
and  16  percent  are  working  at  state  or  local  health  departments. 

NIOSH  responded  to  520  requests  for  health  hazard  evaluations  and  other 
technical  assistance.     Examples  of  public  health  issues  include  the 
evaluation  of  cumulative  trauma  disorders  of  the  neck  and  upper 
extremities  among  employees  of  poultry  processing  companies,  assessment 
of  potential  hazards  associated  with  removing  lead-based  paint  from 
structures  such  as  bridges,  storage  tanks  and  housing  units,  and 
epidemiologic/medical  evaluations  of  indoor  environmental  quality. 

Through  NIOSH's  1-800  telephone  service,  20,616  telephone  inquiries  were 
responded  to  from  throughout  the  United  States  concerning  occupational 
safety  and  health  issues.     This  represents  an  increase  of  76%  over  the 
previous  year  in  the  number  of  telephone  inquiries  received.  The 
subjects  most  frequently  asked  about  included  indoor  air  quality, 
chemicals/solvents,  the  NIOSH  health  hazard  evaluation  program, 
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asbestos,  analytical/sampling  methods,  radiation,  video  display 
terminals,  and  personal  protective  equipment. 

NIOSH  has  issued  an  Alert  that  describes  measures  (e.g.,  air  monitoring, 
engineering  controls,  personal  protective  equipment,  medical 
surveillance,  and  training)  to  reduce  lead  exposure  and  prevent  lead 
poisoning  among  workers  involved  in  demolishing  or  maintaining  bridges 
and  other  steel  structures. 

CDC's  National  Center  for  Health  Statistics  (NCHS)  completed  the  first 
half  of  a  6 -year  effort  to  assess  the  nation's  health  through  the 
National  Health  and  Nutrition  Examination  Survey  (NHANES  III).  NHANES 
III  is  an  examination  survey  of  30,000  Americans  involving  extensive 
physical  examinations,  laboratory  testing,  and  nutrition  interviews. 

NCHS  took  a  leadership  role  in  meeting  the  data  needs  for  the  Nation's 
Health  Objectives  for  the  Year  2000  by  accomplishing  the  following:  (1) 
included  a  special  supplement  to  the  National  Health  Interview  Survey 
(NHIS);  (2)  developed  consensus  health  status  indicators  which  are  used 
at  national,  state  and  local  levels;   (3)  launched  several  new 
publications  to  assist  the  interpretation  of  data  needed  to  track  the 
objectives;  and,  (4)  with  other  CDC  components,  launched  an  effort  to 
help  states  better  assess  the  health  of  their  population  to  enable 
better  planning  and  intervention. 

NCHS  took  the  following  significant  steps  to  improve  minority  health 
statistics ,  as  mandated  in  the  Minority  Health  Improvement  Act  of  1990 
(P.L.  101-527):     (1)  included  publication  of  a  special  minority  health 
chartbook  as  part  of  Health .US.  1990:  (2)  awarded  NCHS'  first  extramural 
grants  for  the  support  data  analysis  and  methods  research  on  minority 
health  statistics;  and,  (3)  improved  racial  and  ethnic  detail  on  vital 
statistics  and  national  surveys. 

Promoted  a  national  program  in  injury  control  that  has  created  8  centers 
of  excellence  in  injury  control  research  at  leading  universities, 
supported  78  extramural  research  projects,  conducted  intramural 
research,  and  contributed  to  the  literature  on  injury  control. 

Published  the  Injury  Mortality  Atlas  of  the  United  States,  1979-1988, 
the  first  comprehensive  summary  of  the  geographic  distribution  of  cause- 
specific  injury  mortality  in  the  nation.    The  atlas  in  intended  for  use 
by  public  health  professionals  and  policy  makers  in  the  development, 
targeting  and  implementation  of  injury  prevention  and  intervention 
strategies . 

Developed  more  than  50  injury  control  programs  based  in  state  health 
departments  through  the  15  state  and  community-based  injury  capacity 
building  grantees. 

CDC  completed  a  pilot  study  on  ozone  and  childhood  asthma  in  Atlanta. 
Results  suggest  that  African-American  children  with  asthma  who  live  in 
an  inner-city  may  be  more  likely  to  seek  medical  treatment  following 
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periods  of  high  smog  pollution.     Further  prevention  research  is  underway 
to  investigate  the  environmental  causes  of  asthma  among  minority 
children  living  in  Los  Angeles. 

CDC  assisted  21  states  in  establishing  capacity  to  coordinate 
disabilities  prevention  efforts;  to  conduct  public  health  surveillance 
for  disabilities  due  to  head/spinal  cord  injuries,  selected 
developmental  disabilities,  and  secondary  disabilities;  and  to  provide 
technical  assistance  and  to  develop  community  intervention  projects  for 
prevention  of  disabilities. 

CDC  awarded  childhood  lead  poisoning  prevention  grants  totaling 
approximately  $3  million  to  seven  states  and  District  of  Columbia,  with 
continuation  funding  also  provided  to  the  original  seven  grantees  funded 
in  FY  1991. 

CDC  played  an  integral  role  on  the  PHS  Kuwait  Working  Party,  consisting 
of  representatives  from  various  PHS  and  other  governmental  agencies,  to 
identify  public  health  issues,  strategies,  and  approaches,  related  to 
the  oil  well  fires  resulting  from  the  Gulf  War  in  Kuwait.  CDC  developed 
and  implemented  plans  defining  the  issues,  strategies  and  approaches  to 
explore  the  potential  acute  and  chronic  health  risks  from  the  oil  fires 
and  spills. 

Accurate  laboratory  measurements  of  blood  lead  levels  in  children  are 
critical,  especially  since  the  acceptable  blood  lead  level  was  lowered 
from  25  to  10  micrograms  per  deciliter.     CDC  has  assisted  44  state  and 
136  other  laboratories  performing  these  measurements  to  increase  the 
accuracy  of  the  measurements  through  the  Blood  Lead  Laboratory  Reference 
System  program. 

Conducted  epidemiologic  studies  and  analyses  of  HIV  infection  in 
long-term  survivors  of  HIV  infection,  men  who  have  sex  with  men,  healthy 
males  with  lymphadenopathy ,   injecting  and  non- inj ecting  drug  users 
(IDUs),  persons  with  hemophilia,  dialysis  patients,  adolescents, 
transfusion-associated  AIDS  cases,  pediatric  AIDS  cases,  sex  partners  of 
persons  with  AIDS  or  at  increased  risk  for  infection,  and  health-care 
workers.     Studies  examining  the  risk  factors  for  transmission  associated 
with  heterosexuals  and  female  prostitutes  were  also  conducted. 

Continued  the  Adult/Adolescent  Spectrum  of  Disease  project  to  monitor 
the  spectrum  of  HIV  disease  (infections,  malignancies,  other  conditions, 
immune  status,  health-care  use)  found  in  persons  with  HIV  infection, 
including  those  with  AIDS.     Data  from  this  project  have  been  critical  in 
assessing  the  use  of  CD4+  T  cell  lymphocyte  testing,  the  extent  of 
severe  morbidity  not  captured  by  current  AIDS  reporting  criteria,  and 
the  need  for  health  services  among  HIV-infected  persons.     These  data 
have  also  contributed  to  the  proposed  expansion  of  the  CDC  AIDS 
surveillance  case  definition  in  adolescents  and  adults. 

Conducted  National  HIV  Seroprevalence  Surveys  (Family  of  Surveys) 
through  state  and  local  health  departments  and  additional  organizations 
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to  reach  selected  U.S.  populations  including:    military  applicants,  American  Red 
Cross  blood  donors,  sexually  transmitted  disease  clinic  patients,  injecting  drug 
users  (IDUs),  family  planning  clinic  patients,    childbearing  women,  Job  Corps 
entrants,  prisoners,  adolescents,  college  students,  homeless  persons,  and  other 
populations.     Prepared  a  report  on  findings  from  these  surveillance  activities 
through  1990. 

Conducted  a  study  of  the  natural  history  of  HIV  disease  in  women. 

Conducted  youth  risk  behavior  surveys  through  state  and  local  departments  of 
education  and  disseminated  results  of  these  surveys  to  participating  sites  for 
program  planning. 

Expanded  development  and  application  of  molecular  biology  tools  (e.g.,  PCR,  DNA 
sequencing  and  HIV  strain-specific  probes)  to  assist  in  epidemiologic 
investigations,  such  as  the  Florida  HIV  dental  transmission  case. 

Developed  a  cooperative  agreement  to  directly  support 

94  minority  and  other  community-based  organizations  (CBOs)  in  the  metropolitan 
statistical  areas  with  the  highest  number  of  reported  AIDS  cases.     Sixty- two  of 
these  CBOs  represent  and  serve  racial  and  ethnic  minority  populations. 

Supported  funding  initiatives  in  state  and  local  health  agencies  to  prevent  HIV 
in  racial  and  ethnic  minority  populations .    More  than  350  organizations  received 
support  through  this  funding  mechanism. 

Provided  financial  and  technical  assistance  to  the  United  States  Conference  of 
Mayors  for  seed  funding  and  technical  assistance  to  minority  CBOs  in  FY  1991.  In 
FY  1991,  eight  one-year,  non-renewable  grants  were  awarded  to  CBOs  serving 
persons  infected  with  HIV. 

Provided  support  to  fund  health  education/risk  reduction;  counseling,  testing, 
referral,  and  partner  notification  (CTRPN);  public  information;  and  racial  and 
ethnic  minority  initiatives  in  65  states,  territories,  and  cities. 

Conducted  a  program  evaluation  of  the  "AIDS  vs.  AIDS"  HIV  school  prevention 
education  program  of  Puerto  Rico.  The  evaluation  included  HIV  prevention 
curriculum,  policies  on  HIV  infected  students  and  staff,  and  teacher  training 
programs.  The  evaluation  results  are  being  used  to  direct  changes  in  policy  and 
priorities . 

Provided  financial  and  technical  assistance  to  KCET-TV  in  Los  Angeles  to  develop 
its  documentary  on  the  Hispanic  religious  communities'  response  to  HIV  and  AIDS. 
Through  airings  on  National  public  broadcasting  stations  and  the  Spanish  network, 
Univision,  this  program  reached  more  than  40  million  Spanish- speaking  viewers  in 
the  United  States  and  22  foreign  countries. 


Initiated,  with  the  Foundation  for  Pharmacists  &  Corporate  America  for  AIDS 
Education,  a  demonstration  program  in  Alabama  to  train  and  equip  pharmacists  to 
serve  as  educators  on  HIV  issues.     This  is  a  public /private  initiative  involving 
chain  and  independent  pharmacists,  wholesale  druggists,  schools  of  pharmacy,  the 
State  Pharmacy  Association,  the  state  health  department,  and  the  State  AIDS  Task 
Force. 
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Initiated  a  program  with  Hispanic  Designers,  Inc.,  to  equip  Hispanic  women  to 
prevent  HIV  infection  among  themselves  and  to  more  fully  participate  in  community 
HIV  prevention  efforts. 

"HIV/AIDS  Hotlines  in  the  90s:  A  National  Conference  on  HIV/AIDS  Hotlines, 
Helplines,  and  Counseling  and  Referral  Services"  was  held  in  Research  Triangle 
Park,  North  Carolina.  Sponsored  jointly  by  CDC  and  the  American  Social  Health 
Association,  the  purpose  of  this  conference  was  to  assure  that  consistent  high- 
quality  HIV  intervention  and  related  services  are  delivered  by  building  skills 
and  addressing  needs  of  individuals  responsible  for  managing  hotline  services, 
helpline  services,  or  HIV/AIDS  counseling  and  referral  services. 
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Management  Savings 

The  Centers  for  Disease  Control  (CDC)  has  a  wide  array  of  management 
initiatives  either  in  progress  or  planned  for  FY  1992  and  FY  1993.  Projects 
are  designed  to  support  CDC's  mission  and  allow  the  agency  to  operate  in  a 
more  efficient  manner  by  reducing  the  administrative  burdens  inherent  with 
large  organizations  while  ensuring  that  scarce  health  resources  are  properly 
allocated  to  States  and  localities. 

CDC  is  in  the  process  of  implementing  Total  Quality  Management  (TQM)  concepts 
in  several  offices.     For  example,  CDC's  Office  of  Program  Support  has  a 
functioning  Quality  Council  and  several  operating  TQM  teams  that  are 
evaluating  and  implementing  various  management  improvements.    In  addition,  the 
services  of  Qualtec  Quality  Services,  Inc.  are  in  the  process  of  being 
acquired  to  assist  in  the  implementation  of  program  management  savings. 
Finally,  several  hundred  CDC  staff  have  received  Quality  Awareness  training. 

CDC  is  also  represented  on  the  PHS  TQM  Management  Budget  Formulation  Team  that 
has  been  established  to  review  the  budget  formulation  and  presentation 
processes,  data  requirements,  and  deadlines  to  determine  if  the  clarity, 
efficiency,  usefulness,  timeliness,  automation,  and  reduction  of  workload  and 
staff  stress  can  be  improved. 

CDC  has  developed  a  series  of  comprehensive  scientific  support  programs  that 
will  assist  the  agency  to  meet  our  program  requirements.      These  productivity 
improvements  have  come  in  the  areas  of  (1)  electronic  surveillance  and  data 
collection  and  (2)  automated  distribution  and  analysis  of  the  surveillance 
data.      The  personal  computer  based  version  of  WONDER  (Wide-ranging  Online 
Data  and  Analysis  system)  eliminates  redundant  systems  for  data  collection  and 
analysis  of  CDC  surveillance  data  while  the  Epidemiology  Program  Office's  NETS 
system  automates  the  transmission,  receipt,  distribution  and  reporting  of 
surveillance  data.    These  productivity  improvements  allow  CDC  to  increase  its 
scope  of  programmatic  responsibilities. 

CDC  has  completed  the  Department's  goal  of  having  a  multifunction  workstation 
on  the  desk  of  every  information  worker.    In  addition,  CDC  has  implemented 
interconnectivity  of  all  workstations  through  local  and  wide  area  networks. 
Such  initiatives  provide  extraordinary  management  efficiency  in  the  use  of 
agency-wide  communication  tools,  such  as  E-mail. 

Significant  improvement  in  the  area  of  financial  management  has  been  realized 
with  the  implementation  of  a  new  Core  Accounting  System.    The  System  was 
developed  in  conjunction  with  Department  guidelines  and  is  designed  to  track 
accounting  transactions  in  almost  20,000  accounts.    This  provides  users  with 
benefits  including  automated  accounts  payable,  complete  fund  accounting,  on- 
line fund  validation,  flexible  reporting  processes,  budget  execution  and 
budget  formulation  features,  and  implementation  of  the  government -wide 
standard  general  ledger. 


1690 


48 

Preventive  Health  and  Health  Services  Block  Grant 


Authorizing  Legislation  -  Sections  301,  304,  306,  307,  308,  310,  311,  327,  and 
Title  XIX  of  the  Public  Health  Service  Act. 


FY  1991 
Actual 


FTE 


BA 


FY  1992 
Appropriation 
FTE  BA 


FY  1993 
Estimate 


Increase 
or 

Decrease 


FTE 


BA  FTE 


BA 


Budget 
Authority: 


Grants       ---  $90,845,000     ---  $129,000,000  ---  $129,000,000     ---  $--- 

Prog  Ops   6       1.857.000       18        5.512.000     18  5.521.000     ---  +9.000 

Total            6  $92,702,000      18  $134,512,000     18  $134,521,000     ---  +$9,000 

1993  Authorization: 

Grants  Authorization  expired.  An  extension  is  pending. 

Program  Operations Indefinite . 


Purpose  and  Method  of  Operation 


Funding  for  the  preventive  health  and  health  services  block  grant  during  the 
last  five  fiscal  years  has  been  as  follows: 


Funding  FTE 

1988  $  85,733,000  6 

1989  $  84,704,000  6 

1990  $  84,113,000  6 

1991  $  92,702,000  6 

1992  $134,512,000  18 


This  block  grant  provides  states  with  funds  for  preventive  health  services  not 
covered  by  categorical  grants,  to  reduce  preventable  morbidity  and  mortality 
and  improve  the  quality  of  life.     These  grants  give  the  states  greater 
flexibility  in  deciding  how  available  funding  will  be  used  to  meet  their 
priorities  in  preventive  health  services.     Beginning  in  FY  1982,  eight 
categorical  programs  were  consolidated  into  the  Preventive  Health  and  Health 
Services  Block  Grant.    With  the  passage  of  the  Health  Omnibus  Programs 
Extension  Act  in  1988,  four  additional  preventive  health  activities  became 
eligible  for  the  states  to  support  with  funds  from  this  block  grant.    All  12 
activities  are  listed  below. 


Providing  for  community -based  programs  to  help  people  reduce  health 
risks,  including  programs  to  deter  smoking  and  use  of  alcoholic 
beverages  among  children  and  adolescents. 
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Establishing  and  maintaining  preventive  health  programs  to  detect 
and  prevent  hypertension. 

Planning,  establishing  or  improving  emergency  medical  services 
systems . 

Supporting  community-  and  school-based  fluoridation  programs. 
Supporting  rodent  control  programs. 

Providing  for  services  to  victims  of  sex  offenses  and  for  sex 
offenses  prevention  programs. 

Demonstrating  how  to  establish  home  health  agencies  in  areas  where 
such  services  are  not  available. 

Supporting  comprehensive  public  health  services. 

Programs  newly  authorized  in  FY  1989: 

Supporting  immunization  services  (including  services  for 
immunization  of  emergency  workers  against  preventable  occupation- 
exposure  disease  such  as  hepatitis). 

Supporting  serum  cholesterol  control  projects. 

Supporting  programs  designed  to  reduce  the  incidence  of  chronic 
diseases . 

Establishing  and  maintaining  preventive  health  service  programs  for 
screening,  detection,  diagnosis,  and  treatment  compliance  related 
to  uterine  and  breast  cancer. 

In  the  second  report  to  Congress,  submitted  on  FY  1989  results  of 
application  of  DHHS  Block  Grant  funds,  61  grantees  were  applying 
$57,652,419  (64  percent)  to  the  twelve  programs  specifically  mentioned  in 
the  authorization  language.     There  was  considerably  more  funding  directed 
to  local  health  agencies  than  prior  to  the  commencement  of  the  grant.  The 
redirection  of  36  percent  of  the  available  funds  to  additional  health 
programs  demonstrates  the  need  for  continued  flexibility  in  how  grantees 
apply  this  grant.     The  following  programs  received  the  largest  share  of 
funds:  health  education/risk  reduction,  cardiovascular  health,  emergency 
medical  services,  sex  offenses,  state  laboratories,  rodent  control, 
tuberculosis  control,  dental  health,  health  neighborhoods,  and  breast  and 
cervical  cancer. 

This  block  grant  is  intended  to  eliminate  duplication  of  effort,  increase 
service  delivery  efficiency,  and  reduce  federally- imposed  burdens  on  the 
states.     The  funds  are  allocated  to  the  states,  the  District  of  Columbia, 
territories,  and  eligible  Indian  Tribes  and  Tribal  Organizations  that 
apply  for  funds.     Each  area's  award  is  based  on  funds  received  in  FY  1981 
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for  the  categorical  programs  that  were  consolidated  into  the  block  grant. 
The  law  requires  that  at  least  $3,500,000,  allocated  on  the  basis  of 
population,  be  reserved  for  services  to  victims  of  sex  offenses  and  sex 
offenses  prevention.     Selected  changes  to  the  legislation  have  been 
proposed  to  provide  a  programmatic  orientation  to  Healthy  People  2000  and 
to  assess  and  monitor  objectives  at  both  the  state  and  national  level. 

Rationale  for  the  Budget  Request 

In  fiscal  year  1993,  $129,000,000  is  requested  for  grants  to  enable  states 
to  continue  enhancing  their  capabilities  to  address  the  Year  2000  Health 
Promotion  and  Disease  Prevention  Objectives  for  the  Nation;  $5,521,000  is 
requested  for  program  operations,  which  will  enable  CDC  to  (1)  continue 
assisting  grantees  to  further  their  efforts  toward  improved  reporting,  (2) 
assuring  core  capacity  for  acquiring  sound  and  timely  health  data,  and  (3) 
supporting  more  efficient  and  targeted  direction  of  programs  to  improve 
the  health  of  individuals  through  preventive  care  and  health  promotion. 
Each  year,   funds  are  to  be  provided  incrementally  to  10  additional  states 
that  have  the  capability  to  develop  program  monitoring  and  reporting 
systems  consistent  with  the  reporting  systems  called  for  in  the  Healthy 
People  2000  objectives. 


Summary  of  Changes 

Increases :  FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay     +$189,000 

Decreases : 

Scientific  Equipment  ---  -$180,000 


Net  Change: 


+$9,000 
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Prevention  Centers 

Authorizing  Legislation  -  Sections  1706,  and  Title  XVII  of  the  Public  Health 
Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual   Appropriation  Estimate  Decrease 

FTE  BA      FTE  BA  FTE  BA  FTE  BA 

Budget 
Authority: 

---      $4, 367, 000      ---  $5,184,000  ---        $5,184,000  — 

1993  Authorization  Indefinite. 

Purpose  and  Method  of  Operation 

Funding  for  the  prevention  centers  during  the  last  five  fiscal  years  has  been 
as  follows: 


Funding 

FTE 

1988 

$ 

1,915,000 

0 

1989 

$ 

1,976,000 

0 

1990 

$ 

3,949,000 

0 

1991 

$ 

4,367,000 

0 

1992 

$ 

5,184,000 

0 

Grants  are  made  with  academic  health  institutions  to  establish,  maintain,  and 
operate  centers  for  research  and  demonstration  for  health  promotion  and 
disease  prevention.    These  centers  undertake  research  and  demonstration 
projects  in  health  promotion,  disease  prevention,  and  improved  methods  of 
appraising  health  hazards  and  risk  factors,  and  serve  as  demonstration  sites 
for  the  use  of  new  and  innovative  research  in  public  health  techniques  to 
prevent  disease. 

Rationale  for  the  Budget  Request 

Effective  disease  prevention  and  health  promotion  programs  must  be  innovative 
to  reach  high  risk,  underserved  populations  and  have  a  major  impact  on 
improving  the  health  of  the  Nation.     It  is  vital  that  persons  with  diverse 
backgrounds,  training,  and  experience  work  together  to  develop,  implement,  and 
evaluate  preventive  services.    Programs  must  be  designed  to  provide  health 
assessment  and  targeted  interventions  to  high  risk  individuals  and  population 
groups,  with  subsequent  broad  dissemination  of  effective  approaches.  To 
address  this  need,  the  Prevention  Centers  Program  was  established  to  maintain 
and  develop  academic  centers  for  applied  prevention  research.     The  Prevention 
Centers  Program  was  initiated  in  1986  and  provided  support  to  three  centers; 
in  FY  1992,  funding  supported  seven  centers  and  expanded  a  current  center  to 
focus  on  developing  improved  health  promotion  strategies  for  individuals 
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with  disabilities.  In  FY  1993,  funding  will  continue  support  for  at  least 
seven  existing  centers. 

The  Prevention  Centers  Program  has  funded  the  development  of 
academic-based  centers  for  research  and  demonstration  in  disease 
prevention  and  health  promotion  at  the  University  of  Washington, 
University  of  North  Carolina,  University  of  Texas  at  Houston,  University 
of  Hawaii,  and  initiated  funding  of  3  new  centers:  the  University  of 
Arizona,   the  University  of  Illinois  at  Chicago,  and  Columbia 
University /Harlem  Hospital.     Each  Center  develops  a  theme  reflective  of 
its  expertise  or  the  needs  of  the  population  served.     A  range  of  research 
and  demonstration  projects  is  designed  to  develop  and  test  new  strategies 
for  improving  health  and  preventing  the  onset  of  illness.     Funds  have  been 
used  efficiently  and  effectively  to  target  results  that  will  have  a  direct 
impact  on  the  health  of  different  population  groups  including  newborns, 
children,  the  elderly,  and  minority  populations,  with  a  particular 
emphasis  on  disparities  in  access  to  effective  health  promotion  and 
disease  prevention  services.     For  example,   the  Columbia  University  Center 
targets  the  causes  of  excess  mortality  in  Harlem;  the  University  of 
Arizona  focuses  on  access  to  cancer  screening  for  Hispanic  and  Native 
American  populations;  and  the  University  of  Illinois  develops  strategies 
for  alcohol,   tobacco  and  drug  abuse  prevention,  with  a  particular  focus  on 
minority  youth.     In  FY  1992,  the  activities  of  an  existing  center  will  be 
expanded  to  include  a  focus  on  the  design  and  conduct  of  a  demonstration 
project  in  health  promotion  for  persons  with  disabilities. 

Tangible  accomplishments  have  been  achieved  at  the  established  Prevention 
Centers.     The  University  of  Washington  Prevention  Center  has  demonstrated 
the  marked  benefits  of  smoking  cessation  in  people  older  than  55  years  of 
age  with  cardiovascular  disease.     The  findings  from  this  program,  which 
were  published  in  the  New  England  Journal  of  Medicine  in  November  1988, 
showed  a  dramatic  reduction  in  the  risk  of  heart  attack  or  death  after 
cessation.     This  is  the  strongest  evidence  yet  that  physicians  and  others 
should  urge  older  smokers  to  quit.     The  Southwest  Center  for  Prevention 
Research  at  the  University  of  Texas  focuses  on  children's  health,  and  is 
evaluating  the  development  of  cardiovascular  disease  risk  factors  and  the 
effects  of  cholesterol  screening  in  childhood.     The  University  of  Hawaii 
International  Prevention  Center  is  actively  working  to  assist  Pacific 
Island  jurisdictions  in  the  assessment  of  their  population's  health  status 
and  to  develop  effective  cross-cultural  health  promotion  and  disease 
prevention  interventions.     The  University  of  North  Carolina  targets  the 
prevention  of  the  leading  causes  of  death  in  North  Carolina,  including 
cancer,  cardiovascular  disease,   injuries  and  low  birthweight. 
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Sexually  Transmitted  Diseases 


Authorizing  Legislation  Public  Health  Service  Act,  Section  301,  307,  310,  311, 
318,  and  327. 

Increase 

FY  1991  FY  1992                  FY  1993  or 

Actual  Appropriation           Estimate  Decrease 

FTE             BA  FTE                 BA        FTE            BA    FTE  BA 

Budget 
Authority : 

Grants                 ---  $73,638,000  ---  $77,525,000  —  $77,638,000---  $+113,000 

Program  Ops        166     11.330.000  164     11.296.000  164     11.872.000---  +576.000 

Total                   166  $84,968,000  164  $88,821,000  164  $89,510,000---  $+689,000 

1993  Authorization: 

Grants  Authorization  through  9/30/96  pending  renewal. 

Program  Operations  .   .  .Indefinite 

Purpose  and  Method  of  Operation 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 


Funding  FTE 


1988  $65,161,000  158 

1989  $78,700,000  166 

1990  $81,306,000  164 

1991  $84,968,000  166 

1992  $88,821,000  164 


The  Centers  for  Disease  Control  (CDC)  utilizes  two  methods  to  provide  active 
leadership  and  support  for  national  efforts  directed  toward  the  prevention  of 
sexually  transmitted  diseases  (STD): 

Project  grants  -  Grants  are  awarded  to  State  and  local  health  departments  and 
selected  other  public  and  nonprofit  entities  to  support: 

o  Primary  prevention  activities  directed  toward  behavior  change 

among  people  at  risk  of  STD  infection,  including  involvement  of 
community-based  organizations  to  change  community  behavior  norms; 

o  Surveillance  systems  for  the  identification  of  STD  among  specific, 

high-risk  populations; 
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o  Surveillance  and  control  activities  directed  toward  antibiotic  - 

resistance ; 

o  Screening  programs  in  high-risk  populations  to  identify  syphilis, 

chlamydia  and  gonococcal  infection; 

o  Sex  partner  notification  and  counseling  services  for  patients  with 

infectious  syphilis,  gonorrhea  and  chlamydia; 

o  Outbreak  control  for  syphilis,  gonorrhea,  chlamydia,  chancroid  and 

other  STD; 

o  Clinical  skills  training  for  medical  care  providers ;  and 

o  Private  medical  community  involvement  in  all  aspects  of  STD 

control . 


Program  operations  -  The  CDC  provides  active  leadership  and  support  for 
activities  which  can  be  accomplished  only  at  the  national  level  or  which  are 
most  cost-effective  to  perform  centrally  rather  than  being  duplicated  in  each 
State  and  territory.     CDC's  in-house  staff  are  available  to: 

o    Provide  technical  assistance  and  consultation  to  State  and  local  health 
departments  in: 

Planning,  implementing,  and  monitoring  STD  prevention 
efforts; 

Improving  diagnostic  techniques  and  clinical  care; 
Conducting  research  studies  and  demonstrations; 
Developing  management  information  systems; 
Training  STD  public  health  personnel; 

Providing  epidemic  assistance  and  disease  information;  and 
Training  community -based  organizations. 

o     Serve  as  national  focus  for  identifying  and  actively  investigating  special 
STD  control  problems.      This  includes: 

Monitoring  antimicrobial  resistance  of  STDs ,  and  making 
subsequent  recommendations  for  effective  antimicrobial 
therapy  of  STDs ; 

Determining  methodology  for,   leading,  and  conducting 
national  control  programs  for  emerging  STD  pathogens; 
Assisting  in  investigation  of  STD  outbreaks; 
Serving  as  a  national  and  international  center  of  expertise 
for  all  areas  of  STD  control; 

Serving  as  a  national  center  for  the  surveillance  of  STDs , 
providing  accurate  and  timely  information  to  national  and 
local  programs; 

Serving  as  a  national  reference  laboratory  for  the  diagnosis 
of  STD; 
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Serving  as  a  national  leader  in  the  coordination  of  efforts 
to  improve  STD  diagnostics;  and 

Determining  the  effectiveness  of  HIV  control  programs  and 
recommending  changes  in  program  content  or  risk  group  focus 
as  new  information  dictates. 

o    Conduct  surveillance,  behavioral,  and  epidemiologic  research  related  to 
STDs .  such  as : 

Maintaining  systems  for  surveillance  of  unusual  STDs; 
Defining  the  magnitude  of  chlamydial  infection,  evaluating 
new  diagnostic  technologies,  formulating  control  strategies, 
and  implementing  regional  and  national  prevention  programs; 
Defining  and  continually  monitoring  the  extent  of 
heterosexual  transmission  of  HIV,  with  coordination  of 
control  efforts  where  such  transmission  become  prevalent; 
Determining  the  influence  of  STDs  on  transmission  of  HIV; 
Determining  the  influence  of  HIV  infection  on  the  course  and 
therapy  of  syphilis; 

Identifying  epidemiologic  and  behavioral  correlates  of 
bacterial,  viral  and  parasitic  STD  in  adolescents; 
Exploring  the  roles  of  drug  use  and  related  prostitution  to 
the  current  epidemic  of  syphilis; 

Evaluating  alternatives  to  traditional  partner  notification 
strategies  for  the  prevention  of  syphilis,  and  evaluating 
methodologies  for  partner  notification  of  individuals  with 
HIV  infection; 

Identifying  behavioral  risk  factors  for  STD  (including  HIV), 
and  implementing  and  coordinating  intervention  strategies  to 
decrease  transmission;  and 

Assisting  foreign  countries  in  defining  the  magnitude  of 
STDs  within  their  population  and  recommending 
prevention/control  strategies. 


Reported  Morbidity  Levels: 

In  1989,  a  new  surveillance  case  definition  for  congenital  syphilis  was 
introduced,  which  includes  all  pregnant  women  with  untreated  syphilis  who  come 
to  delivery.     Both  liveborn  and  stillborn  infants  are  included.     In  1989, 
approximately  1,000  (57%)  of  the  1.747  reported  cases  would  not  have  been 
included  using  the  old  case  definition  by  only  a  limited  number  of  states  in 
1990,  a  projection  for  the  nation  of  7,219  cases  was  made  in  last  year's 
report.   Fortunately,   that  projection  did  not  materialize.     However,  3,264 
cases  were  reported. 

1989  1990  1991* 

Gonorrhea  .    !    734,127  691,634  609,459 

Infectious  syphilis  .    .  45,409  50,223  42,227 

Congenital  syphilis  .    .  1,809  3,264  4,052 


*  Estimated 
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Syphilis  -  In  1991,  42,227  cases  of  primary  and  secondary  syphilis  were 
reported,  reflecting  a  decrease  of  15.9  percent  from  1990  figures.  This 
represents  the  first  decrease  in  reported  infectious  syphilis  morbidity  since 
1985.     The  rate  per  100,000  also  decreased  from  20.1  in  1990  to  17.7  in  1991. 

Despite  an  overall  decrease,  20  states  reported  increases  in  1991;  eighteen  of 
those  were  in  the  South  or  Midwest.     Several  coastal  states,  which  showed  the 
earliest  increases  in  the  beginning  of  the  epidemic,  and  which  have  large 
urban  populations,  reflected  decreases.     Nevertheless,   the  epidemic  of 
infectious  syphilis  continues  at  unacceptably  high  rates  that  are  believed  to 
be  associated  with  a  complex  combination  of  factors  including  the  following: 

o  Increased  transmission  of  syphilis  is  occurring  among  hard-to-reach 

groups  such  as  "crack"  cocaine  and  other  drug  users  who  are  exchanging 
sex  for  drugs  and  money.     The  mechanisms  by  which  crack  cocaine  leads  to 
increased  transmission  of  syphilis  include:     1)  increased  contact 
between  infected  and  uninfected  persons  because  of  prostitution  and  the 
crack  house  environment  and,   2)  decreased  efficacy  of  traditional 
syphilis  control  efforts  (e.g.,  partner  notification)  in  this 
population. 

o         A  decline  in  socioeconomic  and  educational  levels  in  certain  high-risk 
populations,  e.g.,   inner-city  poor,  which  has  resulted  in  increased 
unemployment,   drug  use,  prostitution,   family  disruption,  and  despair- - 
conditions  conducive  to  the  spread  of  syphilis. 

o  Poor  access  to  and  utilization  of  health  care.     People  in  high-risk 

groups  may  also  be  less  aware  of  personal  health  status;     they  may  not 
know  when  or  how  to  seek  appropriate  health  care.     Finally,  health  may 
not  be  a  high  priority  relative  to  other  problems.     These  factors  may  be 
especially  true  in  the  drug  using  population. 

o  Changes  in  priorities  and  overburdening  of  public  health  STD  programs 

which  have  been  recently  focused  on  the  AIDS  epidemic. 

Syphilis  is  highly  concentrated  geographically:     55  percent  of  reported  cases 
in  1990  occurred  in  only  35  of  the  3,114  U.S.  counties.     Rates  have  decreased 
steadily  among  white  men  from  9.3/100,000  in  1982  to  2.9/100,000  in  1990,  due 
in  large  part  to  favorable  changes  in  sexual  behavior  among  homosexual  men  in 
response  to  the  AIDS  epidemic.     In  contrast,   rates  among  black  men  have 
increased  128%  from  68.7/100,000  in  1985  to  156.7/100,000  in  1990.     Rates  in 
black  men  were  nearly  54  times  higher  compared  with  white  men  in  1990.  Rates 
in  Hispanic  men  have  declined  from  43.1/100,000  in  1987  to  22.8/100,000  in 
1990,  but  still  are  almost  8  times  higher  than  for  white  men.     Rates  among 
black  women  have  increased  even  more  dramatically;   rates  increased  over  230 
percent  from  35.3/100,000  in  1985  to  116.5/100,000  in  1990.     Because  these  are 
the  same  groups  that  are  at  high-risk  of  HIV  infection  associated  with  IV  drug 
abuse,   it  is  important  to  ensure  that  HIV  prevention  activities  support 
syphilis  control  activities.     In  addition  to  STD  grant  funds,   the  funds 
devoted  to  HIV  prevention  and  education  activities  will  also  have  a  positive 
impact  on  changing  the  sexual  behaviors  of  the  populations  at  high  risk  of 
this  and  other  sexually  transmitted  diseases.     Similarly,   the  large  amount  of 
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funds  devoted  to  drug  abuse  treatment  and  prevention  may  have  an  ameliorating 
effect  on  STD's  in  drug  abusing  populations. 


Congenital  Syphilis  -  The  current  epidemic  of  primary  and  secondary  syphilis 
in  heterosexual  populations  has  resulted  in  substantial  increases  in 
congenital  syphilis  cases  since  1983.     Congenital  syphilis  is  an  important 
sentinel  health  event  that  is  preventable  if  women  receive  appropriate 
diagnosis  and  treatment  during  prenatal  care.     Reported  congenital  cases 
increased  to  an  estimated  4,052  in  FY  1991,   reflecting  a  24.1  percent  increase 
over  the  3,264  cases  reported  in  FY  1990. 

Before  1989,   only  the  most  clinically  apparent  cases  of  congenital  syphilis 
were  detected  by  the  surveillance  system.     Many  infants,  who  were  asymptomatic 
but  presumptively  treated  at  birth,  were  not  included.     Stillbirths,   the  most 
extreme  outcome  of  untreated  syphilis  in  pregnancy,  were  also  excluded.  In 
1989,   a  new  surveillance  case  definition  for  congenital  syphilis  was 
introduced.     The  new  definition  includes  all  pregnant  women  with  untreated 
syphilis  who  come  to  delivery.     Both  liveborn  and  stillborn  infants  are 
included.     The  new  definition  should  allow  better  assessment  of  the  population 
at  greatest  risk. 

For  the  remainder  of  the  1990's,   STD  prevention  programs  must  develop  better 
techniques  to  reach  women  who  do  not  receive  adequate  prenatal  care  to  prevent 
congenital  syphilis.     These  include:     ensuring  universal  syphilis  screening 
early  in  pregnancy,   in  the  third  trimester,   and  at  delivery  for  high-risk 
pregnant  women;   improving  communication  between  the  STD  program  and  hospitals 
that  deliver  large  numbers  of  high-risk  women  to  insure  that  these  women  are 
screened  at  delivery  and  their  infants  are  treated  before  they  leave  the 
hospital;  and  working  with  prenatal  care  providers  and  community  health 
workers  to  improve  the  quality  of  care  and  to  increase  the  utilization  of  care 
services  by  high-risk  women. 

Estimated  direct  health  care  cost  savings  as  a  result  of  congenital  syphilis 
prevention  activities  for  1991  are  estimated  to  be  $64  million. 

Chlamydia  -  National  policy  guidelines  for  the  prevention  and  control  of 
chlamydial  infections  were  promulgated  in  1985  and  are  currently  undergoing 
revision.     Since  1985,  STD  control  programs  have  made  substantial  advances  in 
the  development  of  prevention  and  control  programs  for  chlamydia.  Two 
additional  states  enacted  laws  or  regulations  requiring  the  reporting  of 
chlamydia  during  1991,  bringing  the  total  with  such  laws  to  39  states,  the 
District  of  Columbia,  Virgin  Islands  and  Puerto  Rico.     Selected  states  and 
regions  have  begun  chlamydia  screening  programs  in  prenatal  and  family 
planning  clinics.     The  high  positivity  rates  from  these  clinics  indicate  that 
chlamydial  infection  continue  to  be  widespread. 

A  collaborative  chlamydia  testing  program  in  Family  Planning  Clinics  and  STD 
Clinics  in  Region  X,  which  has  been  ongoing  since  1988,  has  demonstrated  the 
feasibility  of  a  centralized  data  management  system  for  a  large  number  of 
clinics,   that  multi- funded  programs  crossing  state  boundaries  can  be 
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successful  and,  most  importantly,   that  widespread  chlamydia  testing  and 
follow-up  programs  can  effect  the  prevalence  of  chlamydial  infection  in  this 
nation.     Although  chlamydia  prevention  activities  are  limited,  estimated 
direct  health  care  cost  savings  as  a  result  of  chlamydial  PID  and  their 
sequelae  prevented  range  from  $62.3  to  $198.0  million. 

Gonorrhea  -  Federally-assisted  State  and  local  gonorrhea  control  programs  were 
implemented  in  1972.     Annual  increases  in  reported  cases  were  less  each  year 
from  FY  1973  until  FY  1976.     From  FY  1976  through  1981,  the  number  of  reported 
cases  stabilized  and  rates  declined.     During  the  decade  of  the  1980s,  cases  of 
gonorrhea  have  decreased  by  over  30  percent.     In  1991,  reported  gonorrhea 
decreased  an  estimated  11.9  percent,   the  sixth  consecutive  year  of  decline. 
Nevertheless,  gonorrhea  continues  to  be  the  number  one  reportable  disease  in 
the  United  States. 

Demographically ,  gonorrhea  incidence  continues  to  be  very  high  among  blacks 
and  are  more  than  40- fold  higher  than  rates  in  whites.     The  rate  for  black  men 
did  decrease  almost  eight  percent  from  2,408/100,000  in  1989  to  2,222/100,000 
in  1990.     The  rate  for  black  women  also  decreased  from  1,417/100,000 
population  to  1,404/100,000  during  the  same  time  period. 

Although  gonorrhea  case  rates  have  declined  in  most  age  groups,   they  have 
remained  high  among  teenagers.     In  1990,   the  rate  of  gonorrhea  in  15-19  year- 
old  males  was  954/100,000  and  in  15-19  year  old  females  was  1,172/100,000. 
Currently,   15-19  year-old  females  have  the  highest  rates  among  women;  15-19 
year-old  males  have  the  second  highest  rates  among  men. 

Since  CDC's  1989  STD  Treatment  Guidelines  recommended  the  use  of  treatment 
regimens  targetted  to  penicillin-resistant  gonorrhea  infections   ,  e.g., 
ceftriaxone  combined  with  doxycycline,   these  regimens  have  become  widespread 
throughout  most  communities  in  the  United  States.     As  a  result,  many 
laboratories  have  begun  to  abandon  testing  for  penicillinase-producing  N. 
gonorrhoea  (PPNG)  since  this  information  is  no  longer  relevant  to  the  therapy 
of  patients.     Therefore,  beginning  in  1991,  national  surveillance  information 
on  antibiotic  resistant  N.   gonorrhoea  is  only  collected  through  the  Gonococcal 
Isolate  Surveillance  Project  (GISP) .     This  sentinel  surveillance  system  to 
monitor  national  trends  in  antimicrobial  resistance  in  N.   gonorrhoea  consists 
of  24  sentinel  STD  clinics  which  submit  gonococcal  isolates  to  five  regional 
laboratories  on  a  monthly  basis  for  antimicrobial  susceptibility  testing. 
Cleveland,  Ohio,  Kansas  City,  Missouri,  and  Nassau  County,  New  York,  were 
added  as  sites  in  1991. 


In  1991,  direct  health  care  savings  from  gonorrhea  prevention  activities  are 
estimated  to  range  from  $65.2  to  $119.1  million. 
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Results  of  FY  1991  Prevention/Outreach  Activities; 

Infectious 

Syphilis  Gonorrhea  Chlamydia 

Persons  Tested                                  368,800  5,200,000  2,374,000 

New  Persons  Examined  ....        168,800  344,100  308,100 

New  Cases  Detected                             73,800  116,100  207,000 

Persons  Preventively  Treated         49,000  48,800  19,100 

Potential  Cases  Prevented.   .          12,000  67,900  69,700 


Rationale  for  the  Budget  Requests 


Project  grants  -  The  budget  request  for  FY  1993  includes  $77,638,000  an 
increase  of  $113,000  for  STD  Grants  to  states.     These  funds  will  maintain 
efforts  to: 


o         Develop  better  techniques  to  reach  women  who  do  not  receive 

adequate  prenatal  care  to  prevent  congenital  syphilis,  including: 
insuring  syphilis  screening  in  the  first  and  third  trimesters  and 
at  delivery  for  high-risk  pregnant  women;  improving  communications 
between  STD  programs  and  hospitals  that  deliver  large  numbers  of 
high-risk  infants  to  insure  that  their  mothers  are  screened  at 
delivery  and  that  the  infants  of  those  who  are  positive,  are 
treated  before  they  leave  the  hospital;  and  working  with  prenatal 
care  providers  and  community -based  organizations  to  identify  high- 
risk  mothers  early  in  their  pregnancy  and  to  increase  their 
utilization  of  prenatal  care  services. 

o         Implement  innovative  education,  screening,  and  partner 

notification  methods  to  control  the  substantial  increases  in 
infectious  and  congenital  syphilis  experienced  since  FY  1987. 
Emphasis  will  be  focused  on  the  top  35  morbidity-producing 
counties  in  the  U.S. 


o         Continue  the  development  and  implementation  of  sentinel 

surveillance,  screening,  education  and  partner  notification 
programs  for  chlamydial  control. 

o         Continue  prevention  and  control  programs  for  gonorrhea,  with 
special  emphasis  on  surveillance  for  resistant  strains  and 
prevention  of  severe  complications  such  as  PID. 

o  Support  11  geographically  dispersed  STD  Prevention /Treatment 

Centers  for  the  education  of  health  care  providers.     These  Centers 
create  a  nationwide  network  of  resources  for  STD--training  more 
than  3,000  clinicians  each  year;  setting  high  standards  of 
clinical  care;  and  researching  new  diagnostic,  therapeutic  and 
control  modalities. 
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Program  operations  -  For  CDC's  in-house  STD  program  support  activities, 
$11,872,000  is  requested  in  FY  1993,  an  increase  of  $576,000  over  the  level 
appropriated  for  FY  1992.     These  funds  will  continue  support  for:  technical 
assistance  to  state  and  local  health  departments,  other  agencies  and  private 
organizations/individuals ;  cooperative  agreements  and  contracts ;  in-house 
behavioral  and  applied  research;  planning  and  evaluation  of  activities  to 
assure  maximum  benefit  from  resources  allocated.     This  level  of  funding  will 
also  continue  comprehensive  lifetime  medical  care  and  burial  expenses  for  the 
remaining  former  participants  in  the  Tuskegee  Syphilis  Study,  and  claims  of 
their  wives/widows,  or  offspring  determined  to  have  suffered  injury  or  disease 
from  syphilis  contracted  from  the  study  participant. 


Summary  of  Changes 
Increases: 

FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay   —  +$689,000 

Net  Change:  +$689,000 
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Immunization 


Authorization  Legislation  -  Section  301,  307,  310,  311,  317,  327,  and  353  of 
the  Public  Health  Services  Act. 


Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA        FTE  BA      FTE  BA      FTE  BA 

Budget 
Authority: 

Grants        ---  $182,004,000  ---  $258,822,000  ---  $289,272,000    ---  +$30,450,000 
Prog.  Ops  189      32,599,000  226      37,822,000  296      54,842,000    +70  +17,020,000 
Vac  Stkpl  ™        2.928.000  ---  ---  ---        5.000.000     ---  +5.000.000 

Total  189  $217,531,000  226  $296,644,000  296     $349,114,000  +70  +$52,470,000 

1993  Authorization: 

Grants  .  Indefinite 

Program  Operations    Indefinite 

Purpose  and  Method  of  Operation 

Funding  for  the  immunization  program  during  the  last  year  five  years  has  been 
as  follows: 

Funding  FTE 

1988  $  98,198,000  126 

1989  $141,964,000  126 

1990  $186,683,000  171 

1991  $217,531,000  189 

1992  $296,644,000  226 

Immunization  has  received  an  increase  of  $52.5  million,  or  an  increase  of  18 
percent . 


Appropriate  administration  of  safe  and  effective  vaccines  remains  the  most 
cost-effective  method  of  preventing  human  suffering  and  reducing  economic 
costs  resulting  from  vaccine-preventable  diseases.     The  Public  Health  Service 
has  established  immunization  and  infectious  diseases  as  one  of  the  21  priority 
areas  in  the  National  Health  Objectives  for  the  Year  2000  which  would 
significantly  reduce  or  prevent  unnecessary  morbidity  and  mortality. 

The  goals  of  the  immunization  program  are  to  eliminate  indigenous  wild-virus 
poliomyelitis  (polio),  measles,  rubella,  and  congenital  rubella  syndrome 
(CRS) ;  to  substantially  reduce  the  health  burdens  caused  by  mumps,  childhood 
meningitis,  hepatitis  B,  diphtheria,  pertussis,  and  tetanus  in  the  United 
States;  to  reduce  the  perinatal  transmission  of  hepatitis  B;  and  to  assist  the 
World  Health  Organization  (WHO)  in  the  global  elimination  of  polio. 
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The  Centers  for  Disease  Control  (CDC)  uses  two  methods  to  provide  active 
leadership  and  support  for  national  efforts  to  prevent  and/or  control  vaccine - 
preventable  diseases: 

o        Project  Grants  -  Since  1963,  CDC  has  provided  project  grant  support  to 
assist  state  and  local  health  agencies  in  planning,  developing,  and 
conducting  childhood  immunization  programs  and,  beginning  in  1992,  the 
delivery  of  vaccines.     The  grant  program  is  aimed  at  achieving  the  year 
2000  objectives  for  immunization  which  are  to: 

reduce  morbidity  and  mortality  due  to  vaccine -preventable  diseases 
achieve  and  maintain  the  elimination  of  indigenous  polio,  measles, 
diphtheria,  and  rubella  transmission 

achieve  and  maintain  the  elimination  of  tetanus  in  person  less  than 
25  years  of  age 

maintain  95  percent  immunization  levels  for  school-enterers  and 
children  enrolled  in  licensed  child  care  centers  against  measles, 
poliomyelitis,  diphtheria,  tetanus,  pertussis,  rubella,  and  mumps 
and  develop,   test,  and  implement  systems  for  use  in  the  States  to 
ensure  that  90  percent  or  more  of  all  children  complete  basic 
immunizations  including  hepatitis  B  and  Haemophilus  influenzae  type 
b  vaccines  by  age  2. 

o        Program  Operations  -  Selected  activities  can  either  be  accomplished  only 
at  the  national  level  or  can  be  performed  more  cost-effectively  at  the 
national  level.     These  activities  are  accomplished  by  cooperative 
agreements,  contracts,   in-house  research,  technical  assistance,  and 
planning  and  evaluation,  and  include: 

developing  national  goals  and  strategies  for  the  prevention  and 
control  of  vaccine -preventable  diseases  for  both  children  and  adults 
providing  technical  assistance  and  consultation  in  management 
practices  and  program  operation  methods 
evaluating  state  and  local  immunization  programs 

maintaining  a  stockpile  of  vaccine  in  the  event  of  disruption  of  the 
vaccine  supply 

maintaining  a  mechanism  for  saving  millions  of  dollars  annually  by 
the  consolidated  purchase  of  vaccine  for  states  and  local  health 
agencies 

providing  national  surveillance  and  prompt  epidemic  assistance  in 
the  investigation  and  control  of  outbreaks  of  measles  and  other 
vaccine -preventable  diseases 

providing  a  national  clearinghouse  for  informational  materials 
providing  laboratory  reference  services 

conducting  surveillance  and  investigation  of  vaccine  reactions  and 
vaccine  failures 

rapidly  identifying  problems  with  safety  of  vaccines  through 
monitoring  of  adverse  events  following  vaccination  and  special 
studies 

developing  recommendations  for  the  appropriate  use  of  vaccines 
assessing  national  immunization  levels;  facilitating  laboratory 
proficiency  testing 
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conducting  studies  and  investigations  to  determine  the  safety, 
efficacy,   and  appropriate  use  of  new  and  presently  used  vaccines 
coordinating  and  linking  immunization  services  with  low- income 
assistance  programs 

conducting  demonstrations  of  different  interventions  which  can 
increase  immunization  levels  of  preschool-aged  children  who  live  in 
low- income,   inner- city  areas  of  the  Nation. 

Rationale  for  the  Budget  Request 

Resources  requested  for  1993  will  be  used  to  continue  the  efforts  of  official 
health  agencies  in  all  50  states,   12  areas  and  territories  to  ensure  the 
immunization  of  preschool  children,  prevent  the  build-up  of  new  pockets  of 
susceptible  children,   and  eliminate  measles,   rubella,   and  congenital  rubella 
syndrome  from  the  U.S.     Major  goals  for  1993  related  to  the  vaccine- 
preventable  disease  are  to:     maintain  the  high  immunization  levels  of  children 
entering  school,  which  are  currently  98  percent;   increase  age  -  appropriate 
immunization  levels  of  preschool  children;   reduce  the  incidence  of  Haemophilus 
influenzae  type  b  (hib) ;   reduce  the  perinatal  transmission  of  hepatitis  B; 
expand  the  universal  immunization  of  infants  against  hepatitis  B;  control 
outbreaks  of  measles;   implement  the  recommendations  of  the  measles  "white 
paper";  maintain  surveillance  and  continue  research  on  the  safety,  efficacy, 
and  appropriate  use  of  vaccines;   assist  states  and  localities  in  identifying 
and  eliminating  barriers  to  immunization;   assist  WHO  in  the  global  elimination 
of  polio;  and,   increase  the  appropriate  immunization  of  adults.     States  and 
communities  will  continue  to  be  urged  to  broaden  immunization  requirements  to 
include  college  entry.     State  and  local  support  is  also. necessary  for  the 
essential  activities  of  surveillance,   investigation,   and  program  coordination. 

In  spite  of  the  increases  in  the  price  of  vaccines  since  1982,  immunization 
programs  still  have  had  a  high  benefit-cost  ratio.     For  example,   the  benefit- 
cost  ratio  of  measles,  mumps,   and  rubella  vaccine  is  estimated  to  be  over  14:1 
(American  Journal  of  Public  Health.  July  1985,   75:7),   and  the  benefit-cost 
ratio  for  polio  immunization  remains  over  10:1   (Journal  of  Investigation 
Dermatology  61:321).     This  translates  to  an  estimated  savings  of  approximately 
$1  billion  per  year  for  polio,   and  $500  million  per  year  for  measles.  In 
addition,   it  is  estimated  that  for  the  period  1963-1990,  more  than  77.5 
million  cases  of  measles  and     25,200  cases  .of  mental  retardation  have  been 
averted  and  7,750  children's  lives  have  been  saved  because  of  immunization. 

In  FY  1993,   $289,272,000  is  requested  to  continue  the  grant  program.  Included 
in  the  request  is  an  additional  $3,832,000  for  estimated  price  increases  of 
vaccines,   and  additional  $11,145,000  for  additional  vaccine  needed  to  improve 
age -appropriate  immunization  levels  and  to  provide  vaccine  to  some  community 
and  migrant  health  centers.     In  FY  1993  $147,142,000  will  purchase  the  same 
number  of  doses  of  measles,  mumps,   rubella,  polio,   diphtheria,  tetanus, 
pertussis,   and  Hib  vaccine  as  was  purchased  in  1992,  while  the  additional 
$11,145,000  provides  for  the  purchase  of  vaccines  for  additional  children 
served  through  better  coordination  of  immunization  services  through  WIC,  AFDC , 
Medicaid,   and  other  low-income  assistance  programs  in  fiscal  year  1993. 
Requested  funds  will  allow  the  purchase  of  11.7  million  doses  of  measles, 
mumps,   and  rubella  (MMR)  vaccine  and  polio  vaccine;   and  3.5  million  doses  of 
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DTP,  the  same  doses  as  in  1992;  and  8.02  million  doses  of  Hib  Vaccine.  The 
requested  $11,145,000  would  provide  full  immunization  for  an  additional  94,000 
children. 

This  funding  level  for  immunization  grants  includes  $22,160,000  to  support 
state  operations.     In  addition  to  the  purchase  of  vaccine,  states  must: 
distribute  and  administer  the  vaccines;  ensure  that  proper  procedures  are  in 
place  for  various  population  groups;  develop  and  maintain  systems  to  detect 
adverse  events  following  vaccination;  provide  professional  educational 
materials  about  the  importance  of  vaccination,  such  as  education  of  new 
mothers;  and  recall  patients  for  future  immunizations  to  ensure  vaccination  is 
completed  at  the  appropriate  age.     This  increase  also  reflects  the  increased 
need,  at  the  state  level,  to  expand  the  hepatitis  B  programs  and  to  monitor 
the  awards  for  infrastructure  to  assure  that  they  are  used  in  the  most 
efficient  and  effective -way . 

This  request  includes  $3,249,000  to  continue  the  same  level  of  support 
initiated  in  1991  and  continued  in  1992  to  assist  WHO  in  the  global 
elimination  of  polio  by  the  year  2000.     These  funds  will  permit  CDC  to  provide 
technical,  laboratory,  and  programmatic  assistance  to  WHO  and  its  member 
countries.     Global  eradication  of  this  vaccine-preventable  disease  will 
eliminate  the  need  for,  and  therefore  the  cost  of,  vaccination  for  polio. 
Long-term  savings  will  continue  to  accrue  at  an  estimated  $300  million 
annually  in  the  U.S.,  excluding  the  considerable  and  inestimable  costs  of  pain 
and  suffering  and  medical / rehabilitation  costs. 

The  request  also  includes  $13,203,000  grant  funds  to  assist  States  in 
controlling  outbreaks  of  measles.     In  1989-91,  over  55,000  cases  of  measles 
and  over  150  measles-related  deaths  were  reported  in  the  United  States.  This 
was  the  largest  number  of  cases  reported  for  any  3-year  period  since  1976-78 
and  averaged  more  than  13  times  the  all-time  low  number  of  cases  reported  in 
1983.     The  150  measles-related  deaths  were  the  largest  number  since  the  3-year 
period  1970-72  and  almost  10  times  the  total  number  of  deaths  reported  during 
the  seven  year  period,  1981-1987.     CDC  will  continue  to  perform  diagnostic 
assays  to  detect  vaccine  failures,  assess  genetic  changes  in  wildtype  measles 
virus  isolates,  and  develop  approaches  to  enhance  long-term  efficacy  of 
present  and  new  vaccines. 

The  request  includes  $74,296,000  to  fully  implement  the  recommendations  of  the 
"Measles  White  Paper".     This  level  will  continue  to  provide  funds  to  assist 
states  and  localities  in  removing  barriers  to  immunization  and  to  support 
their  vaccine  delivery  infrastructure,  and  to  expand  support  for  the  purchase 
of  Hib  vaccine  and  the  second  dose  of  MMR.     The  funds  to  enhance  local 
infrastructure  will  allow  states  and  localities  to  identify  other  resources  to 
support  the  delivery  of  vaccines  and  is  expected  to  be  phased  out  by  the  end 
of  1997. 

The  "White  Paper"  request  includes  an  additional  $12,296,000  to: 

o         establish  a  clearinghouse  for  educational-motivational  materials 
developed  by  the  Immunization  Education  and  Action  Committee  of 
the  Healthy  Mothers,  Healthy  Babies  coalition 
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o        provide  technical  (epidemiologic,  managerial,   etc)  assistance  to  WIC 
and  AFDC  programs  and  clinics  to  plan,   develop,   and  implement 
systems  to  support  the  determination  of  immunization  status 

o        develop  and  pilot-test  methods  of  measuring  immunization  coverage, 
including  registration  of  all  children  from  birth  certificate 
information  with  reporting  of  vaccination  by  all  providers  (public 
and  private)  to  a  central  data  bank 

o        support  laboratory  and  epidemic  studies  to  assist  in  the 

determination  of  the  genetic  structure  of  measles  viruses  and  the 
comparison  of  measles  viruses  (particularly  those  involved  in  recent 
outbreaks)  with  those  stored  from  outbreaks  in  previous  years  as 
well  as  the  virus  contained  in  the  vaccine 

o        support  the  development  of  a  more  rapid  diagnostic  test  for  measles 
which  could  eliminate  the  need  for  outbreak  control  measures  in  some 
situations 

o        conduct  studies  of  the  safety  and  efficacy  of  currently  used  as  well 
as  new  measles  vaccines  at  an  age  earlier  than  currently 
recommended. 

This  request  also  includes  an  increase  of  $15,000,000  ($12,000,000  in  grants 
and  $3,000,000  in  program  operations)  to  expand  the  universal  immunization  of 
infants  against  hepatitis  B.     This  increase  will  be  sufficient  to  reach  40 
percent  of  the  public  sector  need  for  the  program,  compared  to  24  percent  in 
1992,  and  will  increase  the  number  of  children  who  can  be  completely  immunized 
against  hepatitis  B  from  504,000  to  840,000.     Support  will  be  directed  toward 
those  areas  and  populations  where  infants  are  at  greatest  risk  of  exposure  to 
the  hepatitis  B  virus. 

The  request  provides  funds  to  continue,   at  the  1992  funding  level,  the 
requirements  mandated  by  sections  2125  and  2126  of  Public  Law  99-660,  the 
National  Childhood  Vaccine  Injury  Act  of  1986.     Section  2125  mandates  that 
each  health  care  provider  and  vaccine  manufacturer  shall  report  to  the 
Secretary,   the  occurrence  of  any  adverse  event  set  forth  in  the  Vaccine  Injury 
Table.     A  mechanism  (the  Vaccine  Adverse  Events  Reporting  System)  was 
initiated  in  1989  to  insure  the  prompt,  accurate  collection  and  monitoring  of 
adverse  events  from  both  the  public  and  private  sector,  and  production  of 
summary  reports  will  be  continued  at  a  cost  of  $2,470,000.     CDC  and  FDA  will 
continue  to  jointly  support  a  contract  to  accomplish  this  function. 

Section  2126  of  this  Act  mandates  that  "not  later  than  1  year  after  the 
effective  date  of  the  legislation,  the  Secretary  shall  develop  and  disseminate 
vaccine  information  materials  for  distribution  by  health  care  providers  to  the 
legal  representatives  of  any  child  receiving  a  vaccine  set  forth  in  the 
Vaccine  Injury  Table."    These  materials  have  been  developed  and  will  be  in  use 
in  1992.     Three  separate  pamphlets  will  be  used  -  one  each  DTP,  MMR,  and  polio 
vaccines.     These  materials  will  be  provided  in  camera-ready  form  to  State 
Health  Departments  who  will  print  and  distribute  them  to  all  vaccine  providers 
in  the  public  sector.     Camera-ready  copies  will  also  be  provided  to  health 
care  providers  in  the  private  sector.     Translations  in  Spanish,  French, 
Chinese,  and  Vietnamese  will  be  made  available.     The  annual  development  costs 
are  estimated  to  be  $2,928,000. 
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This  request  also  continues  at  the  1992  level,  provision  of  $2,928,000  to 
assist  those  states  who  manufacture  their  own  vaccines  in  paying  required 
vaccine  excise  taxes. 

This  request  includes  $5,000,000  to  begin  the  inclusion  of  Hib,  hepatitis  B, 
and  the  new  acellular  DTP  vaccines  in  the  stockpile. 

In  summary,  this  request  includes  the  following  program  increases: 

Implement  Recommendations  of  the  "Measle  White  Paper"   -  This  request  includes 
over  $62,000,000  in  grants  and  $12,296,000  in  program  operations,  an  increase 
of  $12,296,000  to  fully  implement  CDC's  portion  of  the  recommendations  of  the 
"Measles  White  Paper".     Grant  funds  will  be  used  to  assist  states  and 
localities  in  removing  barriers  to  immunization  and  to  support  vaccine 
delivery  infrastructure.     Support  for  the  vaccine  delivery  infrastructure  will 
allow  States  and  localities  to  identify  additional  non- federal  resources  which 
will  permit  our  support  to  be  phased  out  by  the  end  of  FY  1997.  Program 
operations  funds  will  be  used  to  establish  a  clearinghouse  for  educational  - 
motivational  material,  provide  technical  assistance  to  WIC  and  AFDC  programs 
and  clinics,   study  new  methods  of  determining  immunization  status,  pilot  test 
alternative  methods  of  measuring  immunization  coverage,   including  registration 
of  all  children  from  birth  certificate  information  with  reporting  of 
vaccination  by  all  providers  to  a  central  data  bank,  and,  conduct  laboratory 
and  epidemiological  studies  of  measles  viruses  and  new  vaccines. 

Universal  Infant  Hepatitis  B  -  Included  is  an  increase  of  $15,000,000 
($12,000,000  in  grants  and  $3,000,000  in  program  operations)  to  expand  the 
universal  immunization  of  infants  against  hepatitis  B.     With  these  funds,  an 
additional  336,000  infants  served  by  the  public  sector  can  be  immunized 
against  hepatitis  B.     This  will  increase  the  Federal  support  of  the  public 
sector  need  from  24  to  40  percent. 

Vaccine  Purchase  -  This  request  also  includes  an  increase  of  $14,977,000  for 
vaccines  -  $3,832,000  for  anticipated  increases  in  the  price  of  vaccine  and 
$11,145,000  to  provide  additional  vaccine  needed  to  improve  age-appropriate 
immunization  levels  and  to  provide  additional  vaccine  to  community  and  migrant 
health  centers . 

Vaccine  Stockpile  -  Included  in  this  request  is  $5,000,000  to  permit  expansion 
of  the  vaccine  stockpile  to  include  Hib,  hepatitis  B,  and  the  new  acellular 
DTP  vaccine.   This  represents  a  one-time  funding  request. 

State  Operations  -  This  request  also  includes  an  increase  of  $3,473,000  to 
provide  additional  support  for  the  management  of  state-based  immunization 
programs.     Funds  will  be  used  by  grantee  to  retain  or  expand  the  management 
staff  needed  to  adequately  monitor  their  immunization  programs  and  to  absorb 
the  additional  demands  created  by  the  two-dose  measles  schedule,   the  Hib 
program,  and  the  universal  infant  and  prenatal  hepatitis  B  programs. 
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Summary  of  Changes 
Increases: 


Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 
one  extra  day  of  pay  

vaccine  price  increases  

Program  Increases 
Grants  to  States 
Program  Operations 
Vaccine  Stockpile 

Net  Change: 


PTE  Amount 

---  +$2,036,000 
+$3,832,000 

---  +$26,618,000 
+70  +$14,984,000 
+$5,000,000 

+70  +$52,470,000 
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Immunization  Activities 
($  in  Thousands) 

FY  1992  Appropriation    gv  IQQ^  RcHmai-» 


Grants: 


Vaccine 

$143,310 

$147,142 

Additional  vaccine 

11,145 

State  operations 

18 , 687 

22 , 160 

Measles  outbreak 

13 , 203 

13,203 

Hepatitis  B 

13 , 766 

13 , 766 

Parent/Patient  notification 

2,928 

2,928 

Excise  taxes  for  state 

manufactured  vaccine 

2 , 928 

2, 928 

Infrastructure 

46 , 000 

46,000 

Second  dose  MMR 

In  Vaccines 

In  Vaccines 

Fourth  dose  h.  influenza  b. 

In  Vaccines 

In  Vaccines 

Incorporation  of  hepatitis  B  vaccine 

into  universal  vaccination  program 

18 , 000 

30 , 000 

Sub  Total  Grants 

ogram  Operations: 

Base  program  operations 

$7,409 

$8,553 

Hepatitis  B 

3 , 941 

7 , 128 

Infant  initiative 

8,300 

8,546 

Polio  eradication 

3,102 

3,249 

Vaccine  research  and  development 

i  inn 

1  300 

Vaccine  delivery 

6,300 

6,300 

Vaccine  application  and  eval . 

5,000 

5,000 

Implement  white  paper: 

Clearinghouse 

125 

Technical  assistance 

750 

Evaluate  new  methods 

1,200 

Develop  methods  of  measuring  coverage 

5,000 

Laboratory  studies 

2,200 

Epidemiology  studies 

3.021 

Subtotal  Program  Operations 

$35,352 

$52,372 

Vaccine  stockpile 

5,000 

Adverse  events 

2.470 

2.470 

Total  Immunization 

$296,644 

$349,114 
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Infectious  Diseases 


Authorizing  Legislation  -  Sections  301,  307, 
of  the  Public  Health  Service  Act. 


310,  311,  317,  327,  352,  and  1102 


FY  1991 
Actual 


FY  1992 
Appropriation 


FY  1993 
Estimate 


FTE 

Budget 
Authority: 


BA 


FTE 


M 


FTE 


BA 


502      $38,317,000  505      $40,625,000  505  $41,518,000 

1993  Authorization:  Indefinite 

Purpose  and  Method  of  Operation: 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 

Funding  FTE 


1988 
1989 
1990 
1991 
1992 


$31,932,000 
$36,321,000 
$34,551,000 
$38,317,000 
$40,625,000 


481 
465 
522 
502 
505 


Increase 
or 

Decrease 
FTE  BA 


•--+$893,000 


CDC's  efforts  in  infectious  disease  prevention  focus  on: 


o       National  surveillance  of  infectious  diseases. 


o       Research  to  develop  new  or  improved  diagnosis,  prevention,  and 
control  methods  and  techniques. 

o       Work  with  State  and  local  health  departments  and  private  health-care 
providers  to  transfer  and  accelerate  the  general  application  of 
accepted  infectious  disease  prevention  technologies. 

o        Strengthening  the  capability  to  respond  to  outbreaks  of  new  and 
reemerging  infectious  diseases. 


Rationale  for  Budget  Request: 


These  activities  complement  epidemic  services  and  provide  a  major  aspect  of 
the  public  health  base  vital  to  CDC's  emergency  response.     The  FY  1992  level 
of  activity  will  be  essentially  the  same  as  that  of  1991.    The  major  areas  of 
emphasis  supported  by  this  activity  include  hepatitis  B,  bacterial  meningitis, 
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pneumococcal  disease,  Lyme  disease,   tuberculosis,  nosocomial  infections, 
infectious  diseases  in  child-care  settings,   foodborne  diseases,  opportunistic 
infections  in  immunocompromized  persons,  and  the  disproportionate  burden  of 
infectious  diseases  on  minority  populations . 

New  and  Re-emerging  Infectious  Diseases  Increased  support  for  infrastructure 
will  facilitate  CDC's  leadership  role  in  the  prevention  and  control  of 
infectious  diseases  by  helping  to  meet  current  increases  in  salary,  supplies 
and  maintenance  costs.     CDC  will  continue  development  of  a  substantial  pool  of 
scientific  expertise  to  support  epidemiologic  investigations,  surveillance, 
reference  diagnostics,  applied  research,  and  other  activities  needed  by  CDC  to 
continue  its  leadership  in  the  public  health  and  scientific  communities. 

Lyme  Disease  ($5,400,000  and  20  FTEs)   -  Lyme  disease  is  one  of  the  most 
important  emerging  infectious  diseases  of  this  decade,   the  number  of  reported 
cases  increasing  nearly  fivefold  from  1982  to  1987  (492  to  2368);   9500  cases 
were  reported  in  1991.     Lyme  disease  reporting  increased  from  11  states  in 
1980  to  46  states  in  1991.     It  is  a  tick- transmitted,  acute,  and  chronic 
bacterial  infection.     The  acute  illness  readily  responds  to  appropriate 
antibiotic  therapy.     Untreated  or  improperly  treated,  Lyme  disease  can 
progress  to  chronic  sequelae,   such  as  arthritis  or  neurologic  and  cardiac 
disorders  that  require  more  intensive  therapy.  Prompt  and  accurate  diagnosis 
is  essential  in  the  treatment.     Numerous  commercial  test  kits  of  uncertain 
specificity  and  sensitivity  have  been  marketed.     Because  a  definitive 
diagnostic  test  is  lacking,   there  has  been  considerable  medical  and  public 
confusion.     CDC  currently  supports  twenty-five  cooperative  research  studies 
aimed  at  providing  better  diagnostics,   education,   surveillance,  prevention  and 
better  understanding  of  the  ecology  of  Lyme  disease. 

Infectious  Diseases  in  Child-Care  Settings   ($1,275,000  and  18  FTEs)   -  Over 
recent  decades,   shifts  in  the  nature  and  structure  of  the  American  family  have 
resulted  in  dramatic  changes  for  the  care  and  rearing  of  young  children. 
Currently  11.6  million  children  spend  a  minimum  of  10  hours  a  week  in  child- 
care  settings.     Infectious  diseases  are  the  most  important  causes  of  illness 
in  child-care  settings  with  respiratory  and  diarrheal  diseases  being  most 
common.     Risk  factors  for  infectious  diseases  are  not  well  understood, 
supporting  data  for  current  prevention  strategies  are  lacking.     The  management 
of  ill  children  in  the  child-care  setting  and  spread  of  infectious  diseases  to 
the  general  community  is  not  well  understood  or  sufficiently  examined. 
Vaccine  preventable  diseases,   and  infectious  diseases  in  general,   require  a 
broad  policy  approach  based  in  a  sound  understanding  of  the  special  problems 
of  children  in  child-care  settings. 

Infectious  Diseases  of  Minority  Populations   ($2,046,613  and  25  FTEs)   -  The 
Centers  for  Disease  Control  has  a  national  leadership  role  in  investigations 
that  will  lead  to  new  prevention  strategies  for  infectious  diseases  that 
disproportionatly  affect  minority  populations.     Diarrheal  illnesses  and  death 
affect  minorities  and  represent  10%-15%  of  the  preventable,   postneonatal , 
infant  mortality  in  this  country.     Dengue  fever  is  one  of  the  most  rapidly 
expanding  diseases  of  the  tropics  and  is  a  leading  cause  of  hospitalization 
and  death  among  children,   throughout  the  tropics.     Available  data  suggest 
dengue  evolving  in  Puerto  Rico  and  throughout  the  Americas.     Hepatitis  B  virus 
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is  a  serious  public  health  problem  in  Alaskan  Natives  and  Pacific  Island 
populations.     Minority  targeted  hepatitis  B  vaccine  programs  are  under  way. 
As  the  infectious  disease  threat  to  minority  populations  continues  to  expand 
broad  prevention  strategies  involving  research,  prevention,   laboratory  study, 
and  clinical  and  diagnostic  studies,  need  to  be  formulated. 

Foodborne  Diseases  ($3,005,542  and  46  FTEs)   -  Foodborne  diseases  remain  one  of 
the  most  important  and  most  common  causes  of  illness  and  death  in  this 
country,  with  an  estimated  9  million  cases  and  9,000  deaths  each  year.  In 
recent  years,   important  new  pathogens  such  as  Escherichia  coli    0157 :H7  have 
been  discovered.     New  food  vehicles  of  transmission,   such  as  Salmonella 
enteritidis .  have  emerged  as  important  causes  of  diseases.     The  role  of  CDC  in 
bacterial  foodborne  disease  is  to  conduct  national  surveillance  of  foodborne 
diseases;   to  identify  emerging  diseases  and  problems;   and  develop,  implement, 
and  evaluate  preventive  strategies. 

Hospital  Infections  ($8,212,024  and  92  FTEs)   -  Nosocomial  infections  occur  in 
5%  of  all  patients  admitted  to  U.S.  hospitals,  accounting  for  approximately  2 
million  nosocomial  infections  per  year.     However,   the  incidence  may  be  as  high 
as  15%  or  more  in  some  individual  hospitals.     A  unique  feature  of  nosocomial 
infections  is  that,   amid  the  rapidly  increasing  technological  complexity  of 
the  hospital  environment,   the  risk  factors  that  strongly  predispose  patients 
to  infection  are  constantly  changing.     This  necessitates  constant  surveillance 
at  the  hospital  and  national  levels  to  identify  new  risks. 

Opportunistic  Infections  ($2,768,000  and  36  FTEs)   -  Opportunistic  infections 
are  a  major  cause  of  illness  and  death  in  patients  with  AIDS  or  other  immune 
deficiencies.     Treatment  options  are  few  and  often  toxic  or  marginally 
effective.     Data  suggest  that  factors,  such  as  unfiltered  public  drinking 
water,  travel  history,  or  geographic  origin,  hospital  or  household  exposure 
may  all  or  independently  play  a  role  in  transmission  of  opportunistic 
infections.     In  addition,  new  protozoa  and  other  pathogens  are  emerging  as 
opportunistic  infections  in  patients  with  AIDS,  malignancies  and  other 
disorders.     The  current  inadequacies  in  diagnostic  or  therapeutic  modalities 
for  opportunistic  infections  emphasize  the  need  for  well-designed  prospective 
studies  that  will  support  the  development  of  prevention  and  treatment 
strategies  for  opportunistic  infections.     Currently  clinical,  epidemiologic, 
and  molecular/microbiologic  evaluation  of  opportunistic  infections  in  patients 
with  immune  deficiency  are  under  way  and  hold  the  key  to  treatment  and  cost- 
effective  prevention  strategies. 

Bacterial  Meningitis  ($758,000  and  17.6  FTEs)   -  Bacterial  meningitis  is  a 
life- threatening  infection  of  the  central  nervous  system.  Approximately 
15,000-20,000  cases  occur  annually  in  the  United  States,  caused  predominantly 
by  Haemophilus  influenzae  type  b,  Neisseria  meningiditis .  Streptococcus 
pneumoniae .  and  group  B  streptococci.     Neonates  and  the  elderly  are  at 
greatest  risk.     Vaccines  that  are  effective  in  infants  have  been  constructed 
using  new  technologies,  and  continued  development  and  evaluation  of  vaccines 
are  essential.     The  program  uses  multistate  laboratory-based  surveillance  for 
disease  to  define  incidence  rates,  risk  groups,  and  impact  of  vaccination 
programs,  and  to  evaluate  the  efficacy  of  vaccine. 
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Pneumococcal  Disease  ($1,253,400  and  20  FTEs)   -  An  estimated  150,000  to 
570,000  cases  of  pneumococcal  pneumonia  occur  each  year  in  the  United  States; 
however,   diagnosis  of  the  disease  is  hindered  by  the  lack  of  sensitive  and 
specific  laboratory  tests.     Pneumococcal  bacteremia  occurs  in  1/5  to  1/3  of 
patients  with  pneumococcal  pneumonia.     Pneumococcal  isolates  partially  and 
totally  resistant  to  penicillin  are  being  recognized  with  increased  frequency. 
Two  23-valent  pneumococcal  vaccines  are  available  in  the  United  States,  but 
they  are  under-utilized  in  high-risk  populations.     Continued  emphasis  will  be 
placed  on  improved  vaccine  delivery  monitoring  trends  in  antimicrobial 
resistance  patterns  and  development  of  better  diagnostic  tests  for  use  in 
serum  and  sputum. 

Summary  of  Changes 

Increases :  FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay   ---      +$2,07  3,000 

Decreases : 

Scientific  Equipment    -$1,180,000 


Net  Change: 


+$893,000 
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Tuberculosis  Elimination  Grants 

Authorization  Legislation  -  Section  301,  307,  310,  311,  and  327  of  the  Public 
Health  Service  Act. 

FY  1991 
Actual 
FTE  BA 

Budget 
Authority: 

Grants  ---  $9,109,000 
Prog  Ops  _45  5.372.000 
Total  45  $14,481,000 

1993  Authorization: 

Grants   Indefinite 

Purpose  and  Method  of  Operation 

Funding  levels  for  the  last  five  fiscal  years  were  as  follows: 


Funding  FTE 


1988  $11,902,000  45 

1989  $11,822,000  45 

1990  $13,635,000  45 

1991  $14,481,000  45 

1992  $20,693,000  45 


Tuberculosis  Elimination  has  received  an  increase  of  $19.7  million,  or  an 
increase  of  128  percent. 

The  mission  of  the  program  is  to  achieve  the  elimination  of  tuberculosis  from 
the  United  States.     In  1989,  the  Departmental  "Strategic  Plan  for  the 
Elimination  of  Tuberculosis  in  The  United  States"  was  published  and  formally 
endorsed  by  the  American  Medical  Association,  the  American  Public  Health 
Association,  the  American  Lung  Association,  the  American  College  of  Preventive 
Medicine,  and  other  key  health  care  organizations  which  are  committed  to 
participating  in  its  implementation. 

The  plan  consists  of  three  parts: 

o        Intensification  -  more  effective  application  of  known  prevention  and 
control  measures,  especially  in  high-risk  populations. 

o  Research  -  development  and  evaluation  of  new  and  more  effective 
technologies  and  interventions  to  prevent,  diagnose,  treat,  and 
control  tuberculosis. 


Increase 

FY  1992  FY  1993  or 

Appropriation  Estimate  Decrease 

FTE  BA        FTE  BA      FTE  BA 


---     $15,321,000  ---     $  35,000,000  ---  +$19,679,000 

45  5.372.000     45  5.372.000  ---   

45      $20,693,000     45      $40,372,000  ---  +$19,679,000 
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o        Technology  assessment  and  transfer  -  rapid  assessment  and  transfer 
of  new  technology  into  clinical  and  public  health  practice. 

The  Centers  for  Disease  Control  (CDC)  provides  national  leadership  for 
tuberculosis  elimination.     In  FY  1991,  34  states,  Puerto  Rico,  Guam,  and  10 
large  cities  were  awarded  TB  elimination  grants.     These  grants  allow  states, 
territories,  and  large  cities  to  strengthen  their  control  and  elimination 
programs.     These  funds  were  used  primarily  to  hire  outreach  workers  who 
provide  directly-observed  therapy  (DOT)  to  otherwise  noncompliant  patients. 
DOT  allows  patients  to  be  cured  without  hospitalization  and  prevents  their 
developing  resistant  disease  or  continuing  to  transmit  infection  to  the 
public.     In  addition,  funds  are  used  to  support  applied  and  operational 
research,  educational,  and  training  activities. 

Many  achievements  have  been  made.     A  National  Coalition  for  the  Elimination  of 
Tuberculosis  has  been  formed  for  the  purpose  of  educating  professionals,  the 
public,  policymakers,  and  community-based  organizations.    More  than  50 
organizations  have  agreed  to  undertake  a  National  TB  Education  Program.  The 
National  Heart,  Lung,  and  Blood  Institute  and  the  National  Institute  of 
Allergy  and  Infectious  Diseases  have  agreed  to  join  CDC  as  co-sponsors  of  this 
program. 

Requested  outbreak  investigation  and  containment  support  has  been  provided  to 
many  states  and  cities,  including  efforts  to  control  TB  outbreaks  in: 
elementary  schools  in  Missouri,  Mississippi,  and  Maryland;  a  renal  transplant 
unit  in  Pennsylvania;  hospitals  in  Florida  and  New  York  City;  an  Indian 
Reservation  in  Mississippi;  a  cruise  ship  docked  in  Oregon;  and  the  New  York 
State  Correctional  System.    Also,  a  pilot  program  designed  to  control  TB  along 
the  U.S.  and  Mexico  border  in  the  El  Paso/Juarez  area  has  been  initiated. 

By  March,  1992,  training  will  have  been  offered  to  state,  voluntary,  and  CDC 
personnel  from  every  state  and  territory  to  help  them  more  effectively  work 
with  minority  populations,  the  homeless,  migrant  workers,  the  elderly,  and 
other  groups  at  high-risk  for  TB. 

Through  CDC  leadership,  28  states  and/or  large  cities  have  established  their 
own  TB  elimination  advisory  committees.     In  addition,  10  have  developed  area- 
specific  elimination  plans.     In  FY  1992,  CDC  coordinated  the  establishment  of 
a  PHS-wide  TB  Task  Force  to  address  on  a  national  basis  the  many  facets  of  the 
increasing  problem  of  multidrug-resistant  TB  (MDR-TB). 

Rationale  for  the  Budget  Request; 

The  increase  of  $19,679,000  will  support  implementation  of  the  Strategic  Plan 
and  targeted  efforts  to  address  multidrug-resistant  TB. 

Tuberculosis  incidence  has  risen  significantly  in  many  parts  of  this  country 
due  to  the  occurrence  of  TB  in  HIV-infected  persons,  in  immigrants  and 
refugees  from  high  TB  prevalence  countries,  and  in  high-risk  persons  who  come 
together  in  indoor  environments  such  as  hospitals,   shelters,  correctional 
facilities,  residential  care  facilities  for  AIDS  patients,  nursing  homes,  and 
even  "crack  houses." 
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From  1985  through  1990,  TB  cases  increased  16  percent.     Increases  occurred  in 
both  males  (+17  percent)  and  females  (+13  percent).     There  are  marked 
differences  between  the  occurrence  of  TB  in  non-Hispanic  whites  compared  to 
blacks  and  Hispanics.    Among  non-Hispanic  whites  TB  is  predominately  a  disease 
of  older  adults.    Among  blacks  and  Hispanics,  however,  TB  is  predominately  a 
disease  of  young  adults  and  the  number  of  cases  has  dramatically  increased. 
The  biggest  increases  have  occurred  in  the  25-44  year  olds.     In  this  age 
group,  from  1985-1990,  there  was  a  12  percent  increase  among  Asians,  a  25 
percent  increase  among  non-Hispanic  whites,  a  55  percent  increase  among 
blacks,  and  a  77  percent  increase  among  Hispanics.    The  increase  among  Asians 
is  primarily  attributable  to  immigration  from  high  TB  prevalence  countries, 
the  increase  among  whites  and  blacks  is  attributable  to  the  HIV  epidemic,  and 
the  increase  among  Hispanics  is  attributable  to  both  immigration  and  the  HIV 
epidemic.    HIV  infection  increases  the  risk  of  clinically  active  TB  among 
persons  with  latent  TB  infection,  and  increases  the  risk  of  clinically  active 
TB  among  persons  exposed  to  TB  infection. 

Tuberculosis  requires  6-12  months  of  continuous  therapy  to  cure.     Persons  with 
contagious  TB  who  do  not  faithfully  take  medications  continue  to  spread  their 
infection  and  may  develop  drug-resistant  disease,  become  disabled,  and 
eventually  die  from  TB.     Fortunately  TB  is  a  curable  and  preventable  disease 
if  proper  treatment  and  control  interventions  are  taken  in  a  timely  manner. 
The  most  recent  crisis  in  TB  control  is  the  increasing  transmission  of 
multidrug-resistant  TB.    At  this  time,  approximately  200  multidrug-resistant 
cases  have  been  identified  in  hospitals,  correctional  facilities,  and  the 
community.    Most  of  the  patients,  but  not  all,  have  been  HIV-infected. 
Mortality  has  been  high—from  72-89  percent.     The  median  interval  between  TB 
diagnosis  and  death  has  been  very  short—from  4  to  16  weeks.    Health  care 
workers,  prison  guards,  family  members,  and  non-HIV-inf ected  patients  from  the 
community  have  also  become  infected  in  these  outbreaks,  some  have  developed 
resistant  TB  disease,  some  have  died,  and  others  will  remain  at  risk  of 
developing  drug-resistant  disease  for  life. 

The  Department's  Advisory  Council  for  the  Elimination  of  Tuberculosis  (ACET) 
has  expressed  concern  that  these  outbreaks  will  provoke  a  crisis  in  the  care 
of  both  HIV-infected  people  and  those  infected  with  TB.     Specifically,  because 
of  the  probable  spread  of  resistant  TB,  residential  care  arrangements  for  HIV- 
infected  patients  will  have  to  be  reconsidered,  with  more  expensive  options 
potentially  being  necessary.     The  cost  for  treating  a  drug  resistant  TB  case 
is  estimated  by  ACET  at  more  that  $180,000  per  patient,  compared  to  about 
$11,000  for  public  health  treatment  and  management  of  a  non-resistant  case. 

In  FY  1990  and  1991,  support  continued  for  cooperative  agreements  targeted  to 
the  Nation's  inner  cities  where  most  of  the  tuberculosis  morbidity  occurs. 
Most  of  the  funds  are  used  to  hire  outreach  workers  whose  major  responsibility 
is  to  provide  follow-up  and  directly  observed  therapy  (DOT)  for  approximately 
10Z  of  patients  who  would  be  otherwise  noncompliant  and  a  continued  public 
health  threat.     Tuberculosis  requires  6-9  months  of  therapy  in  compliant 
patients  and  longer  durations  in  persons  who  do  not  faithfully  take  their 
medications.     Some  health  departments  have  reported  a  savings  in  hospital 
costs  of  $3  to  $4  for  each  $1  spent  for  directly  observed  therapy. 
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This  funding  increase  of  $19,679,000  in  1993  will: 

o        Increase  assistance  to  health  agencies  and  other  health-related 

organizations  in  up  to  68  states,  major  cities,  and  territories  to 
establish  and  maintain  basic  TB  surveillance  and  control  measures, 
including  outbreak  surveillance  and  control . 

o       Support  up  to  590  outreach  workers  to  supervise  the  directly 

observed  therapy  (DOT)  of  at  least  6,000  to  6,500  TB  patients  to 
insure  they  are  cured  of  their-  disease  and  are  prevented  from 
spreading  infection  to  others  or  developing  drug  resistance. 

o       Support  up  to  10  demonstrations  for  screening  and  providing 

preventive  therapy  to  high-risk  populations  such  as  the  foreign- 
born;  the  homeless;  persons  in  nursing  homes,  and  correctional 
facilities . 

o        Support  eight  research  studies  to  develop  new  prevention, 

diagnostic,  and  treatment  technologies  and  to  evaluate  behavioral 
modification  intervention  techniques;  and  five  epidemiologic  studies 
to  determine  risk  of  TB  transmission  among  health  workers  and  use  of 
ultraviolet  light,  etc. 

o        Provide  assistance  to  upgrade  approximately  40  state  and  local 

laboratories  to  ensure  that  the  latest  in  diagnostic  tools  are  used. 

o        Increase  the  number  of  experienced  program  managers  provided  upon 
request  to  states,  territories,  and  cities. 

o        Support  the  development  and  distribution  of  new  training  and 

educational  tools,  e.g.,  laboratory  training  programs  and  materials; 
patient-specific,  culturally  appropriate  materials;  caregiver- 
specific  materials;  and  lectures,  workshops,  and  courses  to  train 
state  and  local  providers. 
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Summary  of  Changes 
Increases: 

Program  Increase: 

TB  Elimination  Grants 

Net  Change: 


FTE  Amount 
---  +$19,679,000 
---  +$19,679,000 
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Chronic  and  Environmental  Disease  Prevention 

Authorizing  Legislation  -  Sections  301,  307,  310,  311,  317A,  327,  352,  and 
1102  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

 Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA        FTE  BA 

Budget 
Authority: 

538     $51,408,000  586     $67,744,000      586     $66,943,000       ---  -$801,000 

1993  Authorization   Indefinite 

Purpose  and  Method  of  Operation 

Funding  for  the  chronic  and  environmental  disease  program  during  the  last  five 
years  has  been  as  follows: 

Funding  FTE 

1988  $41,189,000  478 

1989  $44,371,000  513 

1990  $45,628,000  541 

1991  $51,408,000  538 

1992  $67,744,000  586 

Significant  premature  death,  and  preventable  illness  and  disability,  are 
caused  by  personal  behavior  choices  leading  to  chronic  diseases,  and  by 
exposure  to  man-made  and  naturally-occurring  environmental  hazards.     The  major 
chronic  diseases,  such  as  cardiovascular  disease,  cancer,  chronic  lung 
disease,  and  diabetes  are  the  leading  causes  of  premature  death  and  long-term 
disability  in  the  United  States,  resulted  in  over  1.3  million  deaths  and  over 
3.6  million  years  of  potential  life  lost  (YPLL)  in  1986.     Birth  defects  are 
the  fifth  leading  cause  of  YPLL  and  in  1986  were  the  single  greatest  cause  of 
infant  mortality.     Prevention  offers  the  major  challenge  and  opportunity  for 
averting  a  substantial  portion  of  this  unnecessary  illness  and  death. 

The  principal  means  for  achieving  these  objectives  include: 

o    Surveillance,  epidemiology,  and  laboratory  evaluation  of  environmental 
exposures  and  resulting  illnesses,  chronic  diseases,  behavioral  risk 
factors,  and  injuries.     These  activities  are  directed  toward  identifying 
preventable  public  health  problems  and  developing  and  implementing 
immediate,  or  long-term,  intervention  and  prevention  strategies  and 
programs . 


o    Applied  research  to  develop  chronic  and  environmental  disease  control  and 
prevention  programs  and  a  scientific  knowledge  base,  with  emphasis  on 
primary  prevention  and  health  promotion  strategies  and  techniques  --  in 
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large  part  translating  findings  from  NIH,  CDC,  and  others  into  practical 
cost-effective  applications  to  prevent  unnecessary  morbidity  and  premature 
mortality . 

o     Provision  of  a  wide  range  of  epidemiologic,   laboratory,  and  management 
consultation  and  training  services  to  state,  local,   international,  and 
other  health  professionals  to  increasingly  build  their  capacity  for 
conducting  chronic  disease  prevention  and  control  activities, 
environmental  health  protection  programs,  and  surveillance,  and  technical 
assistance . 

o    Development  of  an  application  of  laboratory  technology  and  techniques  to 
test  for  the  presence  of  hazardous  substances  in  human  tissues,  and  the 
subclinical,  or  metabolic  effects,  of  exposure  to  environmental  hazards 
and  chronic  diseases. 

o    Research  to  determine  whether  adverse  health  effects  occur  as  a  result  of 
exposures  to  environmental  and  other  hazards  and  studies  to  improve  the 
precision  of  measurement  methods  associated  with  complex  behaviors  (e.g., 
physical  activity)  and  the  determinants  or  precursors  of  such  behavior. 

Chronic  Disease  Surveillance.  Prevention,  and  Control 

Rationale  for  the  Budget  Request 

The  FY  1993  request  is  to  continue  support  for  CDC's  chronic  and  environmental 
disease  activities,  with  emphasis  on  research,  development,  and  implementation 
of  prevention  strategies  designed  to  improve  the  health  and  quality  of  life  of 
the  American  people.  The  budget  provides  for  an  increase  of  $3  million 
dollars  in  tobacco  use  offset  in  lower  priority  programs.  In  1993,  funds  will 
be  used  to  support  projects  related  to  these  prevention  and  control  strategies 
and  will  include: 

Behavioral  Risk  Factor  Surveillance  System  -  Provides  assistance  to  46 
participating  states  and  the  District  of  Columbia  to  enable  them  to  assess  the 
prevalence  of  health  risk  factors  associated  with  premature  death  and 
disability  in  the  United  States.     States  need  to  measure  the  prevalence  of 
risk  factors  in  the  adult  population  in  order  to  set  program  priorities, 
identify  special  needs  of  target  populations,  and  target  resources  toward 
groups  at  highest  risk.     The  System  also  provides  a  means  of  planning  more 
effective  community  interventions. 

Cardiovascular  Disease  -     The  community -based  approaches  used  are  based  on 
findings  from  major  community  trials  to  reduce  modifiable  behaviors  that  place 
individuals  at  increased  risk  for  disease.     Cardiovascular  disease  results  in 
over  760,000  deaths  and  over  1.5  million  years  of  potential  life  lost  yearly. 
To  have  a  widespread  impact  on  reducing  cardiovascular  disease  (as  well  as 
other  preventable  chronic  diseases)  in  the  United  States,  we  must  replicate 
lessons  learned  from  several  major  community  trials.     In  collaboration  with 
the  Indian  Health  Service,  a  cardiovascular  disease  prevention  demonstration 
project  will  be  implemented  in  three  American  Indian  communities.  This 
project  will  serve  to  develop  and  evaluate  population-based  intervention 
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strategies  to  prevent  cardiovascular  disease  among  American  Indians.     CDC  is 
jointly  working  with  several  states  to  provide  appropriate  technical 
assistance  and  educational  materials  for  states'  use  in  implementing  community 
cardiovascular  disease  prevention  and  control  programs.     A  variety  of  coronary- 
heart  disease  interventions  have  been  implemented,  with  half  of  all 
intervention  efforts  directed  toward  high-risk,  minority  populations.  CDC 
continues  to  provide  assistance  to  20  states,   the  District  of  Columbia,  and 
one  territory  in  the  development  of  comprehensive  chronic  disease  programs. 
Many  of  these  states  have  chosen  to  build  these  programs  on  a  foundation  of 
cardiovascular  disease  interventions . 

Diabetes  -  Diabetes  mellitus,   a  complex,   chronic  metabolic  disease  with  major 
medical  complications,  remains  one  of  the  leading  causes  of  death  and 
disability  in  the  United  States.     It  imposes  a  significant  health  and  economic 
burden,  both  on  those  who  have  diabetes  and  on  society  in  general.  CDC's 
diabetes  program  is  committed  to  reducing  the  burden  of  excess  morbidity, 
mortality,   disability,   and  financial  costs  associated  with  diabetes  and  its 
complications . 

Congress  has  designated  CDC  as  the  lead  federal  agency  for  translating  the 
most  promising  findings  of  diabetes  research  into  widespread  clinical  and 
public  health  practice.     To  address  that  mandate,   CDC  is  designing  a  broad- 
based  approach,  consisting  of  (1)  defining  the  diabetes  burden  through 
surveillance  at  the  national  and  state  levels;   (2)  implementing  state-based, 
public  health  oriented,  diabetes  control  programs;    (3)  defining  new  approaches 
for  reducing  the  diabetes  burden;  and  (4)  coordinating  the  diabetes 
translation  activities  of  federal  health  agencies  and  others.     Each  of  these 
approaches  recognizes  the  special  burden  that  diabetes  places  on  minorities, 
the  elderly,  and  other  underserved  groups,  and  targets  programs  to  those 
populations . 

In  FY  1993,  CDC  will  continue  to  (1)  provide  financial  and  technical 
assistance  to  the  diabetes  control  programs  of  26  states  and  one  territory. 
In  addition,  CDC  will  continue  to  (2)  demonstrate  innovative,  community-based 
interventions  targeted  to  high-risk  minority  populations;    (3)  develop  the 
capacity  to  carry  out  national  and  state  -  specif ic  diabetes  surveillance ;  and 
(4)  coordinate  federal  diabetes  translation  efforts  through  CDC's  Technical 
Advisory  Committee  for  Diabetes  Translation  and  Community  Control  Programs, 
the  interagency  Finance  Coordinating  Committee,  and  other  mechanisms. 

Community  Health  Promotion  Program  -  This  program  supports  the  surveillance, 
analysis,   evaluation,  and  technical  assistance  activities  for  state  health 
promotion/risk  reduction  programs  aimed  at  the  personal  health  behaviors 
outlined  in  the  Healthy  People  2000,  National  Health  Promotion  and  Disease 
Prevention  Objectives.     Activities  related  to  behavioral  epidemiology  are 
designed  to  influence  pre-disease  events  so  that  the  physical,   emotional,  and 
economic  costs  of  chronic  conditions  can  be  avoided. 

Assistance  is  provided  to  17  states,   serving  44  communities,   through  CDC's 
Planned  Approach  to  Community  Health   (PATCH) .     As  states  increasingly 
recognize  the  significance  of  various  chronic  diseases  as  major  contributors 
to  preventable  morbidity  and  mortality,   efforts  to  support  community-based 
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approaches  to  chronic  disease  prevention  are  increasing.     To  meet  this 
increasing  interest  in  PATCH,  CDC  is  refocusing  its  training  efforts  to  the 
state  health  agency  rather  than  directly  to  the  community.     PATCH  training  is 
being  provided  to  state  coordinators  who  will,   in  turn,  provide  training  to 
community  leaders.     The  training  is  also  being  directed  toward  prevention  and 
control  of  chronic  diseases  rather  than  toward  any  health  promotion  activity. 
These  programs  of  technical  and  financial  assistance  enable  states  and 
communities  to  apply  risk  factor  data  in  a  systematic  program  of 
priority- focused  and  targeted  interventions,  utilizing  state-of-the-art 
methods  of  risk  reduction. 

Physical  Activity  -  Special  attention  is  placed  on  studies  related  to  physical 
activity  and  other  risk  factors  for  coronary  heart  disease.     Previous  efforts 
have  demonstrated  that  physical  inactivity  may  be  the  most  significant  risk 
factor  associated  with  coronary  heart  disease.     Increasing  physical  activity 
among  Americans  is  a  major  risk  reduction  goal  of  Healthy  People  2000.  Not 
only  does  the  relative  risk  of  coronary  heart  disease  due  to  physical 
inactivity  correlate  closely  with  such  factors  as  smoking,  high  blood 
pressure,  and  elevated  serum  cholesterol,  but  the  prevalence  of  inactivity 
among  U.S.  adults  is  more  than  three  times  higher  than  for  other  risk  factors. 
Current  studies  are  exploring  the  determinants  of  physical  inactivity,  as  well 
as  factors  that  can  contribute  to  enhanced  physical  activity,  with  special 
emphasis  on  minority,  low- income  populations.     To  assist  with  the  translation 
of  results  from  these  investigations,  CDC  has  identified  a  network  of  physical 
activity  coordinators  from  each  state  health  agency.     CDC  will  use  this 
network  to  disseminate  information  and  material  for  use  in  the  public  health 
arena . 

Nutrition-Related  Chronic  Disease  -  Both  the  recent  Surgeon  General's  Report 
on  Nutrition  and  Health  and  the  National  Academy  of  Science's  report  on  Diet 
and  Health  cite  the  increasing  scientific  evidence  that  the  leading  chronic 
disease  causes  of  death  in  the  U.S.  are  linked  to  diets  too  high  in  fat, 
cholesterol,  calories,  salt,  and  alcohol  and  too  low  in  complex  carbohydrates 
and  fiber.     CDC  has  initiated  numerous  activities  focused  on  the  primary 
prevention  of  nutrition-related  chronic  disease,  including  (1)  conducting 
surveillance  of  dietary  patterns  related  to  chronic  disease  to  aid  in 
targeting  high-risk  populations;   (2)  conducting  epidemiologic  research  to 
better  understand  the  relationships  of  nutritional  factors  to  chronic  disease; 
(3)  designing  population-based  nutrition  interventions  to  reduce  diet-related 
chronic  disease  risks;   (4)    developing  national  school  nutrition  guidelines 
for  dissemination  through  State  and  local  education  agencies;  and  (5) 
providing  technical  assistance  and  training  in  chronic  disease  programming 
through  partnerships  with  public,  voluntary,  and  private  sectors.  Since 
obesity  is  a  well  established  risk  factor  for  a  number  of  chronic  diseases, 
special  attention  has  been  focused  on  several  studies  to  better  describe  the 
incidence  and  prevalence  of  obesity  and  weight- loss  practices  in  both  the 
general  population  and  selected  populations. 

Tobacco  Use  -  $10.343.000  and  12  FTEs     -  A  key  component  in  the  FY  93 
President's  Budget  initiative  on  prevention  is  smoking  cessation  and 
preventing  the  initiation  of  smoking,  particularly  among  adolescents.  Smoking 
remains  the  single  most  preventable  cause  of  death  in  the  U.S.,  alone  causing 
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434,000  deaths  per  year.     Further,  those  most  at  risk  from  the  ill  health 
effects  of  smoking  tend  to  be  minorities,  women,  and  the  young.  However, 
smoking  cessation  efforts  can  make  a  difference.     Over  40  controlled  clinical 
trials  have  examined  various  combinations  of  smoking  cessation  counseling, 
educational  literature,  and  nicotine  replacement  therapy.     Studies  have  shown 
that  these  efforts  can  succeed  in  helping  up  to  40  percent  of  smokers  quit. 
Therefore,  the  President's  Budget  seeks  to  add  an  additional  $3  million  over 
FY  92.     This  initiative  will  provide  the  resources  and  impetus  for  programs  we 
know  work  by  directing  particular  attention  to  groups  at  special  risk- 
pregnant  women,  children,  and  adolescents. 

CDC  will  continue  prevention  activities  addressing  the  long-range  goal  to 
reduce  deaths,  disabilities,  and  health  care  costs  associated  with  cigarette 
smoking  and  other  tobacco  use.     The  reduct  ion  of  tobacco  use  is  one  of  the 
major  goals  outlined  in  the  Healthy  People  2000,  designed  to  improve  the 
health  of  Americans.     CDC's  Office  on  Smoking  and  Health  (OSH)  serves  as  the 
focal  point  for  all  Department  of  Health  and  Human  Service  activities  related 
to  smoking  and  health.     The  Office  collects  and  analyzes  scientific  data; 
maintains  a  repository  for  published  information  on  tobacco  and  health;  and 
provides  technical  and  scientific  assistance  to  researchers  and  other  health 
professionals.     It  also  conducts  ongoing  public  information  and  education 
programs  addressed  to  adult  smokers  and  teenagers- -such  as  national  public 
information  campaigns- -to  assist  and  encourage  current  smokers  to  quit  and 
others,  particularly  adolescents,  not  to  start;  and  works  to  facilitate 
development  of  tobacco  education  guidelines  for  distribution  to  states  as  the 
basis  for  intensifying  the  tobacco  component  of  comprehensive  school  health 
education  nationwide.     In  addition,  OSH  provides  staff  support  to  the  Surgeon 
General  and  produces  the  Surgeon  General's  report  on  the  health  consequences 
of  smoking. 

Health  Education/Risk  Reduction  Program  for  School-  and  College-Aged  Youths  - 
$2.658. 000     -  This  program  provides  assistance  to  50  state,  4  territorial,  and 
17  local  education  agencies,  working  with  over  25  national  private  sector 
health  and  education  organizations,   to  establish  comprehensive  school  health 
education  programs  in  schools  and  colleges  throughout  the  U.S.     While  this 
health  education/risk  reduction  program  has  focused  on  the  prevention  of  HIV 
infection  since  its  inception  in  FY  1987,  current  efforts  include  the 
development  of  school  guidelines  for  tobacco  and  nutrition  education, 
respectively.     Long-range  plans  include  (1)  using  these  guidelines  as  the 
basis  for  strengthening  the  tobacco  and  nutrition  components  of  comprehensive 
school  health  programs  nationwide  and  (2)  implementing  components  that  address 
other  risk  behaviors  associated  with  the  leading  causes  of  adolescent 
mortality,   morbidity,   and  disability:     intentional  and  unintentional  injuries, 
STD  infection,  unintended  pregnancy,    insufficient  physical  activity,   and  the 
use/abuse  of  alcohol  and  drugs. 

Hazardous  Substances  -  In  1993,  $2,000,000  is  included  for  efforts  directed 
toward  health  studies  about  relationships  between  environmental  exposures  and 
health  outcomes  and  on  developing,  evaluating,  and  applying  new  laboratory 
technologies  to  detect  and  quantify  substances  in  humans  and  to  assess 
potential  human  health  effects  of  toxicant  exposures. 
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Hanford  Thyroid  Disease  Study  -  $1.817.000  -  CDC  has  awarded  a  contract  for 
the  conduct  of  this  study  to  the  Fred  Hutchinson  Cancer  Research  Center, 
Seattle,  Washington.     A  pilot  study  has  been  developed  and  this  study  and  its 
related  activities  are  progressing  with  the  substantial  input  and 
collaboration  of  and  collaboration  of  numerous  Federal,  State,  and  local 
agencies,  as  well  as  Indian  nations  and  citizens  groups. 

Birth  Defects  and  Developmental  Disabilities  -  SI , 231 , 000     -  CDC's  birth 
defects  and  developmental  disabilities  programs  seek  to  reduce  or  eliminate 
birth  defects,  developmental  disabilities  and  other  adverse  reproductive 
outcomes  resulting  from  environmental  and  related  causes.     Data  from  CDC's 
birth  defects  surveillance  programs  have  been  used  to  solve  problems  of 
national  significance.     In  1993,  funds  will  be  used  to  provide  technical 
assistance  to  birth  defects  disabilities  surveillance  programs  in  more  than  25 
States.     Potential  prevention  programs  will  be  studied  and,  whenever  possible, 
demonstration  projects  implemented.  CDC's  prevention  efforts  for  all  birth 
defects  will  continue  to  be  strengthened.     CDC  will  also  seek  to  improve  and 
expand  the  monitoring  of  birth  defects  at  the  state  level  and  to  expand  an 
intensive  program  to  find  causes  and  effective  prevention  methodologies  for 
birth  defects. 

Spina  Bifida  -$1.611.000  -  CDC  is  conducting  a  pilot  study  to  determine  the 
appropriate  use  of  periconceptional  folic  acid  (one  of  the  B  vitamins) 
supplementation  to  reduce  spina  bifida  and  anencephaly  (SBA) ,  a  major  cause  of 
infant  mortality  and  disability  in  the  U.S.     The  pilot  study  is  being 
conducted  in  an  area  of  northern  China  which  has  the  highest  rate  of  SBA  in 
the  world. 

Fetal  Alcohol  Syndrome  -  $1.232.000  -  CDC's  efforts  to  improve  surveillance 
and  prevention  of  fetal  alcohol  syndrome  (FAS)  will  continue  to  assist  states 
in  FAS  prevention,  to  evaluate  the  effectiveness  of  prevention  programs,  and 
to  improve  the  quality  of  the  data  being  collected  on  the  number  of  infants 
who  are  damaged  by  fetal  exposure  to  alcohol. 

Disabilities  Prevention  -  $11.898.000    -  In  1993,  funding  will  be  available 
for  the  activities  initiated  in  1988  to  enhance  the  capacity  of  States  to 
coordinate  disabilities  prevention  activities  and  to  provide  technical 
assistance  to  communities  carrying  out  disability  prevention  programs.  CDC 
will  seek  to  develop  a  national  information  base  for  the  prevention  of  primary 
and  secondary  disabilities  and  will  also  seek  to  support  additional 
demonstration/epidemiology  projects  to  contribute  to  the  information  base. 
CDC  will  also  seek  to  ensure  that  the  information  developed  and  prevention 
services  targeted  will  address  the  disproportionate  burden  of  disabilities 
among  minority  and  low- income  populations. 

Laboratory  Support  -  $1.400.000  -  In  1993  CDC  will  continue  to  perform 
nutrition  measurements  to  characterize  the  nutritional  status  of  the  U.S. 
population  and  guide  fortification  policy  for  vitamins  and  essential  elements 
and  to  perform  measurements  of  toxic  elements  to  guide  prevention  efforts 
towards  the  most  affected  population  groups. 


1726 


83 

Summary  of  Changes 


Increases :  FTE  Amount 

Built-in  increases  such  as  cost  of  pay  raise 
effective  January  1993,  annualization  of  pay 
raises  effective  January  1992,  within  grades, 

FICA,  and  one  extra  day  of  pay   ---  +$2,701,000 

Program- Smoking   ---  +$3,000,000 

Decreases : 

Scientific  Equipment  ---  -$2,293,000 

Chronic  Fatigue  Syndrome  ---  -$239,000 

Disabilities  ---  -$954,000 

Spina  Bifida  ---  -$701,000 

Comprehensive  School  Health  ---  -$954,000 

Birth  Defects  ---  -$547,000 

Fetal  Alcohol  Syndrome  ---  -$547,000 

Wheeling  Project  ---  -$267,000 


Net  Change: 


-$801,000 
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Childhood  Lead  PoisoninR  Prevention 

Authorizing  Legislation  -  Section  317A  of  the  Public  Health  Service  Act  (PHS) 

Increase 


FY  1991 
Actual 


FY  1992  FY  1993  or 

Appropriation  Estimate  Decrease 

FTE  BA        FTE  BA  FTE  BA 


FTE   

Budget 
Authority : 

15       $7,790,000       30     $21,302,000         33     $40,000,000         +3  +$18,698,000 
1993  Authorization: .. .Authorization  expired  9/30/91.     An  extension  is  pending 
Purpose  and  Method  of  Operation 

Funding  for  the  lead  poisoning  prevention  program  during  the  last  five  fiscal 
years  has  been  as  follows: 


1988 
1989 
1990 
1991 
1992 


Funding 

$533,000 
$533,000 
$3,949,000 
$7,790,000 
$21,302,000 


FTE 


Childhood  Lead  Poisoning  Prevention  has  received  an  increase  of  $18.7  million 
or  an  increase  of  88  percent. 

Lead  poisoning  continues  to  pose  a  threat  to  infants  and  young  children; 
studies  have  shown  that  lead  exposure  can  produce  neurological  damage 
resulting  in  learning  disabilities.     Recognizing  the  seriousness  of  this 
threat,  and  that  this  is  a  preventable  disease  with  a  huge  societal  cost,  the 
goal  of  childhood  lead  poisoning  prevention  activities  at  CDC  is  the 
elimination  of  this  disease  within  the  next  twenty  years.     To  accomplish  this 
goal  requires  increased  prevention  activities;  continued  efforts  to  reduce 
significant  sources  and  pathways  of  lead  exposure;  national  surveillance  for 
elevated  lead  levels;  and  research.     Education  and  public  awareness  are 
essential  to  succcess  in  implementing  all  of  these  activities.     In  support  of 
this  goal,  CDC  recently  revised  its  Lead  Statement  which  provides  guidance  to 
lead  poisoning  prevention  programs,  pediatric  health  care  providers,  and 
others  on  screening  for  lead  poisoning  and  appropriate  follow-up  for  lead- 
poisoned  children.    Additionally,  a    Strategic  Plan  to  Eliminate  Childhood 
Lead  Poisoning  was  developed  for  HHS  and  describes  the  first  five  years  of  a 
20-year  society-wide  effort  to  eliminate  childhood  lead  poisoning.  The 
increase  in  the  President's  budget  from  $21,302,000  to  $40,000,000  in  Fiscal 
Year  1993  will  significantly  increase  the  level  of  screening,  follow-up,  and 
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other  activities  directed  toward  the  goal  of  eliminating  this  disease.  The 
increase  will  allow  full  implementation  of  the  first  year  of  the  Strategic 
Plan. 

Lead  poisoning  is  the  most  common  environmental  disease  of  young  children. 
Millions  of  children  in  the  U.S.   suffer  decreased  intelligence,  slower 
development,   and  behavioral  disturbances  as  a  result  of  lead  exposure.  Young, 
minority  children  in  the  inner  cities,   already  disadvantaged  by  poor  nutrition 
and  other  factors,   are  disproportionately  affected.     However,   lead  poisoning 
affects  children  of  all  races  and  ethnicities,   in  all  socioeconomic  groups,  in 
all  geographic  areas.     Lead  poisoning  is  particularly  tragic  because  it  is 
entirely  preventable.     The  U.S.  Public  Health  Service  Year  Objectives  state 
that  by  the  Year  2000,  no  children  in  the  United  States  should  have  blood  lead 
levels  above  25  ug/dL. 

The  childhood  lead  poisoning  prevention  program  at  CDC  provides  funding  for: 

o       Categorical  grant  activities 

Manages  grants  to  State  and  local  agencies  for  childhood  lead 
screening,   follow-up  of  lead-poisoned  children,  and  education  about 
lead  poisoning. 

Provides  technical  assistance  to  both  CDC-funded  and  non-funded 
programs . 

Assists  in  data  management  at  the  State  and  local  levels  and  develop 
software  for  uniform  data  collection  by  programs. 

o      Laboratory  proficiency  activities 

In  cooperation  with  the  Maternal  and  Child  Health  Program  of  Health 
Resources  and  Services  Administration  and  the  State  Laboratory  of 
Wisconsin,  runs  blood  lead  and  erythrocyte  protoporphyrin  proficiency 
testing  programs. 

Develops  standard  reference  materials  for  blood  lead  measurement. 
Performs  blood  lead  analyses  for  the  National  Health  and  Nutritional 
Examination  Surveys. 

o       Epidemiologic  activities 

Evaluates  data  on  demographics  of  childhood  lead  poisoning,  risk 
factors  for  childhood  lead  poisoning,  and  efficacy  of  interventions 
to  reduce  blood  lead  levels. 

Provides  consultation  to  other  Federal,  State,  and  local  agencies,  as 
well  as  to  non- government  groups. 

o       Surveillance  activities 

Provides  funds  States  to  develop  statewide  surveillance  for  elevated 
blood  lead  levels. 

Provides  technical  assistance  to  States  wishing  to  develop 
surveillance  and  to  States  wishing  to  analyze  surveillance  data. 

o       Interagency  activities 

Participates  in  the  Housing  and  Urban  Development- Environmental 
Protection  Agency  Task  Force  on  lead-based  paint  in  housing 
Participates  in  the  National  Academy  of  Sciences  review 
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Provides  technical  assistance  to  the  EPA  Soil  Demonstration  Project 
Laboratory  proficiency  testing  program 

Rationale  for  the  Budget  Request 

In  FY  1993,  $40,000,000  is  requested  for  CDC's  childhood  lead  poisoning 
prevention  program.     This  increase  from  $21,302,000  would  increase  the  number 
of  State  and  local  health  agencies  funded  with  categorical  grants  for 
childhood  lead  poisoning  prevention  programs  from  23  to  35  and  increase 
support  for  program  activities  from  60  to  85  program  communitities  resulting 
in  the  screening  of  an  estimated  500,000  high-risk  children.     Expanded  funding 
also  would  provide  for  increased  laboratory,  data  management,  and  other 
support  to  both  CDC-funded  and  non-funded  programs,  and  would  provide  for 
increased  evaluation  of  the  effectiveness  of  interventions  to  decrease  blood 
lead  levels  and  expanded  collaborative  efforts  with  other  Federal  agencies. 
These  activities  are  essential  for  accomplishment  of  the  Year  2000  Objective 
for  the  Nation  for  lead  poisoning  and  implementation  of  the  Strategic  Plan. 
In  summary,   the  remaining  funds  would  support  the  following  programmatic 
activities : 

o       Categorical  grants  to  State  and  local  agencies  for  screening  children  for 
lead  poisoning,   ensuring  appropriate  and  timely  medical  and  environmental 
follow-up  of  lead-poisoned  children,   and  educating  the  public  about  lead 
poisoning.     Activities  in  communities  likely  to  have  the  most  severe 
childhood  lead  poisoning  problems  will  be  emphasized.     In  particular, 
funds  will  be  used  to  develop  the  infrastructures  needed  to  ensure  timely 
and  effective  screening  of  children  and  identification  and  remediation  of 
environmental  hazards.     This  will  increase: 

Children  screened  at  both  fixed-site  facilities  and  by  more  intensive 

methods 

Case  mangement  efforts  to  ensure  that  children  with  elevated  lead 
levels  receive  appropropr iate  and  timely  follow-up  services 
Timeliness  and  thoroughness  of  environmental  investigations  of  the 
homes  of  poisoned  children 

Interagency  coordination  to  ensure  that  effective  abatement  of  lead- 
based  paint  is  conducted  in  the  houses  of  poisoned  children  as 
rapidly  as  possible 

Laboratory  capacity  to  do  screening  and  confirmation  of  lead 
poisoning 

Education  and  outreach  efforts  directed  to  health  care  professionals, 
screening  program  personnel,   and  the  public 

o       Technical  assistance  to  both  CDC-funded  and  non- funded  childhood  lead 

poisoning  prevention  programs,   including  assistance  with  data  management 
and  evaluation. 

o       Training  for  key  staff  of  CDC-funded  childhood  lead  poisoning  prevention 
programs 

o       Technical  assistance  and  other  support  for  laboratories  measuring  blood 
lead  levels  in  children. 


o       Expand  laboratory  proficiency  testing  programs. 
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o      Evaluation  of  the  efficacy  of  alternative  strategies  to  reduce  blood  lead 
levels  in  children. 

o      Increase  technical  assistance  and  evaluation  for  State -based  surveillance 
of  elevated  blood  lead  levels. 

o       Increase  coordination  with  other  Federal  agencies  and  programs, 

especially  Medicaid's  Early  and  Periodic  Screening,  Diagnosis,  and 
Treatment  Program  (EPSDT)  and  the  Supplemental  Food  Program  for  Women, 
Infants,  and  Children  (WIC) . 


Summary  of  Changes 
Increases : 

FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay   ---  +$936,000 

Lead  Poisoning  Prevention   +3  +$17,762,000 


Net  Change: 


+3  +$18,698,000 
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Breast  and  Cervical  Cancer  Mortality  Prevention 


Authorizing  Legislation  -  Sections  301,  307,  310,  311,  322,  327,  352,  353 
361  thru  369  and  1102  for  an  indefinite  amount. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual   Appropriation  Estimate  Decrease 


FTE 


BA 


FTE 


BA 


FTE 


BA 


FTE 


BA 


Budget 
Authority: 

25  $29,259,000  40  $49,961,000 
1993  Authorization:  


48  $69,961,000  +8  +$20,000,000 
. Indefinite . 


Purpose  and  Method  of  Operation 

Funding  for  the  breast  and  cervical  cancer  mortality  program  during  the 
last  five  years  has  been  as  follows: 


Funding 


1988 
1989 
1990 
1991 
1992 


$  0 

$  0 

$  4,926,000 

$  29,259,000 

$  49,961,000 


FTE 

0 
0 
5 
25 
40 


Breast  and  Cervical  Cancer  Prevention  has  received  an  increase  of  $20 
million,  or  an  increase  of  40  percent. 

Needless  deaths  from  breast  and  cervical  cancers  can  be  prevented.  An 
estimated  44,500  women  died  from  breast  cancer  and  6,000  from  cervical 
cancer  in  1991.     Among  cancers,  breast  cancer  is  the  leading  cause  of 
death  before  65  years-of-age  for  women.    Among  black  women,  nearly 
two-thirds  of  those  who  die  from  breast  cancer  are  under  age  65.     As  the 
women  born  during  the  baby  boom  have  now  reached  the  age  when  their  risk 
for  breast  and  cervical  cancer  is  greater,  without  a  systematic 
intervention  the  number  of  deaths  will  increase  dramatically  into  the 
next  century.     The  key  to  reducing  illness  and  death  from  these  cancers 
is  early  detection  and  treatment.     In  spite  of  guidelines  for  regular 
screening  that  are  promulgated  by  the  American  Cancer  Society  and  other 
professional  societies,  the  overall  use  of  Pap  smears  and  mammography 
tests  remains  unacceptably  low. 

In  FY  1990  CDC  received  $5  million  to  establish  a  national  focus  for 
effective  breast  and  cervical  cancer  prevention  and  control  programs. 
This  included  the  initiation  of  the  development  of  programs  in  selected 
states  for  the  early  detection  and  control  of  breast  and  cervical  cancer, 
thus  providing  the  key  program  elements  and  base  upon  which  to  build  a 
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strong  national  program.  These  programs  include  information/education 
programs  for  women,  education  campaigns  for  health  care  professionals, 
quality  assurance  mechanisms,  and  augmented  surveillance  systems. 

To  implement  the  Breast  and  Cervical  Cancer  Mortality  Prevention  Act  of 
1990,  P.L.  101-354,  funding  was  provided  in  FY  1991  to  8  states  to 
implement  comprehensive  breast  and  cervical  cancer  mortality  prevention 
programs.     The  major  focus  of  these  programs  is  the  actual  provision  of 
screening  and  follow-up  services  to  women  at  risk  for  these  cancers, 
where  cost  is  a  barrier  to  the  screening  service.     In  FY  1992,  12  states 
will  receive  resources  for  comprehensive  programs,  and  up  to  10 
additional  states  will  receive  support  to  develop  the  core  component  of 
comprehensive  programs,  without  the  payment  for  screening  services. 

Rationale  for  the  Budget  Request 

The  increase  of  $20,000,000  and  8  FTEs  in  FY  1993  will  enable  CDC  to 
implement  3  additional  state-based  comprehensive  breast  and  cervical 
cancer  programs,  including  funds  to  support  their  becoming  the  payer-of- 
last-resort  for  breast  and  cervical  cancer  screening  services. 

In  addition,  this  enhancement  will  allow  CDC  to  collaborate  with 
national,  state,  and  local  health  organizations,  professional  health 
societies  and  organizations  to  greatly  strengthen  Papanicolaou  (Pap) 
testing  for  cervical  cancer.     Tasks  to  accomplish  this  are  to:  (1) 
assess  the  quality  of  Pap  testing  performance;   (2)  identify  opportunities 
to  improve  testing  performance,  especially  where  training  can  be  an 
effective  intervention;  and  (3)  provide  training  to  laboratorians , 
clinicians,  and  other  health  care  workers  who  collect  specimens,  perform 
testing,  and  interpret  results. 

More  than  one-half  million  women  will  die  from  breast  and  cervical  cancer 
in  the  next  decade.    Many  of  the  women  who  develop  these  cancers,  and  who 
are  at  highest  risk  for  premature  death  from  these  diseases,  are 
minorities  and/or  economically  disadvantaged.     The  technology  related  to 
breast  and  cervical  cancer  screening  is  well-developed  and  tested  and  is 
known  to  have  significant  impact  on  mortality.     However,  essentially  all 
of  the  cervical  cancer  deaths  and  more  than  30Z  of  the  breast  cancer 
deaths  are  preventable.     Prevention  of  these  deaths  involves  accurate  and 
timely  screening  for  the  disease,  diagnostic  confirmation  of  the 
screening  test,  and  state-of-the-art  treatment  of  those  persons  with  the 
disease.     One  of  the  primary  barriers  to  the  utilization  of  these 
effective  screening  tests  among  minorities  and/or  the  poor  is  the 
inability  to  pay  for  the  tests.     This  proposal  addresses  this  critical 
issue  by  seeking  resources  to  pay  for  services  for  those  individuals 
where  cost  is  truly  a  barrier  (such  charges  will  be  made  according  to  a 
schedule  of  charges  that  is  available  to  the  public;  will  be  adjusted  to 
reflect  the  income  of  the  woman  involved;  and  will  not  be  imposed  on  any 
woman  with  an  income  of  less  than  100  percent  of  the  official  poverty 
level)  and  to  improve  the  quality  of  collecting,  testing,  and 
interpreting  the  results  of  Pap  tests. 
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The  CDC  will  implement  the  expansion  of  its  existing  national  program  to 
translate  current  knowledge  about  screening  into  a  comprehensive  system 
of  surveillance;  screening  (including  payment  for  those  where  cost  is 
truly  a  barrier)  and  follow-up  services;  and  evaluation  in  states  through 
coordinated  participation  of  health  care  providers,  voluntary  and 
professional  organizations,  existing  cancer  information  networks,  and 
state  health  agencies.     The  principal  program  components  to  be  developed 
in  the  states  include: 

o  Delivery  of  Preventive  Services  for  establishing  (1)  screening 

centers,  particularly  focusing  on  the  needs  of  the  economically 
disadvantaged  and  the  elderly;  (2)  a  program  to  cover  the  cost  of 
screening  for  women  who  are  uninsured;   (3)  a  coalition  to  promote 
the  universal  delivery  of  effective  programs;  and  (4)  the 
development  or  enhancement  of  information  channels  to  insure  that 
messages  about  the  effectiveness  of  regular  screening  reach  all 
women . 

o  Assuring  Quality  of  Services  by  monitoring  the  quality  of 

screening  procedures,  establishing  a  system  to  improve  test 
interpretation  and  communication  of  results,  and  developing  or 
enhancing  continuing  educational  programs  for  appropriate  medical 
professionals  that  address  skills  needed  for  accurate  screening. 

o  National  Technical  Assistance  and  Support  as  appropriate  to  state 

health  agencies  for:     (1)  development,  use,  and  maintenance  of 
surveillance  systems;   (2)  planning,  implementation,  and  evaluation 
of  intervention  strategies;   (3)  development  and  dissemination  of 
continuing  education  programs  for  professionals  responsible  for 
providing  screening;  and  (4)  development  of  media  campaigns 
designed  to  reinforce  state-based  screening  programs. 

o  Surveillance  and  Program  Evaluation,  which  includes  appropriate 

surveillance  to  plan  and  evaluate  intervention  programs, 
evaluation  of  screening  programs,  and  assistance  in  the 
dissemination  of  information  on  successful  programs  throughout  the 
country;  and  evaluation  of  the  overall  national  effort. 

Summary  of  Changes 

Increases :  FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay     +$1,890,000 

Breast  and  Cervical  Cancer 

Prevention   +8  +$18,110,000 


Net  Change: 


+8  +$20,000,000 
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Injury  Control 

Authorizing  Legislation  -  Section  394  of  the  Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual   Appropriation  Estimate  Decrease 

FTE  BA         FTE  BA        FTE  BA        FTE  BA 

Budget 
Authority : 

72       $24,036,000       72     $27,377,000        72        $27,498,000        ---  +$121,000 

1993  Authorization   Indefinite 

Purpose  and  Method  of  Operation 

Funding  for  the  injury  control  program  during  the  last  five  years  has  been  as 
follows : 

Funding  FTE 

1988  $1,436,000  22 

1989  $20,777,000  72 

1990  $22,660,000  72 

1991  $24,036,000  72 

1992  $27,377,000  72 


Injuries  are  the  leading  cause  of  death  and  disability  in  children  and  young 
adults.     They  destroy  the  health,  lives,  and  livelihoods  of  millions  of 
people.     Injury  data  shows  that: 

o    Each  year  150,000  Americans  die  from  injuries,  and  1  person  in  3 
suffers  a  non-fatal  injury. 

o    Injury  is  the  leading  cause  of  years  of  potential  life  lost  (YPLL) 
before  age  65,  accounting  for  approximately  30Z  of  all  YPLL. 

o    Injury  is  the  last  major  plague  of  the  young.     Injuries  kill  more 

Americans  aged  1-34  than  all  diseases  or  conditions  combined,  and  they 
are  the  leading  cause  of  death  up  to  the  age  of  44. 

o    Injuries  cause  the  loss  of  more  working  years  of  life  than  all  forms 
of  cancer  and  heart  disease  combined. 

o    1  of  every  8  hospitals  beds  is  occupied  by  an  injury  patient. 

o    Every  year,  more  than  80,000  people  in  the  United  States  join  the 

ranks  of  those  who  are  unnecessarily,  but  permanently  disabled  because 
of  injury  of  the  brain  or  spinal  cord. 

Occupational  Safety  and  Health 
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o  Injuries  constitute  one  of  the  most  expensive  health  problems, 

with  the  total  lifetime  cost  of  injuries  sustained  in  1988 
estimated  at  $180  billion,  including  over  $24  billion  in  direct 
Federal  outlays. 

A  planned  and  coordinated  injury  control  program  has  the  potential  to  save 
thousands  of  lives,  prevent  a  vast  number  of  nonfatal  injuries,  and  measurably 
reduce  the  growth  of  health  care  expenditures.    CDC,  the  nation's  prevention 
agency,  brings  a  unique  national  focus  to  the  field  of  injury  control  by 
applying  the  public  health  approach  to  fall  and  motor  vehicle-related 
injuries,  violence,  poisonings,  drownings,  and  injuries  from  fire  and  burns. 
The  public  health  approach  includes  surveillance,  research,  implementing 
interventions  to  prevent  injuries—primarily  through  state  and  local  health 
departments,  and  evaluating  the  effectiveness  of  prevention  efforts. 

CDC's  leadership  efforts  are  instrumental  in  defining  and  advancing  this  newly 
emerging  field  that  addresses  the  leading  killer  of  our  nation's  children. 
Acute  care  and  rehabilitation,  in  concert  with  prevention,  comprise  the  three 
phases  of  injury  control.     Epidemiology,  one  of  CDC's  traditional  strengths, 
and  biomechanics,  a  fundamental  science  of  injury  control,  are  applied  in  each 
of  the  three  phases.     Biomechanics  is  critically  important  in  reducing 
injuries  from  motor  vehicle  crashes,  which  cause  almost  a  third  of  all  injury 
deaths,  as  well  as  in  preventing  injuries  sustained  in  falls. 

Rationale  for  the  Budget  Request 

The  budget  request  includes  the  resources  to  continue  the  CDC  injury  control 
program.     The  prevention  effectiveness  of  various  injury  control  interventions 
includes  the  following: 

The  $27,498,000  for  injury  control  will  support  the  following  programmatic 
activities : 

o  Intramural  research  to  identify  risk  factors  and  interventions  to 

prevent  child,  adult,  and  senior  citizen  morbidity,  mortality,  and 
disability  resulting  form  injury  and  trauma  outside  the  workplace. 
CDC  rapidly  translates  research  findings  to  control  programs 
supported  at  State  and  community  level.     The  studies  dealing  with 
high  risk  populations  such  as  the  elderly,  young  people,  and 
native  Americans  and  other  minorities  will  continue  to  receive 
emphasis . 

o         Maintain  funding  of  injury  control  research  centers  (ICRCs).  An 
ICRC  is  usually  established  in  an  academic  institution  and  works 
toward  the  development  of  an  interdisciplinary,  comprehensive 
approach  to  address  multiple  aspects  of  the  injury  problem. 
Physicians,  epidemiologists,  engineers,  behavioral  scientists, 
public  health  workers,  and  others  incorporate  prevention,  acute 
care,  rehabilitation,  biomechanics,  and  epidemiology  in  addressing 
the  injury  problem.     The  research  being  done  in  these  centers  in 
on  complimentary  themes:      prevention  of  childhood  injuries, 
injury  control  policy,  epidemiology,  minority  injury  control, 
motor  vehicle  injury  control,  acute  care,  and  rehabilitation. 
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o    Extramural  research  grant  projects  have  a  narrower  focus  than  ICRCs 
and  are  designed  to  determine  what  causes  an  injury,  or  to  identify 
interventions  to  prevent  injuries,  or  to  evaluate  the  effect  of  an 
intervention.     These  projects  are  in  the  area  of  biomechanics, 
prevention,  epidemiology,  emergency  care  system,  clinical  research, 
and  rehabilitation. 

o    Grants  support  and  technical  assistance  to  State  and  local  health 

departments  to  control  injuries  and  evaluate  intervention  strategies. 
Project  grants  will  be  provided  to  State  and  local  health  departments 
to  build  overall  capacity  in  injury  control,  development  injury 
surveillance  programs,  and  to  implement  and  evaluate  specific  injury 
interventions  such  as  efforts  to  prevent  motor  vehicle  and  fall- 
related  injuries,  and  violence. 

o    Continue  the  work  begun  in  FY  92  the  area  of  youth  violence  including 
the  development,   implementation  and  evaluation  of  community-based 
programs  to  reduce  youth  violence;   and  continue  the  development  of 
uniform  guidelines  for  the  reporting  of  head  injuries  as  recommended 
in  the  Interagency  Head  Injury  Task  Force  Report. 

o    CDC  will  continue  to  provide  national  leadership  in  injury  prevention 
research  and  control.     These  activities  will  include:     the  development 
of  a  national  plan  for  injury  control;   coordination  of  efforts  among 
public  health  and  private  health  professionals,  voluntary 
organizations,   academia,   federal,   State,   and  local  governments; 
monitoring  the  Year  2000  Objectives  in  the  area  of  injury  control; 
conduct  of  national  and  international  conferences;  participation  in  a 
wide  variety  of  national  committees/workshops  such  as  the  Indian 
Health  Service  Task  Force  on  Suicide,   Surgeon  General's  Workshop  on 
Health  Promotion  and  Aging,  National 

Advisory  Board  on  Child  Abuse  and  Neglect,   etc.;   dissemination  of 
intramural  and  extramural  research  findings;  and  technical  assistance 
to  State  and  local  health  departments  and  other  organizations  to 
implement  and  evaluate  injury  interventions. 

Summary  of  Changes 

Increases : 


Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 
and  one  extra  day  of  pay  

Decreases : 

Scientific  Equipment  -$191,000 


FTE  Amount 


+$312,000 


Net  Change: 


+$121,000 
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Occupational  Safety  and  Health 

Authorizing  Legislation    -  Sections  301,  304,  306,  308,  310,  311,  327  of  the 
Public  Health  Service  Act,  Sections  20,  21,  and  22  of  the  Occupational  Safety 
and  Health  Act  of  1970,  and  Sections  101,  102,  103,  201,  202,  and  203  of  the 
Federal  Mine  Safety  and  Health  Act  of  1977. 

Increase 

FY  1991  FY  1992  FY  1993  or 

 Actual   Appropriation  Estimate  Decrease 

FTE  BAFTE  BA    FTE  BA    FTE  BA 

Budget 
Authority: 

Research    815     $86,508,000    936    $92,478,000  900  $73,594,000    -36  -$18,884,000 

Training   0      10.472.000    ---      10.972.000  ---    10.972.000    —  --- 

Total     815     $96,980,000     936  $103,450,000  900  $84,566,000     -36  -$18,884,000 

Authorization  Indefinite . 

Purpose  and  Method  of  Operation 

Funding  for  the  Occupational  Safety  and  Health  program  during  the  last  five 
fiscal  years  has  been  as  follows: 


Funding 

FTEs 

1988 

$ 

69,668,000 

806 

1989 

$ 

70,355,000 

806 

1990 

$ 

84,665,000 

783 

1991 

$ 

96,980,000 

815 

1992 

$103,450,000 

936 

The  National  Institute  for  Occupational  Safety  and  Health  (NIOSH)  in  CDC  is 
the  Federal  agency  charged  with  conducting  a  national  program  of  occupational 
safety  and  health  research  and  dissemination.    The  purpose  of  this  program  is 
to  establish  and  disseminate  scientific  and  public  health  information 
necessary  to  ensure  safe  and  healthful  working  conditions  for  the  124  million 
American  working  men  and  women. 

Occupational  injuries  occur  at  a  rate  twice  that  of  injuries  in  the  home  or  in 
public  places.     Severe  occupational  trauma  is  second  only  to  the  motor-vehicle 
incidents  as  a  cause  of  unintentional  death  in  the  United  States.  The 
National  Traumatic  Occupational  Fatality  Surveillance  system,  an  injury 
surveillance  program  of  NIOSH,  estimates  that  over  7,000  men  and  women  are 
killed  at  work  each  year.     That  is  more  than  one  worker  every  20  minutes  of 
the  workweek.     The  highest  number  of  fatalities  occur  in  the  mining, 
construction,  transportation,  and  agriculture  industries.     In  addition,  to 
these  fatal  injuries,  CDC  estimates  there  are  approximately  12  million 
non-fatal  injuries  each  year  to  men  and  women  at  work.     The  Bureau  of  Labor 
Statistics  (BLS)  estimates  that  about  4  of  every  100  workers  are  disabled  by 
these  injuries.     The  majority  of  all  of  these  deaths  and  injuries  are  caused 
by  preventable,  unsafe  conditions. 

It  is  not  possible  to  estimate  incidences  of  occupational  diseases  with  any 
degree  of  precision  because  of  the  long  latency  period  between  exposure  and 
disease  manifestation,  multifactorial  etiology  of  chronic  disease,  lack  of 
recognition  and  diagnosis  of  occupational  disease  by  physicians,  and  problems 
in  under-reporting.     For  these  reasons,  the  BLS  1989  Annual  Survey  figure  of 
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284,000  occupational  illnesses  is  considered  an  underestimate  of  the  magnitude 
of  the  problem. 

To  reduce  and/or  prevent  work-related  hazards,  NIOSH  conducts  research  with  a 
core  of  occupational  safety  and  health  professionals  operating  in 
multidisciplinary  teams  comprised  of  engineers,  epidemiologists,  industrial 
hygienists,  physicians,  and  toxicologists .     Intramural  research  is 
complemented  by  grants,  contracts,  and  cooperative  agreements  to  form  a 
comprehensive  and  integrated  program.     That  program  consists  of  four 
components : 

o        Identification  of  Work-Related  Injuries  and  Illnesses; 

Surveillance.     NIOSH  has  developed  and  has  been  expanding  a  plan 
which  sets  forth  specific  objectives  for  focusing  efforts  to 
establish  national  and  local  surveillance  systems,  and  directly 
links  the  surveillance  plan  to  the  ten  leading  work-related 
diseases  and  injuries. 

NIOSH  continues  surveillance  programs  to  identify  and  monitor 
emerging  hazards  in  the  construction  industry.     This  information 
has  led  to  research  into  fatalities  and  injuries  among  construction 
workers  and  a  model  state  program  has  been  established  for 
construction  safety  and  health.     Two  demonstration  programs  have 
been  initiated;  one  directed  at  the  prevention  of  lead  poisoning 
among  bridge  demolition  workers  and  identification  of  health 
problems  among  construction  workers. 

The  mining  program  addresses  coal  workers'  pneumoconiosis  with 
added  emphasis  on  industrial  hygiene,  toxicology  and  epidemiology 
studies  in  mining,  methods  for  early  detection  of  chronic  diseases 
in  miners,  and  a  surveillance  data  base  will  be  established 
relating  to  miners'  health  and  safety  for  use  by  the  research 
community . 

o        Health  Hazard  Evaluations  (HHE): 

Both  the  Occupational  Safety  and  Health  Act  and  the  Federal  Mine 
Safety  and  Health  Act  require  NIOSH  to  evaluate  the  potential 
toxicity  of  materials  used  or  found  in  the  workplace,  upon  receipt 
of  a  written  request  for  such  an  evaluation  by  employers  or 
employee  representatives.     The  HHE  program  is  in  response  to  these 
mandates.     HHE's  evaluate  the  substances,  processes,  and  work 
practices  found  in  the  workplace  to  determine  whether  workers  are 
protected  from  workplace  hazards  and  to  recommend  improvements 
where  needed.     In  order  to  expand  the  resources  available  for 
HHE's,  arrangements  are  being  made  to  work  more  closely  with  State 
health  departments.     Greater  emphasis  will  be  placed  on  addressing 
problems  in  small  businesses  and  construction. 


In  response  to  the  specific  problem  of  occupational  fatalities, 
NIOSH  is  also  operating  a  project  called  the  Fatal  Accident 
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Circumstance  and  Epidemiology  (FACE)  program.     Under  this  project, 
NIOSH  evaluates  the  circumstances  at  a  site  where  a  fatal 
occupational  injury  has  occurred,  gives  recommendations  to  improve 
safety  conditions  at  the  site,  collects  data  needed  to  evaluate 
conditions  common  to  the  industry  as  a  whole,  and  makes  national 
recommendations  for  prevention. 

FY  1992  FY  1993 

Appropriation  Estimate 

Number  of  HHE's  requested  500  500 

Number  of  HHE's  completed  475  475 

Number  of  FACE 

investigations  completed  182  344 


o  Evaluation  of  Occupational  Safety  and  Health  Injuries.  Diseases,  and 

Hazards: 

This  component  is  a  program  designed  to  provide  an  understanding  of 
their  causes  and  to  develop  methods  of  prevention  with  targeted 
intramural  and  extramural  research.     Research  is  focused  on  the 
"ten  leading  work-related  diseases  and  injuries:"  occupational 
lung  diseases,  musculoskeletal  injuries,  occupational  cancer, 
severe  occupational  traumatic  injuries,  occupationally  related 
cardiovascular  diseases,  disorders  of  reproduction,  neurotoxic 
disorders,  noise- induced  hearing  loss,  dermatologic  conditions,  and 
psychologic  disorders. 

A  comprehensive  prevention  program  has  been  developed  which  is 
directed  at  health  problems  affecting  construction  industry 
workers.     To  support  a  state-based  field  approach  to  the  prevention 
of  leading  types  of  work- related  traumatic  injury,  NIOSH  has 
established  a  field  station  in  Alaska.     Initial  efforts  will  focus 
on  the  logging  and  fishing  industries  for  which  Alaska  has  had  the 
highest  rates  nationally  of  occupational  injury  and  death. 

o        Intramural  Research: 

Scientific  research  is  the  core  of  this  program  area.     The  research 
program  in  evaluation  of  occupational  safety  and  health  problems  is 
accomplished  through:   the  study  of  particular  worker  populations 
and  the  identification  and  evaluation  of  exposures  occurring  in  the 
workplace  to  determine  whether  specific  occupational  exposures  are 
associated  with  an  increased  risk  of  developing  a  disease  or 
disorder;  the  laboratory  study  of  animals  exposed  to  similar 
hazards  typically  found  in  the  workplace;  and  use  of  research 
grants  to  augment  the  intramural  program. 
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Research  Grants: 

The  large  number  of  interacting  factors  causing  or  having  potential 
to  cause  occupational  disease,   injury,  or  premature  death  creates 
the  need  for  a  program  of  extramural  research  to  identify  and 
evaluate  these  problems  so  solutions  can  be  developed  and 
implemented  to  control  them.     The  research  grants  program  engages 
the  resources  of  a  large  range  of  non-profit  and  for-profit 
organizations.     Universities,  colleges,  research  institutions  and 
other  public  and  private  organizations  including  state  and  local 
governments  and  small  minority  businesses,   are  eligible  to  apply. 

Research  Grants 


FY 

1992 

FY 

1993 

Appropriation 

Estimate 

No. 

Amount 

No. 

Amount 

New  

33 

$2,669,272 

25 

$2,380,251 

Non-competing 

continuations 

37 

$4,078,575 

45 

$4,367,596 

TOTAL 

70 

$6,747,847 

70 

$6,747,847 

Control  of  Work- 

Related 

Injury  and 

Illness : 

This  component  is  carried  out  through  discovering,  assessing,  and 

improving  measures  to  reduce  occupational  hazards,  especially  through 

use  of  engineering  controls,  protective  equipment,  work  practices,  and 
hazard-detection  devices. 

Control  Technology: 

Following  the  identification  and  evaluation  of  workplace  conditions 
that  cause  or  have  potential  to  cause  occupational  disease  or  injury, 
measures  can  be  developed  to  eliminate  these  hazards.     These  measures 
consist  of  proper  workplace  design  and  work  practices,  usually  in 
combination.     NIOSH  conducts  control  technology  assessments,  research, 
and  demonstrations,   the  results  of  which  are  directed  to  industry, 
labor,  health  professionals,   educational  institutions,  small 
businesses,   and  Federal  and  State  regulatory  health  and  safety 
programs . 

An  engineering  control  project  is  continuing  to  identify  construction 
operations  where  control  technology  is  not  generally  used,  assess  the 
way  controls  can  be  used  (containment  of  dust,   reduction  of  dust  or 
fumes  at  the  source) ,  and  provide  such  recommendations  to  the 
construction  trades. 
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o       Instrument  and  Methods  Development: 

Research  is  conducted  to  develop  and  evaluate  new  air  sampling  and 
analytical  methods,  biological  monitoring  methods,   and  direct  reading 
instruments  for  use  in  measuring  and  controlling  potential  chemical 
and  physical  hazards  in  the  workplace.     Studies  are  performed  to 
provide  performance  criteria  for  aerosol  sampling,  which  is  important 
for  determining  risk  factors  in  mining,   textiles  and  primary  metals 
industries.     Monitoring  devices  for  use  inside  respirator  masks  and  in 
various  workplace  environments  are  developed  and  evaluated. 

Respirators:     In  recent  years,  use  of  respirators  in  American 
workplaces  has  increased  significantly.     Currently  more  than  1,600 
NIOSH  certifications  are  in  effect  for  more  than  7,000  respirator 
makes  and  models.     About  10  million  American  workers  wear  NIOSH- 
certified  respirators,  either  full-time  or  part-time,  to  protect 
themselves  from  airborne  toxic  agents.     Increased  use  of  respirators 
has  had  a  substantial  impact  on  the  NIOSH    certification  program  and 
has  been  managed  by  steamlining  administrative  procedures.     NIOSH  is 
currently  in  the  process  of  revising  the  regulations  governing  this 
program  to  make  certification  requirements  more  reflective  of  actual 
product  performance. 

o      Dissemination  of  Scientific  Findings  and  Recommendations: 

Research  findings  and  recommendations  are  disseminated  through  various 
channels  to  all  organizations  and  individuals  needing  this  information 
to  assist  them  in  acting  to  reduce  occupationally-related  health 
problems  and  provide  for  the  training  and  development  of  professionals 
in  occupational  safety  and  health. 

Recommendations  for  regulatory  action  and  other  policy  statements  are 
transmitted  to  the  Occupational  Safety  and  Health  Administration  and 
the  Mine  Safety  and  Health  Administration  and  to  other  regulatory 
agencies  in  response  to  their  regulatory  activities.  Policy 
statements  are  prepared  in  various  forms  including  criteria  documents, 
current  intelligence  bulletins,  alerts,  and  regulatory  responses. 
NIOSH  also  provides  testimony  for  regulatory  actions  and  hearings  held 
by  regulatory  agencies  for  proposed  standards  concerning  occupational 
safety  and  health  issues.     Alerts  provide  a  short  narrative  of  new 
findings  or  case  histories  that  are  published  with  the  intent  to 
reduce  injuries,  disease  or  fatalities  through  prevention  strategies. 
Recommendations  are  provided  directly  to  industry  and  union 
representatives  and  members  so  that  they  can  take  independent  action 
to  reduce  occupational  disease  and  injury.     In  circumstances  where 
immediate  action  is  required  to  protect  workers,   this  direct 
communication  is  extremely  important.     An  example  is  prevention  of 
deaths  among  roofing  workers  who  work  near  skylights  and  roof  openings 
whose  deaths  could  have  been  prevented  had  appropriate  rescue 
procedures  been  in  effect. 
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Research  findings  are  published  as  NIOSH  research  reports,  technical 
guidelines,   and  fact  sheets,   and  disseminated  to  Federal,   State,  and 
other  research  organizations  involved  in  occupational  safety  and 
health,   trade  publications,   industry  and  labor  representatives,  and 
individuals  in  response  to  their  requests  for  information.  In 
addition,   findings  are  published  as  articles  and  abstracts  in 
scientific  journals,  articles  in  the  Morbidity  and  Mortality  Weekly 
Report  (MMWR) ,  as  proceedings,  books  and  book  chapters  for 
dissemination  to  the  scientific . community  and  the  general  public. 

Findings  are  also  disseminated  through  educational  efforts, 
conferences,  and  cooperative  efforts  with  other  government,  industry, 
labor,  and  university  representatives.     In  1991,  NIOSH  supported  a 
Surgeon  General's  Conference  on  Rural  Safety  and  Health  to  build 
coalitions,  disseminate  information,  and  encourage  action  to  prevent 
injury  and  disease  in  rural  areas  and  a  National  Conference  on  the 
Role  of  States  in  Occupational  Safety  and  Health  which  focuses  on 
prevention. 

Worker  Notification: 

NIOSH  has  an  ongoing  program  to  review  its  completed  epidemiologic 
studies  to  determine  whether  subjects  of  the  studies  should  be 
individually  notified  of  the  results.     The  studies  are  retrospective 
cohort  mortality  studies.     At  issue  is  the  notification  of  surviving 
members  of  each  cohort.     Since  these  are  essentially  record  linkage 
studies,   the  members  or  cohorts  generally  have  not  been  previously 
contacted  about  participation  in  the  studies  or  about  the  overall 
study  results.     The  criteria  used  by  NIOSH  for  assessing  whether  a 
completed  retrospective  cohort  mortality  study  warrants  notification 
were  expressed  as  guidelines  in  1986  by  the  NIOSH  Board  of  Scientific 
Counselors . 

Worker  notification  in  this  context  involves  meetings  with  companies, 
unions,   and  public  health  agencies;   locating  the  correct  addresses  of 
the  individuals;   development  and  delivery  of  the  appropriate  messages; 
and  establishing  necessary  support  systems.     To  date,  worker 
notification  profiles  and  analyses  have  been  developed  for  24  of  the 
34  mortality  and  morbidity  studies  and  three  notifications  for  these 
studies  have  been  completed.     Additionally,   in  FY  1991,  NIOSH 
conducted  a  workshop  on  the  methodology  for  the  evaluation  of  worker 
notification.     In  FY  1992  and  FY  1993,   five  to  ten  additional 
mortality  and  morbidity  studies  will  be  evaluated  and  three 
notifications  will  be  initiated  each  year. 

Training  Grants ; 

The  Occupational  Safety  and  Health  Educational  Resource  Centers  (ERCs) 
provide  both  academic  training  and  continuing  education- -  training  of 
occupational  safety  and  health  professionals,   specialists,  and 
para-professionals  in  the  core  discipline  areas  of  industrial  hygiene, 
occupational  medicine,   occupational  health  nursing,   and  occupational 
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safety.     The  ERCs  have  become  a  major  resource  to  management  and  labor 
for  the  region  in  which  they  are  located.     Through  their  outreach 
programs,   the  ERCs  are  also  beginning  to  influence  the  occupational 
safety  and  health  content  of  the  curricula  in  schools  of  business, 
engineering,   law,   and  medicine. 

The  ERCs  have  been  successful  in  expanding  university  programs  to  meet 
increased  student,  business,   and  public  health  interest  in  the 
occupational  safety  and  health  field.     In  addition,   the  ERCs  are  in 
the  sixth  year  of  funding  programs  to  support  a  research  training 
initiative  to  produce  academic  faculty  and  researchers  in  these 
fields. 

In  addition  to  ERCs,  which  provide  training  for  multi-disciplines, 
training  project  grants  offer  NIOSH  the  opportunity  to  provide 
creative  approaches  to  developing  occupational  safety  and  health 
manpower  in  underserved  geographic  areas,  predominantly  black 
colleges,   single  discipline  programs,   and  unique  areas  such  as 
training  for  occupationally-oriented  physician  assistants. 

The  Industrial  Medical  Center  (IMC)  at  West  Virginia  University 
focuses  on  developing  an  occupational  medicine  program  and  providing 
occupational  safety  and  health  outreach  in  the  state. 

Training  Grants 

FY  1992                           FY  1993 
Appropriation  Estimate 
No  .  Amount  No  .  Amount 

New/Competing  Continuations        17     $6,676,000  12     $  1,738,000 

Noncompeting  Continuations  29      4,296,000  36  9,234,000 

(Educational  Res.  Centers)         (14)   (8.400.000)  (14)  (8.400.000) 

TOTAL  46     $10,972,000  48  $10,972,000 

Rationale  for  the  Budget  Request 

Farm  safety  and  health  is  a  new  program  added  in  recent  years  to  the  CDC 
budget  by  Congress  and  not  initially  requested  by  the  Administration.  While 
the  activities  supported  by  these  funds  are  related  to  several  of  the  Year 
2000  objectives,   the  administration  believes  that  continuing  CDC  support  for 
farm  safety  and  health  is  a  lower  priority  than  providing  greater  additional 
CDC  funding  for  other  prevention  services,  such  as  immunization,  lead 
screening,  and  breast  and  cervical  cancer  prevention.     Therefore,   the  farm 
safety  and  health  program  funded,  at  $21,485,000  and  36  FTEs  in  FY  1992,  has 
been  eliminated  in  this  request. 
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Summary  of  Changes 
Increases : 

FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay   —  +$4,044,000 

Decreases : 

Scientific  Equipment    -$1,443,000 

Farm  Safety  &  Health  -36  -$21,485,000 

Net  Change:  -36  -$18,884,000 
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Occupational  Safety  and  Health 
Funding  By  Activity 

FY  1992 

Current  FY  1993 

Intramural  Research  Services  Estimate 

Identification: 

Surveillance    $10,020,000  $  9,388,000 

Health  Hazard  Evaluation/Technical 

Assistance    9,800,000  9,800,000 

Targeted  Research: 

Occupational  Lung  Diseases    10,800,000  9,800,000 

Musculoskeletal  Injuries    2,120,000  1,870,000 

Occupational  Cancers    5,550,000  5,300,000 

Severe  Occupational  Traumatic  Injuries    2,350,000  2,050,000 

Occupationally  Related  Cardiovascular  Diseases  650,000  600,000 

Disorders  of  Reproduction    2,400,000  2,300,000 

Neurotoxic  Disorders    1,300,000  1,220,000 

Noise-Induced  Hearing  Loss    700,000  700,000 

Dermatologic  Conditions    600,000  600,000 

Psychologic  Disorders    950,000  950,000 

Control  6t  Personal  Protective  Equipment    8,416,000  8,416,000 

Dissemination    7,500.000  7.500.000 

Subtotal   $63,156,000  $60,494,000 


Extramural  Research 


Identification: 

Surveillance   

Health  Hazard  Evaluation/Technical 

Assistance   

Targeted  Research: 

Occupational  Lung  Diseases   

Musculoskeletal  Injuries   

Occupational  Cancers   

Severe  Occupational  Traumatic  Injuries   

Occupationally  Related  Cardiovascular  Diseases 

Disorders  of  Reproduction   

Neurotoxic  Disorders   

Noise -Induced  Hearing  Loss   

Dermatologic  Conditions   

Psychologic  Disorders   

Control  6t  Personal  Protective  Equipment   

Dissemination   

Subtotal  

Training   


7,780,000  1,700,000 
300,000  300,000 


5,000,000 
1,450,000 
4,100,000 
1,100,000 
352,000 
1,080,000 
1,025,000 
730,000 
425,000 
750,000 

3,080,000 

2.150.000 


2,300,000 
600,000 
700,000 
300,000 
300,000 
900,000 
900,000 
600,000 
350,000 
650,000 

2,000,000 

1.500.000 


$29,322,000*  $13,000,000* 
$10.972.000  $10.972.000 


Total,  Occ.   Safety  6<  Health   

*Includes  $6,747,847  in  research  grants 


$103,450,000  $84,566,000 
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Epidemic  Services 


Authorizing  Legislation  -  Sections  301,  307,  310,  311,  325,  327,  352,  353  and 
361  through  369,  and  1102  for  an  indefinite  amount. 


FY  1991 
Actual 


FY  1992 
Appropriation 
FTE  BA 


FY  1993 
Estimate 


Increase 
or 

Decrease 


BA 


FTE  BA  FTE  BA  FTE  BA  FTE 

Budget 
Authority: 

931     $68,714,000  941     $73,022,000        941     $77,711,000  ---  +$4,689,000 

1993  Authorization:  Indefinite. 

Purpose  and  Method  of  Operation 

Funding  for  the  epidemic  services  during  the  last  five  years  has  been  as 
follows : 


1988 
1989 
1990 
1991 
1992 


Funding 

$54,249,000 
$57,787,000 
$55,388,000 
$68,714,000 
$73,022,000 


FTE 

873 
873 
906 
931 
941 


Epidemic  Services  has  received  an  increase  $4.7  million,  or  an  increase  of  6 
percent . 

Early  recognition  of  adverse  health  conditions  and  rapid  application  of 
prevention  and  control  measures  are  fundamental  to  CDC's  contribution  to 
protecting  the  health  of  the  American  people.     To  support  this  CDC-wide 
response  capability,  a  number  of  epidemic  services  are  required:  disease 
detection,  rapid  reporting,  surveillance,  and  epidemiologic  investigations. 

The    objectives  of  the  epidemic  services  activity  are  to: 

o         Provide  for  the  prevention  and  control  of  epidemics  and  protect 

the  U.S.  population  from  public  health  crises  including  biological 
and  chemical  emergencies. 

o         Develop,  operate,  and  maintain  surveillance  systems,  analyze  data, 
and  respond  to  public  health  problems  when  indicated. 

o         Train  public  health  epidemiologists. 

o         Carry  out  the  quarantine  program  as  required  by  regulations. 
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o  Improve  the  quality  of  life  in  developing  countries  through 

reduced  morbidity  and  mortality  utilizing  the  Global  Epidemic 
Intelligence  Service. 

As  part  of  the  Centers'  efforts  to  implement  the  Year  2000  National  Prevention 
Objectives,  CDC  conducts  a  program  of  scientific  inquiry  and  research  to  solve 
public  health  problems  and  supports  selected  programs  to  assist  states,  health 
organizations,   and  others  in  the  health  field  to  achieve  prevention  goals. 

Resolving  public  health  problems  rapidly  will  ensure  cost  effective  health 
care  and  enhance  health  promotion  and  disease  prevention.  Activities 
involving  rapid  solution  range  from  local  identification  of  food  poisoning  to 
national  investigations,  such  as  Legionnaires  disease  and  Toxic  Shock 
Syndrome.     CDC  efforts  will  continue  to  provide  the  U.S.  with  a  trained 
professional  staff  able  to  investigate  health  problems  which  affect  the  U.S. 
population. 

Rationale  for  the  Budget  Request 

Epidemiologic  Training  -  The  Epidemic  Intelligence  Service  (EIS)  Program  is  a 
2-year  program  which  enables  health  professionals  to  attain  proficiency  in  the 
practice  of  epidemiology  while  simultaneously  contributing  to  achievement  of 
CDC's  mission  of  providing  epidemiologic  service  to  the  states  and  the  U.S. 
public.     In  its  41  years  of  existence,   the  EIS  has  gained  recognition 
worldwide  as  the  mode  for  effective  training  and  epidemiologic  service  in  the 
public  sector. 

In  addition,   the  EIS  is  recognized  as  a  resource  critical  in  CDC's  role  as  the 
Nation's  primary  prevention  agency.     During  the  2  years  served  in  the  EIS 
Program,  officers  learn  epidemiology  by  practicing  under  supervision  and  gain 
experiences  in  field  investigations,   analytic  investigations,   presentation  of 
data,  surveillance,   formulation,  and  implementation  of  control  and  prevention 
measures,   and  public  health  management.     After  serving  for  one  year,  EIS 
officers,  who  are  physicians  or  veterinarians,   are  eligible  to  apply  for  the 
Preventive  Medicine  Residency  (PMR)  program.     This  additional  training 
component  is  accredited  and  recognized  by  the  American  Board  of  Preventive 
Medicine  as  fulfilling  the  certification  requirements  of  one  year  of 
supervised  training  and  field  experience. 

Epidemiologic  Investigations  and  Services  -  EIS  officers  and  other  scientists: 
investigate  diseases  and  conditions  resulting  from  communicable  disease 
agents,   environmental  exposures,   and  behavioral  risk  factors;   assist  in 
quarantine  functions;   assist  in  various  training  programs  in  the  field  of 
public  health;   and  generally  serve  as  the  Federal/state  interface  to 
facilitate  the  transfer  of  information  and  services  in  both  directions, 
thereby  enhancing  both  the  quality  and  quantity  of  this  country's  preventive 
medicine  activities.     CDC  has  the  ability  to  respond,   in  the  United  States  and 
abroad,   to  investigate  epidemics,   to  assess  health  status,   to  assist  in 
disaster  and  refugee  relief,   and  in  general,   to  fulfill  the  Centers'  mission 
to  protect  the  health  of  the  public.     Each  year  approximately  90  major 
epidemic  investigations  are  conducted,  both  nationally  and  internationally; 
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approximately  500  disease  outbreaks  are  evaluated  by  employees  assigned  to 
state  and  local  health  departments. 

Communication  -  1991  marked  the  40th  anniversary  of  the  Morbidity  and 
Mortality  Weekly  Report  (MMWR)  which  is  published  by  CDC  each  week  and  is 
considered  to  be  CDC's  main  communication  mode  for  disease  outbreaks  and 
trends  in  health  and  health  behavior.     The  report  is  disseminated  to  over 
700,000  people  who  work  in  the  fields  of  public  health,   infectious  diseases, 
clinical  medicine,  epidemiology,  and  the  scientific  media.     Information  for 
inclusion  in  the  MMWR  is  provided  to  CDC  by  local  and  state  health 
departments,   as  well  as  international  public  health  sources.     The  articles  the 
MMWR  publishes  include  such  topics  as  Legionnaire's  disease,  Toxic  Shock 
Syndrome,  AIDS,   the  role  of  exercise  in  prevention,  and  the  rise  in  youth 
suicide.     Effective  communication  is  essential  to  the  practice  of  epidemiology 
and  public  health.     It  is  to  this  end  that  CDC  has  in  recent  years  made  the 
MMWR  available  by  subscription  to  the  public  and  is  being  carried  as  regular 
features  in  two  major  medical  journals.     The  MMWR  is  also  available  through  a 
commercial  electronic  communications  network  to  private  physicians,  hospitals, 
and  other  appropriate  offices  throughout  the  country.     The  MMWR' s  goal  is  to 
document  events  of  public  health  interest  and  to  disseminate  information  to 
those  who  need  and  want  to  know,   thereby  communicating  with  CDC's 
constituents.     The  articles  not  only  inform,  but  they  assist  in  the  prevention 
of  unnecessary  disease  and  injury.     By  documenting  major  health  events  in  the 
U.S.,   the  MMWR  helps  CDC  achieve  its  mission  of  preventing  and  controlling 
unnecessary  morbidity  and  mortality.     Efforts  will  continue  to  include 
development  of  effective  alternate  means  and  media  for  conveying  public  health 
information . 

Surveillance   -  Public  health  surveillance  is  the  ongoing  systemic  collection, 
analysis,   and  interpretation  of  data  essential  for  planning,   implementing,  and 
evaluating  public  health  practice.     Intrinsic  in  this  process  is  the  regular 
and  timely  dissemination  of  these  data  to  those  who  need  to  take  action. 
Surveillance  data  can  be  used  to  estimate  the  incidence,  prevalence,  and 
distribution  of  diseases  and  injuries;   monitor  trends  over  time;   identify  sub- 
groups at  increased  risk;   set  priorities  for  intervention  programs;  evaluate 
intervention  programs;   assess  risk  factors  for  acquiring  a  disease;  make 
projections  of  future  disease  burden  on  society;   detect  epidemics;   and  provide 
information  for  program  planning  purposes.     CDC's  surveillance  activities 
involve  close  cooperation  among  Federal,   state,   and  local  governments  and  the 
private  medical  community  to  provide  effective  public  health  services.  The 
National  Notifiable  Diseases  Surveillance  System  (NNDSS)  collects  and 
tabulates  provisional  data  on  over  40  infectious  diseases  reported  to  State 
Epidemiologists  each  week  and  disseminates  these  data  weekly  in  the  MMWR  and 
annually  in  the  Summary  of  Notifiable  Diseases.     Although  this  reporting 
system  is  mandated  by  State  law,   the  specific  diseases  reported  are 
continually  reviewed  and  changed  as  appropriate.     The  system  has  been  flexible 
in  adding  new  conditions  such  as  legionellosis ,   Toxic  Shock  Syndrome,  AIDS, 
and  spinal  cord  injuries.     Currently,   all  50  states,   2  large  cities  and  6 
territories  are  reporting  surveillance  data  via  a  telecommunications  network, 
the  National  Electronic  Telecommunications  System  for  Surveillance   (NETSS) . 
Data  in  NETSS  are  analyzed  at  all  levels  of  the  public  health  system.  The 
NETSS  network  enables  surveillance  data  to  be  transmitted  to  CDC  efficiently 
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to  ensure  that  changes  in  patterns  of  disease  and/or  conditions  are  detected 
immediately,   and  allows  for  rapid  feedback  to  the  states. 

Statistical  and  graphic  methods  to  facilitate  more  accurate  and  timely 
identification  of  these  changes  are  under  continual  development.  Further 
expansion  of  the  NETSS  record  is  underway  to  allow  for  reporting  of  non- 
infectious diseases  and  additional  infectious  diseases.     In  addition,  an 
expanded  NETSS  record  enables  more  detailed  data  on  specific  diseases  to  be 
collected  for  use  by  programs.     Epi  Info .   a  data  management  software  package, 
was  developed  originally  at  CDC  and  has  facilitated  the  construction  and 
implementation  of  NETSS.     CDC  will  work  with  states  to  identify  an  individual 
responsible  for  assuring  that  each  state  has  all  high  priority  health  events 
under  surveillance  and  to  faciliatate  the  collection,  analysis,   transfer,  and 
dissemination  of  information  on  each  state's  progress  towards  meeting  the  Year 
2000  objectives.     The  state's  designee  will  be  responsible  for  establishing 
use  of  a  set  of  national  health  status  indicators  which  will  enable  each 
health  jurisidiction  to  assess  the  health  of  its  constituents  and  to  have 
uniform  measures  for  comparing  it  with  other  jurisdictions. 

Global  EIS  -  To  effectively  address  the  major  public  health  problems  in  areas 
such  as  Africa  requires  a  broad  array  of  technical  assistance,  ranging  from 
the  social  sciences  to  applied  epidemiolgical  and  laboratory  expertise.  The 
U.S.   Public  Health  Service  has  the  unique  expertise  needed  to  provide 
sustained  support  for  the  development  of  public  health  capacities  of  other 
countries.     CDC  has  a  long  history  of  providing  expertise  and  technical 
assistance  in  disease  control,  epidemiology,  and  program  development  through 
bilateral  and  multinational  agreements.     This  assistance  has  often  been 
directed  through  the  Agency  for  International  Development  (A.I.D.)  and  various 
U.N.  Agencies.     CDC  has  also  worked  with  A.I.D.  by  assigning  CDC  employees  to 
assist  A.I.D.   in  managing  health  projects. 

The  CDC  Global  EIS  (GEIS)  Program  trains  persons  in  epidemiology,  provides 
service  to  the  country  during  the  training  period,  and  prepares  individuals 
for  careers  as  epidemiologists  in  preventive  medicine  and  public  health.  The 
GEIS  Program  is  now  the  only  World  Health  Organization  (WHO)  Collaborating 
Center  for  Epidemiology  Training.     In  cooperation  with  WHO,   the  GEIS  Program 
now  has  operational  programs  in  Australia,  Saudi  Arabia,  the  Philippines,  and 
Peru.       The  CDC's  commitment  is  to  provide  a  consultant  until  a  country  can 
maintain  the  program  by  itself,  which  should  be  in  a  minimum  of  6  years. 
Thailand,  Taiwan,  Indonesia,  and  Mexico  have  made  successful  transitions  to 
independent  programs.     Programs  are  under  development  in  Zimbabwe,  Italy, 
French-speaking  West  Africa,  Egypt,  South  Korea,  and  Canada. 

With  the  world  rapidly  becoming  a  global  village,   the  health  of  the  U.S. 
population  is  inextricably  linked  with  the  health  of  populations  of  other 
countries.     Thus,  the  health  of  the  American  peoples  depends,   to  a  large 
degree,  on  U.S.  leadership  in  helping  developing  countries  improve  their 
ability  to  combat  disease,  injury,  and  premature  death. 

Child  Survival/HIV-AIDS  Prevention  -  In  addition  to  the  CDC  Global  EIS 
program,  CDC  has  been  addressing  major  problems  related  to  the  welfare  and 
survival  of  children  in  Africa  and  other  parts  of  the  world  for  over  a  decade 
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through  the  USAID  supported  Combatting  Childhood  Communicable  Diseases 
Project.     In  1991  additional  PHS  technical  advisors  were  assigned  to  programs 
in  Africa  and  Central  and  South  America,   in  part  responding  to  the  challenge 
President  Bush  gave  to  HHS  Secretary  Sullivan  following  the  World  Summit  for 
Children.     Technical  assistance  involving  the  social  sciences,  applied 
epidemiological  and  laboratory  expertise,  consultation  on  management 
practices,  and  assessments  of  existing  institutions  has  been  provided  in  an 
effort  to  improve  the  public  health  capacity  of  developing  nations.  CDC 
presently  has  assignees  in  40  countries  as  well  as  the  World  Health 
Organization,  and  other  U.N.  Agencies  managing  health  projects,  assisting  in 
policy  development,  and  providing  direct  technical  assistance  and  training. 
Funding  for  these  activities  is  provided  on  a  reimbursable  basis  for  USAID  in 
accordance  with  Congressional  directives  and  appropriation  language,   the  60 
PTEs  are  exempted  from  FTE  ceiling. 

Infant  Health  -  The  recent  interest  in  the  U.S.   infant  mortality  problem  has 
centered  around  concerns  that  the  rate  of  infant  mortality  decline  has  slowed, 
concerns  about  the  disparity  in  the  infant  mortality  rates  between  blacks  and 
whites,  and  about  the  lack  of  progress  in  reducing  the  incidence  of  low 
birthweight  (LBW) .     Significant  costs  to  society  are  associated  with  low 
birthweight  infants.     Approximately  6  percent  of  all  live  births  account  for 
neonatal  intensive  care  costing  $1.7  billion  annually.     The  average  cost  per 
admission  for  an  infant  weighing  less  than  1500  grams  is  approximately 
$40,000.     This  is  but  a  fraction  of  the  total  economic  costs  resulting  from 
this  condition  when  permanent  developmental  and  physical  impairments  are 
considered. 

Low  birthweight  among  infants  is  a  major  factor  associated  with  neonatal  and 
infant  mortality.     Moreover,   low  birthweight  is  associated  with  maternal 
health  behaviors  during  pregnancy,   such  as  use  of  cigarettes,  alcohol  misuse, 
and  poor  nutritional  practices.     For  instance,   over  900,000  children  are  born 
each  year  to  women  who  smoke,  a  practice  that  doubles  the  risk  of  LBW  and 
increases  the  risk  of  stillbirth  or  neonatal  death  by  up  to  100  percent. 
Maternal  smoking  accounts  for  3,500  to  4,000  infant  deaths  each  year. 
Cessation  of  health  risk  behaviors  can  have  a  positive  effect  on  birth 
outcome.     Results  from  CDC ' s  major  demonstration  project  in  three  states,  to 
develop  effective  Smoking  Cessation  in  Pregnancy  interventions  for  women 
receiving  publicly- funded  prenatal  care,  have  generated  three  potentially 
effective  interventions.     CDC  will  provide  technical  assistance  to  states  to 
adapt  these  programs.     To  help  states  better  address  this  health  issue,  a 
comprehensive  mechanism  has  been  initiated  to  identify  those  populations  at 
highest  risk,   to  enable  states  to  target  their  intervention  efforts,   and  to 
provide  resources  for  evaluating  progress  towards  the  Healthy  People  2000 
objectives  related  to  low  birthweight. 

CDC's  infant  mortality  prevention  activities  are  integrated  and  include 
surveillance,   epidemiologic  studies,   technical  assistance  to  state  health 
agency  personnel,  and  limited  direct  research  targeted  to  the  reduction  of 
perinatal,  neonatal,   and  postneonatal  mortality  and  morbidity  related  to  LBW, 
sudden  infant  death  syndrome  (SIDS),  prematurity,  complications  of  pregnancy, 
fetal  alcohol  syndrome,  birth  defects  and  disabilities,   and  major 
nutrition-related  health  problems  in  infants  and  pregnant  women.     In  this 


1751 


108 

partnership  with  states,   efforts  are  directed  toward  reducing  adverse 
pregnancy  outcomes  in  defined  high-risk  groups  (blacks,  Native  Americans, 
etc.)  by  identifying  behavioral  risk  factors  (e.g.,   smoking,   alcohol  use, 
etc.)  and  developing  and  evaluating  relevant  interventions. 

As  part  of  the  National  Nutrition  Monitoring  and  Related  Research  Act  of  1990, 
CDC  conducts  the  following  state-based  nutrition  surveillance  activities:  (1) 
The  Pediatric  Nutrition  Surveillance  System  monitors  the  status  of  major 
nutrition  problems  among  high-risk  infants  and  children  serviced  in  delivery 
programs  such  as  Maternal  and  Child  Health  (MCH)  and  the  Special  Supplemental 
Food  Program  for  Women,  Infants,  and  Children;  and  (2)  the  Pregnancy  Nutrition 
Surveillance  System  monitors  the  prevalence  of  common  nutrition- related 
problems  and  behavioral  risks  in  high-risk  prenatal  populations  who 
participate  in  publicly -funded  prenatal  care  programs. 

CDC  has  built  on  the  core  infant  health  program,   to  establish  the  state -based 
Pregnancy  Risk  Assessment  Monitoring  System  (PRAMS)  as  an  ongoing 
population-based  survey  of  women  who  have  recently  given  birth.     A  wide 
variety  of  behavioral  and  other  risk  factors  among  pregnant  women  are 
monitored  to  provide  state-specific  information  which  permits  states  to  make 
practical  decisions  for  their  MCH  programs  and  track  progress  towards 
achieving  Healthy  People  2000  objectives,  and  permits  states  to  make  practical 
decisions  for  their  MCH  programs. 

Birth  defects  are  the  leading  cause  of  infant  mortality  in  the  U.S.  CDC 
conducts  surveillance  to  monitor  the  changes  in  the  number  and  types  of  birth 
defects  occurring  in  the  U.S.     Technical  assistance  is  provided  to  states  that 
wish  to  begin,  expand,  or  improve  birth  defect  surveillance.     CDC  will 
continue  a  major  risk  factor  study,  begun  in  FY  1992,   to  look  for  causes  of 
birth  defects. 

Mental  retardation  is  a  very  serious  health  problem,  and  minority  children  are 
at  increased  risk  because  of  environmental  factors,  such  as  poverty  and  fetal 
exposure  to  alcohol.     In  FY  1991,  CDC  initiated  a  pilot  developmental 
disabilities  surveillance  program,  which  includes  mental  retardation,  and 
programs  in  two  states  which  are  attempting  to  improve  the  surveillance  for 
fetal  alcohol  syndrome.     In  FY  1992,  programs  to  improve  the  surveillance  of 
fetal  alcohol  syndrome  were  extended  to  two  additional  states;   these  programs 
will  be  continued  in  FY  1993. 

Building  on  the  FY  1991  infant  health  initiative,  with  particular  emphasis 
placed  on  improving  state  capability  for  surveillance  and  targeted 
interventions  of  black/white  gaps  in  infant  mortality,  smoking,  and  Fetal 
Alcohol  Syndrome,  CDC  continues  to  expand  efforts  to  reduce  infant  mortality. 
CDC  will  augment  support  for  national  surveillance  efforts,  direct  assistance 
through  assignees,  and  statistical  and  epidemiological  assistance  and 
consultation.     Through  state-  and  city-based  Centers  for  Healthy  Infants  and 
Pregnancies   (CHIPS)  and  other  related  programs,   CDC  will  expand  efforts  to  (1) 
enhance  state-based  surveillance  and  technical  assistance  to  improve  data 
availability  and  use;    (2)  augment  state  MCH  epidemiologic  analytic  capability 
and  support;  and  (3)  assist  interested  states  with  the  widespread 
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dissemination  of  smoking  cessation  programs  for  high-risk,  low- income, 
pregnant  women.     State  personnel  will  be  trained  to  implement  smoking 
cessation  programs  for  pregnant  women  receiving  publicly -funded  prenatal  care 
and  to  monitor  the  quit  rates  and  prevention  of  LBW  in  the  recipients. 

Reproductive  Health  -  Surveillance,  investigation,  and  technical  assistance 
are  carried  out  to  help  reduce  morbidity  and  mortality  related  to 
contraception,  pregnancy,  and  human  reproduction.     Efforts  are  directed  toward 
reducing  the  health  risk  to  women  from  voluntary  sterilization,  contraception, 
abortion,  childbearing,  and  other  aspects  of  fertility  and  pregnancy. 

Summary  of  Changes 

Increases : 

FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay   ---  +$4,689,000 


Net  Change: 


$4,689,000 
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Health  Statistics 


Authorizing  Legislation  -  Title  III  of  the  Public  Health  Service  Act,  Section 
301,  304,  306,  307,  and  308. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual   Appropriation  Estimate  Decrease 

FTE  BA      FTE  BA    FTE  BA    PTE  BA 

Budget 
Authority: 

Prog. Ops. 446  $68,276,000  456  $77,710,000  456  $81,797,000  ---  +$4,087,000 
Prog. Sup. _54_  3.105.000  54  2.988.000  54  3.021.000  ---  +33.000 
Subtotal 

Prog.  500  71,381,000  510  80,698,000  510  84,818,000  ---  +4,120,000 
Less:  PHS 

Eval  Funds       -19.000.000  -29.400.000  -34.206.000  -4.806.000 

Total         500     $52,381,000*  510  $51,298,000*    510  $50,612,000     ---  -$686,000 

FY  1993  Authorization:  Indefinite 

*    Includes  comparative  transfer  of  $975,000  from  HRSA  in  FY  91  and  92  for 
minority  health  statistics  activities. 


Purpose  and  Method  of  Operations: 

Funding  levels  for  the  past  five  years  has  been  as  follows: 


Funding  1%  EVAL  FTE 


1988  $48,604,000  $  5,827,000  480 

1989  $48,351,000  $12,336,000  495 

1990  $47,077,000  $19,000,000  485 

1991  $52,381,000  $19,000,000  500 

1992  $51,298,000  $29,400,000  510 


Program  Description:     The  National  Center  for  Health  Statistics  (NCHS)  is  the 
nation's  principal  health  statistics  agency,  mandated  to  monitor  the  nation's 
health  and  use  of  health  services  and  to  explore  the  relationships  between 
risk  factors  and  disease.     A  clear  understanding  of  health  problems  and  their 
impact  on  the  population  and  economy  serve  as  the  foundation  of  the  Nation's 
public  health,  health  research,   and  health  policy  efforts.     Health  officials 
and  researchers  in  CDC,   the  Department,   State/Local  governments,   and  the 
private  sector  rely  heavily  on  NCHS  data  for  fundamental  measures  of  the 
nation's  health,   such  as: 

o  Infant  mortality,   low  birth  weight,   access  to  prenatal  care,   and  risk 

factors  associated  with  pregnancy. 
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o  Differences  in  health  between  population  groups,   including  groups 

defined  by  race,  ethnicity,   income,  and  other  socioeconomic  or 
demographic  characteristics. 

o  Death  from  cancer,  heart  disease,  HIV/AIDS,  and  other  causes,  and  trends 

in  mortality  and  life  expectancy. 

o  The  use  of  hospitals,  nursing  homes,  physician  services,  and  other 

health  services. 

o  The  impact  of  disease  and  disability  on  the  nation's  people,  economy, 

and  health  care  system. 

o  Personal  habits  that  influence  health,   such  as  smoking,   alcohol  abuse, 

and  nutrition,  as  well  as  public  awareness  of  health  risks,   such  as 
transmission  of  HIV. 

To  respond  to  these  needs  for  data,  more  than  a  dozen  data  systems  are 
maintained.     In  addition,  programs  are  conducted  for:   analysis  and 
interpretation  of  data;   data  dissemination;   research  on  statistical  methods; 
and  improving  the  timeliness  of  data. 

National  Vital  Statistics  System:       Through  vital  statistics,   trends  in  life 
expectancy,   teenage  childbearing ,  pregnancy  risk  factors,   infant  mortality, 
accidental  death,   suicide,  homicide,   and  mortality  from  cancer,   heart  disease, 
and  a  broad  range  of  other  diseases  are  monitored.     National  data  on  vital 
events   (births,   deaths,   fetal  deaths,  marriages,   divorces,   and  induced 
termination  of  pregnancies)  are  obtained  through  a  nationwide  network  with  the 
States.     Related  efforts  include  an  ongoing  program  to  link  birth  and  infant 
death  records,   and  "followback"  surveys  such  as  the  National  Maternal  and 
Infant  Health  Survey  and  the  National  Mortality  Followback  Survey. 

Personal  Interview  Surveys:     Personal  interview  surveys  assess  the  health, 
illness,   and  disability  status  of  individuals  and  families.     Such  surveys 
provide  information  on  personal  habits,  attitudes,   and  risk  behaviors  that  may 
be  related  to  illness  and  disability,   and  monitor  access  and  use  of  medical 
care.     The  National  Health  Interview  Survey  is  the  largest  of  NCHS '  household 
interview  surveys,  providing  data  on  an  annual  basis.     In  addition  to 
providing  ongoing  basic  information  on  health,   this  survey  serves  as  a  vehicle 
for  special  purpose  data  collection  on  topics  of  high  priority  to  PHS 
agencies,    including  tracking  and  monitoring  of  the  Year  2000  Health  Objectives 
for  the  Nation.     Other  personal  interview  surveys  target  specific  populations, 
such  as  the  National  Survey  of  Family  Growth,  which  focuses  on  women  in 
childbearing  years. 

Health  Examination  Survey:     The  National  Health  Examination  and  Nutrition 
Surveys   (NHANES)  provide  unique  information  on  the  health  and  nutritional 
status  of  the  American  population  obtained  through  physical  examinations, 
clinical  and  laboratory  tests,   and  interviews.     This  "hands  on"  survey 
provides  a  rich  database  for  medical  researchers,   epidemiologists,  and 
policymakers.     As  mobile  examination  centers  travel  throughout  the  United 
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States,   it  is  possible  to  collect  data  on  the  extent  of  chronic  conditions, 
nutritional  status  including  dietary  intake,  medical  risk  factors  (such  as 
high  cholesterol,   obesity,   and  blood  pressure),   dental  health,  vision,  urine 
testing  for  illicit  drugs,   and  other  factors  that  are  not  possible  through 
interviews  alone . 

Surveys  of  Health  Care  Providers:     Issues  involving  health  care  delivery  and 
financing  are  increasingly  complex,   requiring  detailed  and  reliable 
information.     NCHS  conducts  surveys  of  health  care  providers  to  create  a 
database  for  the  analysis  and  tracking  of  the  nation's  use  of  health  care 
services.     Under  the  umbrella  of  the  National  Health  Care  Survey,   data  is 
obtained  from  hospitals,  physicians,   outpatient  clinics  and  emergency  rooms, 
nursing  homes,   and  other  providers.     As  care  is  increasingly  shifted  to 
alternative  settings,  NCHS  is  continuing  to  adapt  the  National  Health  Care 
Survey  in  order  to  provide  data  on  home  and  hospice  care,   ambulatory  surgery, 
and  other  providers.     The  Survey  also  provides  a  longitudinal  component  for 
tracking  patients  after  care  is  received.     This  component  will  monitor  the  use 
of  cost-effective  medical  care  as  measured  by  outcomes  and  patient 
satisfaction. 

Rationale  for  Budget  Request 

NCHS  relies  on  several  sources  of  funds  to  support  the  nation's  health 
statistics  system.     The  Request  Level  includes  $84,818,000  from  a  combination 
of  budget  authority  and  PHS  one  percent  evaluation  funds.     In  addition,  funds 
will  be  received  under  the  Reimbursable  Work  Program.     In  order  to  address  the 
individual  data  requirements  of  other  Federal  agencies,  many  data  systems  are 
designed  with  built-in  flexibility,  allowing  for  adding  questions  or 
examination  procedures  to  existing  data  collection  mechanisms  as  required. 

Major  Program  Activities:     $84.818.000  and  510  FTE's 

In  any  given  year,   the  data  collection  and  analysis  program  is  determined  by 
technical  considerations  on  the  frequency  of  data  collection  and  by  the  level 
of  resources  available  from  multiple  sources.     The  FY  1993  level,  a  net 
increase  of  $4,120,000  in  budget  authority  and  PHS  1%  evaluation  funds  for 
major  ongoing  program  activities  over  the  FY  1992  level,  will  allow  NCHS  to 
continue  operations  at  the  1992  level  and,  specifically,   to  conduct  the 
following: 

o         All  components  of  the  Vital  Statistics  Cooperative  Program  (including 
births,  deaths,  marriages,  divorces,  and  induced  terminations  of 
pregnancy)  will  be  fully  funded.    Additional  efforts  to  speed  production 
and  release  of  data  will  be  undertaken. 

o         A  second  Longitudinal  Followup  of  the  1988  National  Maternal  and  Infant 
Health  Survey  (NMIHS)  will  be  pretested  in  FY  1993  and  conducted  in 
1994.     This  followup  will  provide  detailed  information  on  child  health, 
developmental  disabilities  of  low-birth-weight  babies,   and  a  range  of 
other  data  on  child  health. 
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The  National  Mortality  Followback  Survey  will  begin  full  field 
operations  in  1993.     This  periodic  survey,  based  on  a  sample  of  20,000 
death  certificates,  will  learn  more  about  socioeconomic  differentials  in 
mortality,  access  to  health  care  in  the  last  year  of  life,   the  role  of 
smoking  and  alcohol  in  mortality,  and  risk  factors  associated  with 
death. 

The  National  Health  Interview  Survey  will  continue  data  collection  at 
the  planned  sample  size  of  50,000  households  for  the  "core"  survey  and 
for  data  on  family  resources.     In  addition  to  ongoing  items  on  the 
"core"  questionnaire,  detailed  questions  on  AIDS/HIV  Knowledge  and 
Attitudes,  mental  retardation,  developmental  and  functional 
disabilities,  immunization,  and  health  insurance  will  be  included. 

The  National  Survey  of  Family  Growth  will  be  conducted  in  1993-94.  This 
will  be  the  fifth  cycle  of  this  periodic  survey  of  women  of  childbearing 
age,  designed  to  provide  national  statistics  on  contraception, 
infertility,  use  of  family  planning  services,  prenatal  care,  low  birth 
weight,  teenage  sexual  activity  and  pregnancy,  behaviors  related  to  the 
risk  of  HIV/AIDS,  and  other  topics. 

The  National  Health  and  Nutrition  Examination  Survey  (NHANES  III)  will 
be  in  the  fifth  year  of  its  six  year  data  collection  period.     Over  this 
period,  30,000  persons  selected  as  representatives  of  the  U.S. 
population  will  be  examined.     Data  from  the  first  half  of  NHANES  III 
will  be  released  starting  in  1992. 

Annual  collection  of  data  from  hospitals,  home  health  agencies, 
hospices,  physicians  practicing  in  private  offices,  and  physicians 
practicing  in  hospital  emergency  rooms  and  outpatient  clinics  will 
continue  under  the  National  Health  Care  Survey.     Design  and  development 
will  also  continue  on  other  components  of  the  Survey  including  an 
ambulatory  surgical  care  survey  and  patient  followup  studies 

In  collaboration  with  other  PHS  Agencies,  continued  followup  will  be 
conducted  on  individuals  identified  in  the  first  National  Health  and 
Nutrition  Examination  Survey  (the  NHANES  I  Epidemiologic  Followup 
Study) .  and  the  National  Health  Interview  Survey  (the  Longitudinal  Study 
of  Aging) . 

Activities  in  analysis,  dissemination  of  data,  and  research  and 
methodology  will  continue,   including  major  efforts  directed  toward  the 
redesign  of  NCHS'  population  surveys,  scheduled  to  be  implemented  in 
1995,  and  building  on  the  capability  of  the  Questionnaire  Design 
Research  Laboratory. 

Activities  targeted  to  improve  the  timeliness  and  quality  of  health 
data,  and  to  improve  access  to  that  data,  will  continue.     This  program 
for  automation  and  technology  development  will  reduce  the  lag  time 
between  data  collection  and  release  of  published  reports  and  electronic 
data  to  the  public;   increase  productivity  through  improved  analytic 
output,   improved  access  to  data  by  public  and  Government  researchers, 


1757 


114 

and  improved  responsiveness  in  answering  public  inquiries;   and  improve 
quality  of  data  by  reducing  the  number  of  manual  steps  that  introduce 
human  error. 

o         NCHS  will  continue  to  implement  provisions  of  the  Disadvantaged  Minority 
Health  Improvement  Act  of  1990  (P.L.  101-527),   including  award  of  grants 
authorized  by  Section  306 (n)  at  the  same  level  as  included  in  the 
President's  Budget  for  FY  1992  ($975,000).     This  will  be  accomplished 
through  a  comparable  transfer  of  the  funds  from  the  Health  Resources  and 
Services  Administration  for  FY  1992,  with  funds  then  appropriated 
through  CDC/NCHS  for  FY  1993. 


Summary  of  Changes 
Increases : 


Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 
and  one  extra  day  of  pay  

Net  Change : 


FTE  Amount 

+$4,120,000 
+$4,120,000 
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FY  1991 

FY  1992 

FY  1993 

Actual 

Appropriation 

Estimate 

rogram  Output  Data: 

National  Vital  Statistics: 

Budget  Authority 

$4,805,600 

$4,492,6002 

$5,245,400 

Evaluation  Funds 

8.500.000 

9.421.000 

9.421.000 

Sub -Total 

13,305,600 

13,913,600 

14,666,400 

Personal  Interview  Surveys 

Budget  Authority 

3,776,100 

914,000 

1,000,000 

Evaluation  Funds 

500.000 

8.374.000 

8.631.700 

Sub -Total 

4,276,100 

9,288,000 

9,631,700 

Health  Examination  Surveys 

Budget  Authority 

1,295,000 

1,630,800 

2,069,700 

Evaluation  Funds 

7.100.000 

7.100.000 

7.100.000 

Sub -Total 

8,395,000 

8,730,800 

9,169,700 

Surveys  of  Health  Providers: 

Budget  Authority 

1,777,000 

1,964,100 

2,721,000 

Evaluation  Funds 

2.900.000 

2.900.000 

2.900.000 

Sub -Total 

4,677,000 

4,864,100 

5,621,000 

Minority  &  Socioeconomic  Differences: 

Budget  Authority 

900,000 

900,000 

900,000 

Evaluation  Funds 

0 

0 

0 

Sub -Total 

900,000 

900,000 

900,000 

Subtotal,  Survey  Operations: 

Budget  Authority  12,553,700 
1%  Evaluation  Funds  19 .000.000 

Sub-Total,  Survey 

Operations  31,553,700 


9,901,500 
27.795.000 


37,696,500 


11,936,100 
28.052.700 


39,988,800 


;e  Costs  Related  to  Surveys 


Budget  Authority 
Evaluation  Funds 
Sub-Total 


36,722,300 

 0 

36.722,300 


38,408,500 
1.605.000 
40,013,500 


35,654,900 
6.153.300 
41,808,200 


Subtotal,  NCHS  Program  Operations: 
Budget  Authority  49,276,000 
1%  Evaluation  Funds  19,000.000 
Sub-Total,  NCHS  Program 

Operations  68,276,000 


48,310,000 
29.400.000 


77,710,000 


45,591,000 
34.206.000 


81,797,000 


Program  Support: 
Budget  Authority 

NCHS  TOTALS: 

Budget  Authority 
Evaluation  Funds 
Totals 


3,105,000 


52,381,000 
19.000.000 
71,381,000* 


2,988,000 


51,298,000 
29.400.000 
80,698,000* 


3,021,000 


50,612,000 
34.206.000 
84,818,000 


*  Includes  comparative  transfer  of  $975,000  from  HRSA  in  FY  91  and  92 
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HIV  PREVENTION 

Authorizing  Legislation-  Sections  301,  307,  310,  311,  317,  327,  352,  and  1102  of  the 
Public  Health  Service  Act. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Budget 
Authority: 

846  $496,960,000      848  $480,132,000        892  $504,678,000      +44  +$24,546,000 

1993  Authorization:  Indefinite. 

Purpose  and  Method  of  Operation: 

HIV  prevention  funding  for  the  last  five  years  has  been  as  follows: 
Funding  FTE 

1988  $304,942,000  165 

1989  $377,592,000  523 

1990  $442,826,000  768 

1991  $496,960,000  846 

1992  $480,132,000  848 

HIV/AIDS  has  received  an  increase  of  $24.5  million,  or  an  increase  of  5 
percent . 

HIV  infection  continues  to  be  one  of  the  Nation's  major  public  health  problems 
with  an  estimated  1,000,000  Americans  already  infected.     From  1981  through 
December  1991,  CDC  received  reports  of  206,392  AIDS  cases  and  133,232  deaths. 
By  the  end  of  1993,  the  cumulative  total  of  AIDS  cases  in  the  United  States  is 
projected  to  reach  390,000-480,000  and  result  in  285,000-340,000  deaths. 
Because  of  the  rapid  increase  in  HIV  incidence  in  the  past  decade,  the  number 
of  deaths  continue  to  increase  each  year,  e.g.,  from  131  in  1981  to  33,144  in 
1991,  representing  a  253-fold  increase  in  one  decade. 

The  HIV  epidemic  is  particularly  devastating  to  young  Americans.     In  1988, 
AIDS  was  the  third  leading  cause  of  death  among  men  25-44  years  of  age  and  the 
eighth  leading  cause  of  death  among  young  women  in  the  same  age  group.  Based 
on  current  trends,  it  is  estimated  that  AIDS  may  move  up  to  second  among  young 
men  and  into  the  top  five  leading  causes  of  death  among  young  women.     In  New 
York  and  New  Jersey,  AIDS  has  been  the  leading  cause  of  death  since  1987  among 
young  black  women.     In  San  Francisco,  Los  Angeles,  and  New  York  City,  it  is 
the  leading  cause  of  death  among  young  men.     In  New  York  State,  AIDS  was  the 
leading  cause  of  death  in  1988  among  Hispanic  children  1-4  years  of  age,  and 
the  second  leading  cause  of  death  among  black  children  in  the  same  age  group. 


Homosexual  men  constitute  58  percent  of  cumulative  adult  AIDS  cases  reported 
since  1981.     However,  homosexual/bisexual  males  represented  only  53  percent  of 
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the  new  cases  in  the  past  year- -a  decrease  of  just  over  four  percentage 
points.     Injecting  drug  users  (IDUs)  represented  more  than  24  percent  of  new 
AIDS  cases  in  1991,  although  34  percent  of  reported  adult  and  adolescent  cases 
of  AIDS  were  among  persons  who  reported  having  injected  drugs  or  having  sexual 
contact  with  IDUs.     In  addition,  50.5  percent  of  the  AIDS  cases  reported  in 
1991  among  blacks  and  Hispanics  were  in  persons  who  reported  having  injected 
drugs  or  having  sex  with  IDUs.     Blacks  and  Hispanics  constitute  45.0  percent 
of  the  cumulative  adult  cases  and  77.7  percent  of  the  pediatric  cases.  To 
date  more  than  21,225  cases  of  AIDS  have  been  reported  in  women.     This  total 
represents  10.3  percent  of  the  cumulative  adult/adolescent  cases  reported, 
although  women  represented  12.8  percent  of  all  reported  AIDS  cases  in  1991. 
This  figure  represents  a  17  percent  increase  in  cases  among  women  over  the 
previous  year,  compared  to  a  3.8  percent  increase  cases  among  men  for  the  same 
time  period. 

In  the  Public  Health  Service  (PHS) ,   the  challenge  posed  by  HIV  infection  has 
involved  all  agencies,  with  coordination  provided  by  the  National  AIDS  Program 
Office  and  the  PHS  Executive  Task  Force  on  AIDS.     Within  this  operating 
framework,   CDC  is  the  designated  lead  PHS  agency  for  HIV  education/prevention; 
disseminating  guidelines;  and  training  laboratorians  and  other  health  workers. 

The  CDC's  mission  is  to  prevent  HIV  infection  and  to  reduce  associated 
morbidity  and  mortality  and  includes  the  following  four  goals: 

o    Assessing  risks 

o     Implementing  prevention  programs 
o    Developing  prevention  technologies 
o    Building  prevention  capacities. 

This  budget  request  supports  a  comprehensive  program  to  prevent  and  control 
the  spread  of  HIV  infection  in  the  United  States.     The  program  primarily 
encompasses  surveillance,  population-based  research  and  information  and 
education/preventive  services.     In  addition,   emphasis  is  placed  on  applied 
biomedical  and  behavioral  research.     This  HIV  prevention  program  represents 
close  collaboration  with  the  other  PHS  agencies.     Successful  implementation  of 
the  program  involves  collaborating  with  and  providing  financial  assistance  to 
state  and  local  health  and  education  agencies,  national  and  local  minority 
organizations,  national  and  community-based  organizations,  academia,  business 
and  labor,   and  religious  organizations.     More  than  71  percent  of  CDC's  HIV 
prevention  funds  are  extramural,   obligated  through  cooperative  agreements, 
grants,  and  contracts,  primarily  to  state  and  local  health  and  education 
agencies . 

CDC  will  continue  efforts  to  identify  cellular,  virologic,  and  immunologic 
factors  involved  in  HIV  replication,  utilizing  polymerase  chain  reaction 
(PCR) ,  gene  sequencing,  and  other  available  techniques.     Development  and 
evaluation  of  tests  will  be  undertaken  to  better  understand  virus  latency  and 
factors  leading  to  disease  progression.     This  should  yield  information  related 
to  the  development  of  new  diagnostic  tests  and  therapeutic  interventions. 
Studies  which  address  biosafety  issues  and  correlation  of  virus  antibody 
profiles  with  disease  will  continue. 
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CDC  maintains  surveillance  of  AIDS  cases,   in  collaboration  with  state  and 
selected  local  health  departments.     CDC  also  conducts  sentinel  surveillance  of 
HIV  infection  through  projects  that  survey:     childbearing  women;  persons 
attending  selected  clinics   (including  sexually  transmitted  disease,  prenatal, 
drug  treatment,   adolescent  clinics)  and  hospitals;   disadvantaged  youth  (Job 
Corps);  and  blood  donors.     Data  from  the  surveys  are  used  at  the  national, 
state,   and  local  levels  to  target  and  evaluate  prevention  programs,  plan 
future  health  care  needs,   and  determine  public  health  policy  on  HIV/AIDS.  As 
a  part  of  this  activity,   CDC  will  continue  to  assist  in  evaluating 
laboratories  across  the  country  that  are  testing  for  HIV  antibody  status. 

CDC  will  also  continue  studies  to  determine  HIV/AIDS  mortality  rates  among 
individuals  of  various  risk  and  racial/ethnic  groups,  geographic  areas,  and 
financial  means.     CDC  will  continue  to  evaluate  a  simplified  reporting  system 
for  symptomatic  HIV-related  disease  in  adults  and  adolescents  to  monitor 
disease  trends  and  health  care  needs  in  selected  geographic  areas.  In 
addition,   financial  and  technical  assistance  is  provided  to:     (1)  standardize 
HIV  reporting,   (2)  evaluate  the  effects  and  potential  benefits  of  monitoring 
the  epidemic  and  targeting  prevention  efforts,  and  (3)  receive  and  disseminate 
summary  data  from  21  states  which  have  HIV  infection  reporting  requirements  by 
name . 

CDC  will  continue  to  collect  information  on  knowledge,   attitudes,  and 
behaviors  related  to  HIV/AIDS  to  provide  information  on  the  distribution  of 
risk  factors  and  on  the  number  and  characteristics  of  Americans  at  increased 
risk  of  HIV  infection. 

CDC  collaborates  with  state  and  local  health  departments,  universities, 
medical  centers,  blood  banks,  voluntary  agencies,   other  federal  agencies,  and 
utilizes  its  own  facilities  to  carry  out  epidemiologic  and  laboratory  studies 
to  describe  the  natural  history  of  HIV  infection  in  select  population  groups 
and  to  identify  and  monitor  risk  factors  for  HIV  transmission.     CDC  will 
continue  the  epidemiologic  studies  of  healthcare  workers,  patients  and  other 
appropriate  personnel  to  estimate  the  frequency  of  blood  exposures,   the  risk 
of  infection  attributable  to  those  exposures,  and  the  determinants  of 
exposure.     CDC  will  develop  and  evaluate  prevention     interventions  for  the 
workplace  including  adherence  to  CDC  guidelines,  health  hazard  evaluations, 
evaluation  of  airborne  hazards  and  ventilation  controls,   and  assessment  of 
personnel  protective  equipment  and  safer  medical  devices. 

CDC  is  conducting  a  multifaceted  prevention  program  designed  for  and  directed 
toward  persons  at  increased  risk  of  HIV  infection.     CDC  will  continue  to  award 
a  total  of  $102,000,000  to  all  states  and  select  cities  to  specifically 
address  HIV  counseling,   testing,  referral,  and  partner  notification  activities 
including  HIV  prevention  among  injecting  drug  users  and  their  sex  partners. 
CDC  is  supporting  evaluation  efforts  to:     (1)  document  the  effect  of 
alternative  counseling  techniques  on  behavior  among  persons  with  different 
socio/demographic  and  risk  behavior  characteristics,  especially  injecting  drug 
users,  male  and  female  sex  partners  of  infected  persons,  and  racial  and  ethnic 
minority  populations;  and  (2)  assess  the  effectiveness  of  street/community 
outreach  in  initiating  behavior  changes,  and  referring  clients  for  needed 
prevention  services.     CDC  has  also  initiated  a  major  effort  to  prevent  HIV 
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infection  among  women  and  infants  through:     (1)  the  development, 
implementation  and  evaluation  of  interventions  directed  to  women  who  are 
infected  or  are  at  high  risk  of  HIV  infection;   (2)  epidemiologic  studies 
related  to  determinants  of  contraceptive  use,  progression  of  HIV  infection  in 
women,  transmission  from  mothers  to  infants,  and  the  effects  of  HIV  infection 
on  pregnancy  and  maternal  morbidity;   (3)  improved  diagnostic  tests;  and  (4)  a 
uniform  system  for  reporting  all  children  with  HIV  infection.     In  addition, 
community-based  demonstration  projects  for  developing  and  testing  community 
interventions  and  those  pertaining  to  HIV-related  tuberculosis  (TB)  will 
continue  to  be  supported,  as  will  the  efforts  directed  to  HIV  prevention  among 
persons  with  hemophilia. 

Efforts  to  prevent  HIV  transmission  will  continue  to  be  directed  toward  racial 
and  ethnic  minority  populations.     In  addition,  behavioral  studies  of  risk 
factors  and  interventions  will  be  conducted  to  assess  current  prevention 
efforts  and  more  effectively  target  future  HIV  prevention  activities.  CDC's 
Office  of  Minority  and  Other  Special  Populations  (HIV)  will  continue  to  ensure 
that  prevention  activities  are  appropriately  targeted  and  that  technical 
assistance  is  provided  to  organizations  serving  racial  and  ethnic  minority 
populations.     Funds  provided  through  the  Minority  Behavioral  Epidemiology  and 
Evaluation  Program  are  administered  through  the  Office  of  Minority  and  Other 
Special  Populations  (HIV) ,   and  enable  CDC  researchers  and  evaluators  to 
conduct  short-term  studies  pertaining  to  HIV  prevention  within  racial  and 
ethnic  minority  populations.     These  HIV  intervention  activities  are 
supplemented  by  providing  additional  funds  directly  to  94  national,  regional, 
and  community-based  organizations  (CBOs)  which  represent  or  serve  minority 
populations.   In  addition,  more  than  approximately  350  CBOs  will  continue  to 
receive  CDC  funds  through  State  and  local  health  agencies  and  the  United 
States  Conference  of  Mayors. 

CDC's  program  to  inform  and  educate  the  nation's  youth  about  HIV  is  directed 
to  more  than  46  million  school  and  college-aged  youth  in  the  Nation's  100,000 
elementary  and  secondary  schools.     Support  is  provided  to  state  and  local 
education  agencies  to  initiate  or  augment  health  education  and  HIV  prevention 
programs  within  the  context  of  comprehensive  school  health  education  programs. 

CDC  also  provides  assistance  to  state  and  local  departments  of  education  to 
annually  assess  the  number  of  students  that  receive  HIV  education  at  each 
grade  level.     Training  of  teachers  to  use  HIV  prevention  and  comprehensive 
school  health  curricula  is  also  conducted  in  24  CDC-supported  training  centers 
to  promote  effective  HIV  education  efforts.     CDC  will  continue  to  assess  the 
effectiveness  of  efforts  to  educate  school  children  about  AIDS  and  HIV 
infection.     Support  is  also  provided  to  24  national  organizations  serving 
youth  both  in  and  out  of  school  to  stimulate  and  assist  in  the  implementation 
of  HIV  education.     HIV  prevention  efforts  targeted  to  college  and  university 
students  include  increasing  the  number  of  programs  on  campuses  and  development 
and  implementation  of  pre-service  training  of  teachers  through  technical  and 
financial  assistance  to  five  colleges  to  establish  a  consortium  of  colleges 
within  their  respective  states. 

According  to  a  study  conducted  in  1989  by  the  U.S.  General  Accounting  Office, 
CDC's  collaboration  with  state  and  local  efforts  has  helped  to  achieve  the 
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following:     (1)   66%  of  all  school  districts  require  HIV  prevention  education; 

(2)  over  one-half  of  all  districts  begin  HIV  education  by  the  5th  grade,  and 

(3)  over  90%  provide  HIV  education  during  the  7th  grade.     In  addition,   83%  of 
HIV  education  teachers  have  received  training  in  HIV  prevention  education. 

CDC  will  continue  its  efforts  to  reach  youth  in  high-risk  situations  (e.g., 
runaway  and  homeless  youth)   through:     (1)  supporting  national  organizations 
who  represent  this  population;   and  (2)   funding  3  local  health  departments  to 
assist  in  planning  and  coordinating  community-based  efforts  to  provide  these 
youth  with  HIV  prevention  education  and  other  services. 

CDC's  National  AIDS  Public  Information  System  consists  of  the  mass  media 
component  and  CDC's  National  AIDS  Hotline  and  Clearinghouse.     This  system  is 
designed  to  assure  general  public  access  to  information  about  HIV  and  to 
improve  the  social  support  at  th~  community  level  for  maintaining  or  adopting 
prevention  behaviors.     The  system  acts  as  an  integrated,   comprehensive  effort 
to  stimulate  the  public  to  seek  the  latest,  most  accurate  information 
available  regarding  AIDS/HIV  and,   in  turn,  provides  CDC  with  input  on  the 
general  public's  need  for  information. 

The  mass  media  component  of  the  system  is  the  stimulus  for  reaching  the 
general  public.  National  television,   radio,  magazines,   and  newspapers  are  used 
to  transmit  information  and  to  stimulate  the  public  to  seek  information 
through  CDC's  National  AIDS  Hotline,  National  AIDS  Clearinghouse,   and  National 
AIDS  Clinical  Trials  Database   (the  Clinical  Trials  Database  is  an  interagency 
effort  of  FDA,  NIH,   and  CDC).     National  organizations,  businesses,  and 
churches  with  extensive  networks  and  affiliates  are  part  of  the  program  to 
help  develop  the  social  support  for  the  HIV  prevention  efforts.     It  is 
estimated  that  HIV  information  was  disseminated  to  approximately  140  million 
people  in  the  past  three  years  through  combined  efforts. 

Primary  marketing  of  materials  is  conducted  by  CDC  at  the  national  level  with 
training  provided  to  state  and  local  health  officials,  as  well  as  to  national 
leadership,   on  how  to  increase  use  of  these  materials  at  the  local  level. 

In  order  to  determine  the  effectiveness  of  these  public  information  efforts, 
CDC  uses  a  variety  of  methods  to  assess  HIV  knowledge  among  the  general 
population.     The  National  Health  Interview  Survey  represents  the  principal 
method  used  to  survey  AIDS/HIV  knowledge  and  attitudes.     Other  sources  include 
the  Behavioral  Risk  Factor  Surveillance  System,   school-based  surveys,  the 
National  Opinion  Research  Council's  General  Social  Survey,  and  opinion 
research  such  as  Gallup  and  Harris  polls.     These  data  provide  broad  direction 
for  the  focus  of  HIV  educational  efforts. 

In  addition  to  reviewing  these  sources,   CDC  uses  formative,   efficacy,  and 
effectiveness  surveys  outlined  in  the  National  Academy  of  Science's 
recommendations  for  developing  media  materials  and  for  evaluating  national 
campaigns.     CDC  also  seeks  guidance  from  PHS  and  HHS  officials, 
representatives  of  national,   regional,   State,  and  community  AIDS 
organizations,  and  a  cross-cultural  review  panel  to  determine  its  future 
public  information  direction. 


53-634   0—92  57 
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CDC  supports  a  number  of  efforts  that  are  designed  to  enhance  local  HIV 
prevention  capacities  and  promote  collaboration  among  governmental,  public  and 
private  agencies,   and  organizations  at  international,  national,  regional, 
state,  and  community  levels. 

CDC  provides  training  in  new  techniques  to  laboratory  workers  from  across  the 
country.     In  1991,  HIV- related  laboratory  training  and  quality  assurance  was 
expanded  to  include  CD4+T  cell  assays  and  detection  of  HIV  antibody,  antigen 
and  opportunistic  pathogens.     Training  related  to  HIV  prevention  and  early 
intervention  is  provided  to  health  workers  from  state  and  local  HIV  prevention 
programs.     CDC  provided  training  in  1985  for  approximately  1,100  counselors 
working  in  HIV  counseling  and  testing  sites.     Since  then,  CDC  has  trained 
instructors  employed  by  state  health  departments  and  other  federal  agencies; 
these  instructors,   in  turn,  provide  HIV  prevention  training  to  persons  who 
counsel  individuals  about  the  HIV  antibody  test  and  offer  partner  notification 
services.     While  efforts  to  systematically  track  training  activities  were 
discontinued  in  1989,   CDC  estimates  that  approximately  12,000  counselors  have 
been  trained  since  1985. 

In  addition,  CDC  provides  technical  and  financial  assistance  to  national 
organizations  to  develop  information  and  prevention  education  programs 
targeted  to  their  respective  constituencies  including:     businesses;  labor 
unions;   state  legislators;   religious,  voluntary,  professional,   social,  and 
civic  organizations;  and  media.     CDC  also  provides  direct  funding  to 
community-based  organizations  to  conduct  information  and  education  efforts  to 
prevent  HIV  infections. 

Rationale  for  the  Budget  Request 

Increases  in  the  1993  HIV  prevention  budget  are  directed  primarily  to: 
enhancing  efforts  to  prevent  HIV  in  women,  preventing  TB  and  related  HIV,  and 
determining  the  extent  and  impact  of  hemophilia.     The  request  includes  the 
following  increases: 

•    $5,000,000  to  enhance  efforts  to  prevent  HIV  infection  among  women. 
These  funds  will  be  utilized  to  expand  the  HIV  prevention  capacity  of 
family  planning  providers  to  prevent  HIV  infection  among  women  by:  (1) 
improving  integration  of  HIV  prevention  services  into  family  planning 
clinics  through  the  use  of  clinic  management  technology;  and 
(2)  establishing  training/demonstration  centers  to  train  family  planning 
providers  in  HIV  prevention  as  well  as  cross  train  other  providers  in 
reproductive  health  and  family  planning  issues,   especially  in  high- 
prevalence  areas . 

CDC  will  also  identify  and  evaluate  strategies  for  offering  and 
providing  family  planning  services  to  HIV-infected  women  who  currently 
are  not  using  family  planning  clinic  services.  Innovative 
interventions,   including  outreach  strategies,   will  be  developed  to 
increase  accessibility  and  acceptability  of  existing  family  planning 
services  by  women  at  risk  for  both  HIV  infection  and  unplanned 
pregnancy. 


1765 


122 

CDC  will  assess  interventions  to  promote  the  adoption  and  maintenance  of 
safer  sex  practices  among  HIV-negative  women  at  high-risk  for  HIV 
infection  by  testing  the  efficacy  of  two  behavioral  interventions:  (1) 
professionally  facilitated  support  groups;  and  (2)  peer-based 
interpersonal  telephone  networks.     The  methodology  will  involve  a 
controlled  intervention  trial  utilizing  two  clinic  types  (family 
planning  and  sexually  transmitted  diseases)  randomly  selected  to  conduct 
the  two  behavioral  interventions  in  two  geographic  locations  in  the 
U. S . (northwest  and  southeast).     Outcome  measures  will  include  both  self- 
reports  of  behavior  and  laboratory  tests  for  sexually  transmitted 
infections . 

CDC  will  conduct  epidemiologic  studies  of  HIV  infection  in  women  to 
determine  what  gender- specif ic  biologic  factors,   if  any,   alter  the 
course  of  infection.     The  relationship  between  HIV  and  other  sexually- 
transmitted  gynecologic  diseases,   such  as  cervical  cancer  and  pelvic 
inflammatory  disease,  will  be  evaluated  through  epidemiologic  and 
laboratory  studies.     Behavioral  questions  of  importance  in  women  at  high 
risk  for  HIV  or  infected  with  HIV,   and  questions  regarding  health  care 
practices  and  utilization,  will  also  be  addressed  in  the  context  of 
these  study  cohorts. 

In  addition,   CDC  will  increase  the  sample  size  of  the  National  Survey  of 
Family  Growth  to  permit  greater  precision  and  more  detailed 
characterization  of  national  estimates  of  HIV  risk  behavior,   and  to 
provide  estimates  for  two  critical  subpopulations :     adolescent  and 
racial  and  ethnic  minority  women. 

•    $15,000,000  to  further  prevent  HIV-related  TB ,   especially  multidrug- 
resistant  TB  (MDR-TB) . 

The  TB  case  rates  declined  steadily  from  1953  through  1984  at  about  six 
percent  a  year.     The  trend  leveled  off  in  1985,   and  in  the  last  two 
years,  case  rates  have  increased.     There  is  strong  evidence  that  the 
increases  are  largely  due  to  the  spread  of  HIV  infection.     Based  on  the 
previous  downward  trend  of  six  percent  a  year,   excess  TB  cases  since 
1985  amount  to  more  than  28,000  extra  cases  of  TB . 

The  excess  cases  have  been  especially  apparent  in  New  York  City  where  TB 
increased  from  1,843  cases  in  1985  to  3,520  cases  in  1990,  a  90  percent 
increase.     Between  1989  and  1990,   cases  increased  by  38  percent. 

An  emerging  and  alarming  aspect  of  the  problem  is  the  development  of  TB 
which  is  resistant  to  first- line  drugs  and  which  has  a  high  case 
fatality  rate  among  HIV-infected  individuals. 

Preliminary  data  from  a  1991  survey  of  drug-resistant  TB  in  New  York 
City  indicate  that  34  percent  of  their  patients  are  resistant  to  at 
least  one  drug,   and  19  percent  are  resistant  to  both  isoniazid  and 
rifampin.     There  is  a  real  threat  of  further  spread  of  MDR-TB  in  New 
York  and  throughout  the  country,   involving  HIV  infected  persons,  health 
care  workers,   and  members  of  the  general  public. 
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To  address  nationally  the  threat  presented  by  these  outbreaks,  this 
increase  for  TB  prevention  and  containment  measures  primarily  through 
state  and  local  health  departments  will  be  used  to:   1)  investigate  and 
bring  MDR-TB  outbreaks  under  control;     2)  provide  TB  screening  and 
preventive  therapy  for  HIV-infected  persons  and  others  at  risk;  3) 
assist  state  and  local  laboratories  in  acquiring  state  of  the  art 
equipment,   training,  and  support  to  speed  up  the  identification  of 
possible  resistance;  4)  assess  the  risk  in  health  care  workers  through 
surveillance  for  TB  in  occupations  at  high  risk;  and,  5)  rapidly 
transfer  newly  developed  technology  and  training  into  practice 
nationwide . 

•  $1,000,000  to  establish  a  program  designed  to  reduce  complications, 
disability  and  death  resulting  from  hemophilia  and  other  bleeding 
disorders.     Components  of  this  program  would  include  surveillance  and 
epidemiology,  evaluation  and  training,   together  with  appropriate 
laboratory  and  technical  support. 

•  $3,546,000  to  support  increased  operating  costs 


Summary  of  Changes 

Increases :  FTE  Amount 

Built-in  increases  such  as  cost  of 
pay  raise  effective  January  1993, 
annualization  of  pay  raises  effective 
January  1992,  within  grades,  FICA, 

and  one  extra  day  of  pay     +$4,113,000 

HIV  Infection  in  Women   +13  +$5,000,000 

HIV  Related  Tuberculosis   +31  +$15,000,000 

Hemophilia  and  Other  Bleeding  Disorders  ---  +$1,000,000 

Decreases : 

Prevention  Program    -$567,000 

Net  Change:  +44  +$24,546,000 
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CENTERS  FOR  DISEASE  CONTROL 
HIV/AIDS 
(Dollars  in  Thousands) 


FY  1992  FY  1993  Increase  or 
Approp.      Estimate  Decrease 


I.     Basic  Science  Research 
II.    Risk  Assessment  &  Prevention 
A.  Surveillance 


S5.142  $5.180 


91.030 


Population-based  research; 

nat  hist,  trans,  risk 

factors  41.708 


91.703 


42,016 


+$38 


+308 


Information  &  education/ 
preventive  services  342 . 252 


High  Risk  or  Infected 
Persons 


Counseling,  testing,  and 
partner  notification  96,188 

HIV/IDU  prevention 

activities  28,611 


HIV  prevention  among 
drug  users 
HE/RR-IDUs 

-  Women  and  Infants 

-  Tuberculosis 

-  Hemophilia 

Special  minority 
initiatives 


365.779  +23.527 


191,746      214,162  +22,416 


96,899 


47,195 


23,122 
24,021 
12,976 

47.543 


+2,889 


(28,611)     (25,426)  (-3,185) 
(0)       (6,074)  (+6,074) 

17,989 

8,956 

11,888 


+5,133 
+15,065 
+1,088 

+348 


School  &  college  aged 

youth  48,798        49,158  +360 

General  public  &  special 

programs  42,615        42,930  +315 

Prevention  capacity 

enhancement  11.898        11,986  +88 


CDC  Total   $480.132     $504.678  +$24,546 
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Building  and  Facilities 

Authorizing  Legislation  -  Section  321  (a)  of  the  Public  Health  Service  Act. 


Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation  Estimate   Decrease 

FTE  BA  FTE  BA        FTE  BA        FTE  BA 

Budget 
Authority: 

---  $31,951,000  ---  $25,600,000  ---  $15,000,000  ---  -$10,600,000 
1993  Authorization    Indefinite 


Purpose  and  Method  of  Operation 

Funding  for  the  building  and  facilities  program  during  the  last  five  years  has 
been  as  follows: 

Funding  FTE 

1988  $1,915,000 

1989  $1,976,000 

1990  $6,910,000 

1991  $31,951,000 

1992  $25,600,000 


The  CDC's  management  has  the  responsibility  to:  assure  that  the  CDC  has 
adequate  facilities  and  equipment  to  do  its  job;     assure  that  all  facilities, 
particularly  laboratories,  are  safe  for  both  workers  and  the  community; 
protect  the  facility  investment  of  the  Centers  for  Disease  Control  by 
preventing  deterioration  and  by  upgrading,  where  necessary;  ensure  that 
buildings  and  facilities  meet  current  required  standards;  and  meet  the 
Centers'  responsibility  to  reduce  or  conserve  the  energy  necessary  to  operate 
the  Centers'  facilities  and  equipment. 

To  meet  these  goals,  the  Centers'  management  continuously  monitors  the  need 
for  repairs  and  improvement  of  the  facilities.  Priority  rankings  are  assigned 
to  each  required  project  to  ensure  the  accomplishment  of  those  projects  which 
are  mandatory  to  protect  the  facility  investment  of  the  Centers.  Management 
also  determines  the  need  for  and  schedules  major  renovations,  construction, 
and  other  facility  and  equipment  projects. 

Rationale  for  the  Budget  Request 

One  result  of  the  aging  of  CDC's  facilities  has  been  the  increasing  number  of 
repairs  and  improvements  that  are  required  each  year.     Delays  in  repairs 
increases  the  possibility  that  major  repairs  and  replacements  will  be 
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required.     With  the  requested  ongoing  maintenance  funding  level  of 
$10,971,000,  CDC  can  begin  to  maintain  its  facilities  on  a  current  level 
without  increasing  the  backlog  of  R  &  I  projects.  This  level  of  funding  for 
ongoing  maintenance  is  needed  to  meet  the  actual  cost  of  ongoing  repairs 
necessary  to  maintain  the  CDC  facilities.  This  level  is  based  upon  the  formula 
established  by  PHS  to  fully  fund  maintenance  of  facilities  that  are  in 
adequate  condition. 

Safety  Repair  &  Improvements  ($4,029,000)  -  will  correct  one-time  safety 
related  problems,     One  result  of  the  aging  of  CDC's  facilities  has  been  the 
increasing  number  of  repairs  and  improvements  that  are  required  each  year. 
Not  only  has  the  cost  of  these  ongoing  repairs  increased  at  a  rate  higher  than 
the  inflation  factor  allowed  this  activity  each  year,  but  instead  of  keeping 
current  on  needed  maintenance,  repairs,  and  capital  equipment  replacement,  CDC 
finds  itself  falling  further  and  further  behind.     Delays  in  repairs  increase 
the  possibility  that  more  serious  repairs  and  replacements  will  be  required 
and  the  possibility  becomes  greater  that  our  employees  or  the  community  will 
be  endangered  due  to  safety  problems. 


Summary  of  Changes 


Increases : 


FTE 


Amount 


Built-in  increase  for  facility 
maintenance  


+$4,971,000 


One-time  repairs  and  improvements 


+$4 ,029,000 


Decreases : 


Non-recurring  cost  of  the  Morgantown 
laboratory  construction  project 


---  -$14,600,000 


Non-recurring  cost  for  equipment 
for  Morgantown  laboratory 


-$5,000,000 


Net  Change: 


-$10,600,000 
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Program  Management 

Authorizing  Legislation  -  Titles  III,   Section  794  of  title  VII,  XV,  XVII,  XIX, 
XXVI,  XXVII  J±,  and  section  1102  of  the  Public  Health  Service  Act,  sections 
101,  102,  103,  201,  202,  and  203  of  the  Federal  Mine  Safety  and  Health  Act  of 
1977,   [Public  Law  101-354]  and  sections  20,  21,  and  22  of  the  Occupational 
Safety  and  Health  Act  of  1970. 

Increase 

FY  1991  FY  1992  FY  1993  or 

Actual  Appropriation  Estimate  Decrease 

FTE  BA  FTE  BA  FTE  BA  FTE  BA 

Budget 
Authority : 

67       $3,016,000         70       $2,843,000  70       $3,497,000       ---  +$654,000 

1993  Authorization   Indefinite 

Purpose  and  Method  of  Operation 

Funding  for  the  program  management  during  the  last  five  years  has  been  as 
follows : 

Funding  FTE 

1988  $3,066,000  68 

1989  $3,058,000  68 

1990  $3,123,000  68 

1991  $3,016,000  67 

1992  $2,843,000  70 

This  activity  supports  the  overall  direction  and  management  to  the  Centers  for 
Disease  Control,  which  includes  management  policy,  program  planning  and 
evaluation,  science  policy  and  review,  equal  opportunity,  public  affairs, 
biosafety,   legislative  programs,  international  cooperation,  and  planning  for 
the  domestic  reactions  in  the  event  of  chemical  and/or  biological  emergencies 
or  threats.     In  addition  to  this  overall  administrative  direction,  the  Office 
of  the  Director  provides  leadership  activities  for  the  Agency  so  as  to  assure 
the  delivery  of  excellent  preventive  health  services  to  the  Nation. 

Rationale  for  the  Budget  Request 

The  skills  of  many  differing  disciplines  and  the  utilization  of  valuable 
resources  are  required  to  carry  out  the  missions  assigned  the  Centers  for 
Disease  Control.     The  specific  objective  of  this  activity  is  to  coordinate 
these  disciplines  and  resources  in  a  manner  that  focuses  on  both  the  missions 
of  the  CDC  and  responsible  stewardship  of  the  resources  appropriated  for  those 
missions . 
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Effective  and  efficient  administrative  management  is  provided  to  all  the 
Centers,  Offices,  Institute,  and  staff  elements  of  the  Centers  for  Disease 
Control . 

Other  goals  are  to: 

o        Assure  there  is  an  effective  and  coordinated  prevention  approach 

throughout  the  country  and  to  plan  for  meeting  the  Year  2000  Prevention 
Objectives  for  the  Nation. 

o       Maintain  liaison  within  and  outside  the  Federal  Government  in  matters 
relating  to  prevention  and  occupational  safety  and  health. 

o        Maintain  a  focal  point  to  provide  national  leadership  in  prevention  and 
occupational  safety  and  health. 

o        Ensure  that  the  programs  of  the  agency  are  efficiently  managed  and 
internally  and  externally  coordinated. 

o        Continue  safety  management  and  other  activities  to  ensure  the  safest 
and  most  effective  use  of  the  Centers'  laboratories. 

o        Provide  safe  and  adequate  facilities  for  the  operations  of  CDC. 

Summary  of  Changes 

FTE  Amount 

Increases : 

Build  in  increase  such  as  pay  raises  effective 
January  1993,   annualizations  of  pay  raises 
effective  January  1992,  within  grades,  FICA, 

FERS,   and  one  extra  day  of  pay    +$654,000 


Net  Change: 


+$654,000 
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Preventive  Health 

and  Health  Services 

Block 

Grant 

FY  1991 

FY  1992 

FY  1993 

Actual 

Estimate 

Estimate 

Alabama 

$  1,533,919 

$  2,178,997 

$  2,178,997 

Alaska 

335,036 

478,193 

478,193 

American  Somoa 

51,577 

73 , 867 

73 , 867 

Arizona 

1,120,547 

1,588,460 

1,588,460 

Arkansas 

860,576 

1,221,905 

1,221,905 

California 

6,492,551 

9,152,361 

9,152,361 

Colorado 

1,179,129 

1,674,083 

1,674,083 

Connecticut 

1,405,913 

2,000,407 

2,000,407 

Delaware 

177,125 

250,415 

250 ,415 

District  of  Columbia 

758,383 

1,086,003 

1,086,003 

Florida 

2,805,944 

3,954,786 

3,954,786 

Georgia 

2,960,920 

4,215,291 

4,215,291 

Guam 

215 , 285 

308 , 521 

308 , 521 

Hawaii 

760, 360 

1,085,762 

1,085,762 

Idaho 

353,366 

501,575 

501,575 

Illinois 

2,241,377 

3,149,747 

3,149,747 

Indiana 

1,612,727 

2,283,281 

2,283,281 

Iowa 

1,064,250 

1,511,916 

1,511,916 

Kansas 

878,527 

1,289,042 

1,289,042 

Kickapoo  (KS) 

29 , 227 

41 , 994 

41 , 994 

Kentucky 

1,292,855 

1,835,000 

1,835,000 

Louis  iana 

2,834,932 

4,046,731 

4,046,731 

Maine 

871,541 

1,244,843 

1,244,843 

Marshall  Island 

25,183 

35,914 

35,914 

Maryland 

1,815,506 

2,580,094 

2,580,094 

Massachusetts 

2,631,086 

3,744,550 

3,744,550 

Michigan 

3,823,894 

5,438,026 

5,438,026 

Micronesia 

62,234 

88,831 

88,831 

Minnesota 

2,452,560 

3,497,502 

3,497,502 

Mississippi 

1,412,779 

2,014,022 

2,014,022 

Missouri 

2,414,380 

3,437,754 

3,437,754 

Montana 

644,771 

921,537 

921,537 

Nebraska 

1,598,000 

2,328,276 

2,328,276 

Santee  TRB . 

29,227 

41,994 

41,994 

Nevada 

359,207 

509,380 

509,380 

New  Hampshire 

1,396,215 

1,999,408 

1,999,408 

New  Jersey 

2,787,862 

3,958,749 

3,958,749 

New  Mexico 

1,366,467 

1,954,111 

1,954,111 

New  York 

6,658,426 

9,458,121 

9,458,121 
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FY  1991 

FY  1992 

FY  1993 

Actual 

Estimate 

Estimate 

North  Carolina 

2,629,727 

3  738 

604 

/JO, DU4 

iNorun  uaKocd 

247  982 

352 

303 

352  303 

North  Mariannas 

38^57 

415 

55  415 

Ohio 

4,388,370 

6,239 

168 

6 

239^168 

Oklahoma 

901,176 

1,275 

276 

1 

275,276 

Oregon 

682  176 

963 

062 

963  062 

Palau 

20^632 

29 

560 

29  560 

Pennsylvania 

4,624,217 

6 , 571 

167 

571  167 

Puerto  Rico 

1,512,813 

2,153 

688 

2 

153  i  688 

Rhode  Island 

460,756 

655 

973 

655,973 

South  Carolina 

1,179,548 

1,673 

503 

1 

673  503 

South  Dakota 

224,216 

317 

823 

317,823 

Tennessee 

1,556,115 

2,205 

901 

2 

205,901 

Texas 

3,827,097 

5 , 395 

799 

5 

395 , 799 

Utah 

925,575 

1,319 

537 

1 

319,' 537 

Vermont 

264,697 

376 

885 

376,885 

Virginia 

1,950,613 

2,765 

702 

2 

765,702 

Virgin  Island 

170,249 

243 

992 

243,992 

Washington 

943,559 

1,326 

848 

1 

326,848 

West  Virginia 

873,617 

1,243 

973 

1 

243,973 

Wisconsin 

1,888,832 

2,684 

403 

2 

684,403 

Wyoming 
GRAND  TOTAL 

220, 512 

313 

957 

313.957 

$  90,845,000 

$129,000 

000 

$  129 

,000,000 

*In  FY92  &  FY93,   assumes  current  authorization  which  has  expired. 
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New  Positions  Requested 


IMMUNIZATION 

Health  Educator  

Public  Health  Advisors  

Survey  Statistician  

Administrative  Officer  

Accountant  

Management  Analyst  

Program  Manager/Admin  

Statistician  

Programmer  

Asst  Lan  Administrator  

Computer  Specialist  

Computer  Programmer  

Public  Health  Analyst  

Public  Health  Analyst  

Program  Assistant  

Computer  Technician  

Statistical  Assistant  

Secretary  

Travel  Clerk  

Secretary  

Subtotal  

Medical  Epidemiologist  

Total  

LEAD  POISONING 

Epidemiologist  

Public  Health  Advisor  

Program  Analyst  

Total  

BREAST  &  CERVICAL 

Public  Health  Advisor  

Statistician   

Public  Health  Advisor  

Data  Manager  

Education  Specialist  

Staff  Assistant  

Secretary  

Total  

HIV/AIDS 

Preventing  HIV  Among  Women  &  Infants: 

Medical  Epidemiologist  

Epidemiologist  

Public  Health  Advisor  

Public  Health  Analyst  

Programmer/Statistician  

Program  Assistant  

Secretary  

Total  


1993 

Annual 

G 

Number 

Salarv 

G"?  /GM-1  1 

I 

94-0  ,  Z  LKJ 

G<?  /GM-1  "\ 

^5 

693  150 

G<5  /GM-1  "\ 

2 

92  420 

GS /GM-13 

\ 

46  210 

GS /GM-13 

\ 

46  210 

GS /GM-13 

\ 

46  210 

GS/GM-13 

1 

46^210 

GS/GM-13 

2 

92,420 

GS /GM-13 

2 

92  420 

GS-12 

1 

38,861 

GS-12 

2 

77,722 

GS-12 

10 

388,610 

GS-12 

5 

194,305 

GS-11 

10 

324,230 

GS-11 

1 

32,423 

GS-09 

1 

26,798 

GS-09 

2 

53,596 

GS-06 

1 

19,713 

GS-05 

2 

35,372 

GS-05 

_4 

70.744 

65 

2,463,834 

CO  05 

_5 

260.000 

70 

2,723,834 

GS/GM-13 
GS/GM-13 
GS-12 


GS/GM-13 

GS/GM-13 

GS-12 

GS-12 

GS-12 

GS-07 

GS-05 


GS/GM-13 

GS/GM-13 

GS/GM-13 

GS/GM-13 

GS-12 

GS-11 

GS-6 


46,210 
46,210 
38.861 
131,281 


92,420 
46,210 
38,861 
38,861 
38,861 
21,906 
17.686 
294,805 


92,420 
46,210 
92,420 
138,630 


772 
423 


39.426 
519,301 
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New  Positions  Requested 


HIV/AIDS  (Continued) 

HIV  Related  Tuberculosis: 

Public  Health  Advisors  

Programmers  

Secretaries  

Clerks  

Subtotal  

Epidemiologists  or  Scientist. . 

Medical  Officers  

Subtotal  

Total  


1993 

Annual 

Grade 

Number 

Salary 

GS/GM-13 

5 

231,050 

GS-12 

4 

155,444 

GS-6 

4 

78,852 

GS-5 

-A 

70.744 

17 

536,090 

CO-05 

7 

213,143 

CO-05 

7 

213.143 

14 

426,286 

31 

$962,376 
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Detail  of  Permanent  Positions 


Actual  Estimate  Estimate 

ES-6   11  1 

ES-5    1                               1  1 

ES-4    9                           10  11 

ES-3   4                             5  6 

ES-2    4                             4  4 

ES-1   __Q  1  2 

Subtotal    _19  22  25 

GS/GM-15    189                         205  205 

GS/GM-14    404                         439  439 

GS/GM-13    729                         792  821 

GS-12    602                         654  675 

GS-11    521                         566  574 

GS-10    5                               5  5 

GS-9    399                        433  435 

GS-8    48                         52  52 

GS-7    311                         338  338 

GS-6    312                         339  344 

GS-5    285                         310  314 

GS-4    70                         76  76 

GS-3    16                         17  17 

GS-2    0                             0  0 

GS-1    10  11  11 

Subtotal    3,901  4237  4,  306 


1777 


134 

Detail  of 

Grades  established  by  Act  of 

July  1,    1944   (42  U.S.C.  207): 

Assistant  surgeon  general  grade  8, 
$58,800  -  $81,400   

Assistant  surgeon  general  grade  7, 
$49,295  -  $71,842   

Director  grade,  $36,540  -  $63,119  ... 

Senior  grade,   $29,221  -  $51,498   

Full  grade,   $24,631  -  $43,063   

Senior  assist,   grade,    $22,889  -  $37,242. 

Assistant  grade,   $19,958  -  $27,634   

Junior  assistant  grade,   $17,330  -  $21,798 

Subtotal   

Ungraded    

Total  permanent  positions  l_/  

Unfilled  positions,  end-of-year   

Total  permanent  employment,   end-of-year  . 

I'    Worker-trainee  Opportunity  Program 

position  included  above   


Positions 


1991 
Actual 

1992 
Estimate 

1993 
Estimate 

4 

4 

4 

4 

4 

4 

198 

198 

198 

242 

242 

261 

207 

207 

207 

99 

119 

119 

12 

12 

12 

0 

0 

766 

786 

805 

422 

422 

422 

5,108 

5,467 

5,  558 

-587 

4,521 

5,467 

5,  558 

(33) 

(36) 

(36) 
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ADVISORY  AND  ASSISTANCE  SERVICES 
DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


CENTERS  FOR  DISEASE  CONTROL 
Salaries  and  Expenses 


(In  Millions  of  Dollars) 


Account  Title  and  Symbol 

Salaries  and  Expenses: 
No.  75-0943-0-1-550 


Contractual  Services 


1991 


1992 


Individual 
Experts  & 
Consultants 

Studies 
Analyses  & 
Evaluations 

Management  & 
Professional 
Support  Svcs . 

Engineering 
&  Technical 
Services 

Subtotal 


B .  A . 

Oblig. 

Outlays 

B.A. 

Oblig. 

Outlays 

B.A. 

Oblig. 

Outlays 

B.A. 

Oblig. 

Outlays 

B.A. 

Oblig. 

Outlays 


1.006 
1.006 
1.006 


2.000 
2.000 
2.000 


3.006 
3.006 
3.006 


1.100 
1.100 
1.100 


2.100 
2.100 
2.100 


3.200 
3.200 
3.200 


1.100 
1.100 
1.100 


2.100 
2.100 
2.100 


3.200 
3.200 
3.200 


II. 


Personnel 
Appointments 


Advisory 
Committee 


B.A. 

Oblig. 

Outlays 

B.A. 

Oblig. 
Outlays 


0.090 
0.090 
0.090 

0.413 
0.413 
0.413 


0.100 
0.100 
0.100 

0.500 
0.500 
0.500 


0. 100 
0.100 
0. 100 

0.500 
0.500 
0.500 


B.A. 

Oblig. 

Outlays 


3.509 
3.509 
3.509 


3.800 
3.800 
3.800 


3.800 
3.800 
3.800 
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Centers  for  Disease  Control 
Advisory  and  Assistance  Services 

The  Centers  for  Disease  Control  uses  advisory  and  assistance  services  to  enhance  our 
prevention  and  disease  control  efforts.   Each  program  entity  at  the  CDC  uses  these  services 
to  add  a  dimension  of  expertise  that  enhances  all  program  efforts  in  preventing 
unnecessary  disease,  disability,   and  death  by  expanding  our  knowledge  in  disease  control 
and  environmental  and  occupational  safety  and  health. 

Advisory  and  Assistance  Services  such  as  the  Assessment  of  HIV,   the  Task  Force  on 
Pneumoconiosis,  and  the  Immunization  Management  Seminar,  are  necessary  to  prevent  and 
control  disease  outbreaks.     The  dissemination  and  exchange  of  information  with  the 
advisory  committees,   such  as  the  Immunization  Practice  Advisory  Committee  and  the  Mine 
Health  Research  Advisory  Committee  has  given  CDC  a  broader  base  of  knowledge  in  disease 
control  and  environmental  and  occupational  safety  and  health. 

For  FY  1993,   the  CDC  Advisory  and  Assistance  budget  estimate  is  approximately  $3,800,000. 
Of  this  amount,   $2,000,000  will  be  used  to  further  analyze  the  impact  of  HIV  prevention 
services  on  transmission  of  HIV  infection  among  IDUs .     An  additional  increase  of  $94,000 
for  Individual  Experts  and  Consultants  over  the  FY  1992  request  continues  to  reflect  the 
need  for  additional  outside  experts  to  advise  and  review  the  administration  and  management 
of  CDC's  programs.     The  remaining  amount  will  continue  the  provision  of  other  contractual 
advisory,  and  consultant  services  essential  to  CDC  operations. 

To  assure  appropriate  use  of  advisory  and  assistance  services,  the  Centers  of  Disease 
Control  has  established  internal  reviews  throughout  the  procurement,  contracting,  and 
personnel  appointment  process. 
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